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PATIENT REGISTRATION – UNDER 18 YEARS OF AGE 
 

Today’s Date:______________________________________ 

(Please print and complete all blanks) 

Patient Name: ___________________________________________________________________________________________ 

   (First)                     (Middle)                                                      (Last)          

Address:               

City, State, Zip:              

Preferred Phone Number:                 

Sex:         Race:                       Date of Birth:                               SSN:         

 

Patient School (Name/ address / phone): 

 

       

PARENT’S NAME/OTHER LEGAL GUARDIAN    PARENT’S NAME/OTHER LEGAL GUARDIAN 

Name:______________________________________   Name:_________________________________________ 

Date of Birth ________________________________   Date of Birth___________________________________ 

Home Address_______________________________   Home Address_________________________________ 

City/State/Zip_______________________________   City/State/Zip__________________________________ 

Telephone__________________________________   Telephone_____________________________________ 

EMAIL____________________________________   EMAIL_______________________________________ 

 

   

Employer___________________________________   Employer_____________________________________ 

Occupation_________________________________   Occupation____________________________________ 

Address____________________________________   Address_______________________________________ 

City/State/Zip_______________________________   City/State/Zip__________________________________ 

Work Telephone_____________________________   Work Telephone________________________________ 

Social Security #_____________________________   Social Security #________________________________ 

Marital Status:     S           M       Sep        Div        W   Marital Status: S         M          Sep         Div       W        

 

If  Divorced or Separated who is the custodial parent? _____________________________________________________________ 

 

Do both parents agree on evaluation and/or treatment for the child? _________________________________________________ 

 

REFERRING PHYSICIAN OR ORGANIZATION   PEDIATRICIAN/ PRIMARY CARE PHYSICIAN 

Full Name___________________________________   Full Name___________________________________ 

Office Address_______________________________   Office Address_______________________________ 

City/State/Zip________________________________   City/State/Zip________________________________ 

Office Telephone No,._________________________   Office Telephone No.__________________________ 

Specialty____________________________________ 

 

 

PHARMACY INFORMATION 

Name_______________________________________________________     

Address_____________________________________________________ 

City/State/Zip________________________________________________ 

Telephone No,._______________________________________________ 

 

 

IN CASE OF EMERGENCY CONTACT: 

Name______________________________________  Relationship_________________________________ 

Phone______________________________________ 
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MEDICAL CONSENT FOR TREATMENT: 
I request and authorize Dr. Adelita Segovia, Dr. Daniel B. Reising, their associates and assistants and employees, 

to provide and perform such medical care, tests, procedures, drugs and other services and supplies as are 

considered advisable by my provider for my health, and well-being and herein authorize them to administer any 

medical treatment as deemed necessary. This may include pathology, radiology, emergency services, and other 

special services and tests ordered by my provider(s).  I acknowledge that no representations, warranties, or 

guarantees as to result or cures have been made to or relied upon by me. 

  

___________ (Initials of Person Authorized to Consent) 

 

GUARANTEE OF ACCOUNT: 
Neither Dr. Segovia nor Dr. Reising is considered “in network” with insurance. Accordingly, payment in full is 

required at the time of service. As a courtesy, our office is happy to file an insurance claim on your behalf as an 

out-of-network provider after payment has been received for services. We are unable to file a claim prior to a 

service being paid for, as that is considered fraudulent. As any and all reimbursement that the insurance company 

allows is issued back to the policyholder, we will always collect payment in full at the time of service from the 

patient or his/her responsible party.  We are able to accept payment by cash, check, Visa, MasterCard, Discover 

and American Express. Any check that is returned by the bank to our office will incur a fee. Additionally, we are 

able to accept FlexSpending or FSA/HSA cards; should you need documentation to provide to your insurance 

company or you employer, please let the office know.  

 

The coverage your insurance program provides is calculated based on their allowed amount. The amount your 

insurance will pay is determined by them and is the amount they determine to be appropriate for the service 

rendered.  They have the sole discretion to determine the allowed amount.  Your insurance company has the sole 

discretion to determine whether care is medically necessary.  They will not cover care they feel is not medically 

necessary. 

 

Precertification or certification is obtained from your insurance company.  If you do not obtain certification when 

required, your benefits will be reduced or denied.  Your insurance certification of your care does not guarantee 

coverage. Initiating precertification, if required, is your responsibility as a patient – as Dr. Segovia and Dr. 

Reising are out-of- network providers, our office does not automatically reach out to your insurance company to 

determine if benefits require precertification.  

 

Additionally, it is your responsibility to be aware of and to understand your insurance benefits. Should you have 

specific questions about the nature of your benefits, feel free to reach out to your insurance company and inquire 

about your out-of-network, outpatient, mental health benefits for services rendered in an office setting – a 

representative should be able to provide you with info about your specific plan. Furthermore, once a claim has 

been submitted, it is your responsibility to follow up with your insurance company to determine if and how it has 

processed. Our office is able to help you to the best of our ability, but as we are considered out-of-network and the 

insurance company is not contractually obligated to provide us with information, we do not, often times, have 

access to the specific details of each and every claim. 

 

In the rare circumstance that the insurance company reimburses the physician for services rendered instead of the 

policy holder, the received payment will be credited toward the patient’s account and the credit amount will be 

deducted from service charges for future visits. Should you instead wish to have these funds reimbursed directly 

back to you at any time, please speak to the office manager. 

 

Therefore: It is your responsibility to cover any and all charges for services rendered by Dr. Segovia and/or Dr. 

Reising.  This will include the fees we charge for cancellation of appointments without a twenty-four hour notice- 

FINANCIAL POLICY AND STATEMENT OF RESPONSIBILITY 

  
Patient Name:________________________________________________________________________________________ 
   First                         Middle     Last 
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cancellation fees are billed according to the doctors’ time.  If it is a true emergency, the charges for cancellation 

will be up to the physician’s discretion and determination. These fees can also include fees for letter writing, 

paperwork or documentation completion, and late fees assessed for past-due balances, at the doctors’ discretion. 

 

Should you incur a balance on your account, our office will send you a statement summarizing the charges due. 

Upon receipt of the statement, please remit payment to us directly as soon as possible. It is within the rights of our 

office to take the appropriate actions needed to collect this balance. In signing below, you are acknowledging your 

understanding that if your account is submitted to an attorney or a collection agency, if litigation in court is 

required or if your past due status is reported to a credit reporting agency, the fact that you have received  

treatment at our office may become a matter of public record.  

 

Regarding the matter of divorce or separation, our office will not get involved in custodial, separation or financial 

disputes involving or related to divorced parents of a minor child. In case of divorce or separation after initiation 

of care with Dr. Segovia and/or Dr. Reising, the party responsible for the account prior to the divorce or 

separation remains responsible for the account. The parent or guardian accompanying the child for treatment will 

be responsible for the payment due at time of service. If the divorce decree requires the other parent to pay all or 

part of the treatment cost, it is the attending parent’s responsibility to collect from the other parent. We will be 

happy to provide a receipt if you need to seek reimbursement from another party. 

 

For your convenience, our office is able to confidentially retain your credit card information to cover service fees 

for visits. Should you wish to render payment in another manner or utilize a different card, please let us know 

when you check in for your appointment; otherwise, our office will proceed to collect payment for services with 

the card on file. 

 

I understand that I am responsible to pay my financial obligation in full.  If, for some reason I am unable to pay 

this obligation in full when the balance is due, I will be held accountable for any and all late fees, collection fees, 

interest or finance charges, etc. that may accrue.   

 

___________ (Initials of Person Authorized to Consent) 

 

 

INSURANCE RELEASE: 
In order to file a claim with your insurance company, Dr. Segovia, Dr. Reising and their associated staff are 

required to submit personal information on your behalf, including a diagnosis code. I hereby authorize the above 

provider(s) to release any medical information concerning my care, including copies of medical records, and/or 

billing information pertaining to my medical care to individuals or representatives of agencies or organizations or 

the insurer in connection with obtaining payment for the medical services rendered to me or my dependent, and/or 

independent contractors engaged by them. 

 

___________ (Initials of Person Authorized to Consent) 

 

 
I certify I have read, understand and agree to adhere to Dr. Adelita Segovia and Dr. Daniel B. 

Reising’s Financial Policy. 

 
___________ (Initials of Person Authorized to Consent) 
 

 

__________________________________________________________________   

Name of Responsible Party/Person Authorized to Consent  (PLEASE PRINT) 
 

___________________________________________________________________    Date____________________ 

Signature of Responsible Party/Person Authorized to Consent  
 

____________________________________________________  
Relationship to Patient 
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Adelita Segovia, M.D. 

Daniel B. Reising, M.D. 

Child and Adolescent Psychiatry 

General Psychiatry 
 

 

CHILD’S HISTORY FORM 

 

Child’s Name:  _________________________________________________________________________ 

 

Date of Birth:  _________________         Today’s Date:  _____________________ 

 

Completed by:  _________________________________________________________________________ 

 

 

Please describe any medical difficulty experienced by you or your child during: 

 

Pregnancy with This Child: 

 
________________________________________________________________________________________________________________ 
 

________________________________________________________________________________________________________________ 

 

________________________________________________________________________________________________________________ 

        

Labor and Delivery: 

 

_______________________________________________________________________________________ 

 

_______________________________________________________________________________________ 

 

Birthweight:  ___________ pounds  __________  ounces 

 

 

Child in the First Days after Birth: 

 

________________________________________________________________________________________ 

 

________________________________________________________________________________________ 

 

________________________________________________________________________________________ 

 

Child’s First Year: 
 

__________________________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________________________ 

 

 

Describe any current or ongoing medical problem and medication (or other form of treatment) for this child: 

 
________________________________________________________________________________________________________________ 
 

___________________________________________________________________________________________ 

 

Describe any eating problems your child has. 
 

______________________________________________________________________________________________________________________ 

 

______________________________________________________________________________________________________________________ 
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Describe any sleeping problems your child has. 

 

___________________________________________________________________________________________ 
 

______________________________________________________________________________________________________________________ 

 

Please rate your child’s progress in the following areas of development. 

 

AREAS OF DEVELOPMENT SLOW AVERAGE FAST 

Speech and Language    

Gross Coordination (running, walking and 

sports) 

 

 

   

Fine Coordination (writing and drawing) 

 

 

   

Socializing 

 

 

 

   

Describe any concerns in this space or above. 

 

 

 

   

 

Past Milestones: At what age did your child achieve the following skills? 

 

AREA OF DEVELOPMENT AGE CHILD ACHIEVED SKILL 

Experience feeding difficulties or colic –  Describe. 

 

 

Sit Alone 

 

 

Walk Alone 

 

 

Speak Real Words 

 

 

Speak Real Sentences 

 

 

Achieve Day and Night Bowel Training 

 

 

Achieve Night Bladder Training 

 

 

Achieve Day Bladder Training 
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Describe your child’s past medical history concerning the following events: 

 

 

EVENT AGE REASON RESULT 

Hospitalization 

 

 

   

Surgeries 

 

 

   

Seizures 

 

 

   

Head Injuries 

 

 

   

Lengthy Medical Problems 

 

 

   

Medications Used for Long Periods of 

Time 

 

 

   

 

 

Describe any psychiatric evaluation or treatment your child has had: 

 

AGE REASON LOCATION RESULT 
 

 

 

   

 

 

 

   

  

 

 

  

 

 

 

 

Describe any hearing or visual problems your child has: 

 

Vision Hearing 
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Describe any problems your child is having now or has had in the past at school. 

 

Type of Problem Present         Past 

Academic 

 

  

Behavior 

 

  

Peer Relations 

 

  

Relationship to Teacher 

 

  

Concerns 

 

 

  

 

 

Where does your child attend school?  ____________________________________________________________ 

 

Grade  ________________________ 
 

Type of School  ______________________________________________________________________________ 

 

 

List the schools (day care and current) your child has attended: 

 

___________________________________________________________________________________________ 

 

___________________________________________________________________________________________ 

 

___________________________________________________________________________________________ 

 

___________________________________________________________________________________________ 

 

___________________________________________________________________________________________ 

 

 

Mention any special classes, repeated grades, and outside educational help your child has had or is now having. 

 

 

SPECIAL CLASSES REPEATED GRADES OUTSIDE EDUCATIONAL HELP 

  

 

 

 

 

 

 

 

 



Page 8 of 8 

 

 

 

Use this space to describe any other concerns you may have: 

 

___________________________________________________________________________________________ 

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________ 


