X

PATIENT:

PEDIATRIC
THERAPY
SERVICES

BIRTHDATE: AGE:

ADDRESS:

Ciry ZIP

HOME PHONE #:

EMAIL:

MOTHER'S NAME

SEX: MALEL] FEMALE [J

CELL # DOB:

EMPLOYER

WORK#:

FATHER'S NAME

CELL# DOB:

EMPLOYER

WORK #:

GUARDIAN:

PHONE #:

ADDRESS:

Cy ZIP

PERMISSION TO LEAVE MESSAGE ON ANSWERING MACHINE/PHONE [ YES (I NO

REFERRING PHYSICIAN:

ADDRESS:

Ciry ZIp

PRIMARY CARE PEDIATRICIAN:

ADDRESS:

Ciy ZIP

DIAGNOSIS: PRIMARY

SECONDARY. PH#

BRIEF MEDICAL HISTORY/C ONCERNS:

IS THE PATIENT ADHERING TO THE AMERICAN ACADEMY OF PEDIATRICS ENDORSED VACCINE SCHEDULE?

PRIMARY INSURED:

INSURANCE INFORMATION

INSURANCE CoO.

D #:

GROUPH#: PH#:

SECONDARY INSURED:

INSURANCE CO:

D #:

GROUP #: PH#:

FOR OFFICE STAFF ONLY:  RX:

XRAY:

If any changes occur in the information above, please notify PTS in writing.

PRINTED NAME:

SIGNATURE: DATE:

1215 E. Orange Street ¢ Lakeland, FL 33801-5762 ¢ (863) 802-3800 ¢ Fax: (863) 802-0480
206 Ridgewood Avenue ¢ Brandon, FL 33510-4617 ¢ (813) 662-1060 * Fax: (813) 662-0530

www.ptsbeyourbest.com



