
DEMOGRAPHIC SHEET 

The following information is being provided for our office use and will be scanned into your child(ren)’s chart.  Updated 
information will be requested each year to ensure we have the most current information for you and your child(ren). 

Patient Information 

Name ________________________________________ 

Address _______________________________________ 

City ______________________ State ___   Zip ________ 

Phone(s) ______________________________________ 

Date of Birth _______________ Age ____   Sex   ______ 

Social Security Number __________________________ 

Insurance Information 

Insurance Company _____________________________ 

Person Insured _________________________________ 

Insured’s Address _______________________________ 

Insured’s Social Security # ________________________ 

COPY OF INSURANCE CARD TAKEN 

Insured’s Employer 

Employer Address ______________________________ 

City ___________________   State ____   Zip ________ 

Phone Number ________________________________ 

HIPAA/PRIVACY PRACTICE 
The Pediatric Associates continues to protect the privacy of 
our patient’s health information and to comply with any 
regulations regarding the use and disclosure of patient health 
information.  If you ever believe your privacy rights have been 
violated, you may contact the Office of Civil Rights, U.S. 
Department of Health and Human Services, 1961 Stout Street 
– Room 1185 FOB, Denver, CO  80294.  No individual will ever 
be retaliated against for filing a complaint. 

 

Parent/Guarantor/Responsible Party 

Name ________________________________________ 

Date of Birth __________   Driver’s License # _________ 

Social Security # ________________________________ 

Address _______________________________________ 

City ___________________ State ___   Zip ___________ 

Phone(s) ______________________________________ 

Employer _____________________________________ 

Patient’s Parent/Guardian 

Name _______________________________________ 

Relationship to Patient _________________________ 

Address _____________________________________ 

City   ____________________ State   ___  Zip _______ 

Phone(s) _____________________________________ 

Emergency/Alternate  Contact 

Name ________________________________________ 

Relationship to Patient __________________________ 

Address ______________________________________ 

City ____________________ State ___   Zip __________ 

Phone(s) ______________________________________ 

Siblings to Patient  ______________________________ 

_____________________ ________________________ 

_____________________________________________ 

        I have received and reviewed the Financial Policy.   I have received and reviewed the information brochure.  

       I have received and read the above HIPAA/ Privacy Act policy 

I certify, to the best of my knowledge, that the above information is correct.  I also understand that I am financially 
responsible for all charges whether or not covered by insurance. 

Signature  _____________________________________ __________________            Date  ______________________ 




