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Date:______________
                                                         
  New:_____
Old:_____ 

PATIENT



Child’s Name:_______________________________________________________________________

Birth Date:________________________________________
Sex: 
Male_____
Female_____

Social Security #:___________________________________
County:_______________________

Street Address:_______________________________________________________________________

City:_____________________________________________
Zip:__________________________

Preferred Pharmacy:________________________________

PARENT/LEGAL GUARDIAN





Relationship to child:____________


Name:____________________________________________


Birth Date:________________________________________
Address same as above?__________

Social Security #:___________________________________
If not, please complete the following:


Employer:_________________________________________
Street Address:_________________


Occupation:________________________________________
_____________________________

Primary Phone:_______________________type:__________
City:____________Zip:__________


Secondary Phone:_____________________type:__________
County:_______________________


Email:____________________________________________

INSURANCE


PRIMARY:________________________________________



Relationship to child:_________________________________



Policy Holder’s Address same as above?__________________

SECONDARY:_____________________________________



Relationship to child:_________________________________



Policy Holder’s Address same as above?_________________

ASSIGNMENT OF BENEFITS

I hereby assign all medical and/or surgical benefits, including all major medical benefits to which I am entitled (Medicaid, private insurance, or any othe r health benefits plan) in relation to this child’s medical care as provided by the staff of Sunshine Pediatrics, LLC to Sunshine Pediatrics, LLC and Dr. Dana Lenhart.  This assisgnment will remain in effect until revoked by me in writing.  A photocopy of this assisgnment is considered as valid as the original.  I understand that some charges are not fully covered by insurance plans and I acknowledge that I am financially responsible for any such fees.  I hereby authorize Sunshine Pediatrics, LLC to release all information necessary to secure payments.

Signature:_________________________________________________________
Date:______________________________
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487 West Main Street


West Jefferson, OH 43162
drdana@sunnypeds.com

