Financial Responsibility Form

Patient’s Name: DOB:
Address:
Street City State/Zip

Mother’s Information: Father’s Information:
Name: Name:
Date of Birth: Date of Birth:
Phone: Phone:
E-Mail: Email:
Previous Patient of Reading Pediatrics: [J Yes [I No Previous Patient of Reading Pediatrics: [1 Yes [1 No

Does either parent have other children who are patient's of Reading Pediatrics? 0 Yes o No

Mother’s Insurance Name: Adding Baby: YES[] NOI[J
ID #: Effective Date:

Subscriber* Name : Subscriber DOB :

Subscriber Relationship to Patient: CopyCard: __
Father’s Insurance Name: Adding Baby: YES[J NOU[
ID #: Effective Date:

Subscriber* Name : Subscriber DOB :

Subscriber Relationship to Patient: CopyCard: __

*Subscriber is the primary insurance holder - this could be yourself, your spouse/partner, or your parent

If not adding baby to either insurance above: [1CHIP [1Medical Assistance [1Other:

Guarantor (Person Responsible for Payments): [] Mother [J Father [ Other:
Address of Guarantor if different from above:

Street City State/Zip

| hereby authorize READING PEDIATRICS, INC to apply for benefits on my behalf for covered services rendered by
him/her, or by his/her order. | request that payment from my insurance company be made directly to READING
PEDIATRICS, INC. | understand that | am financially responsible for any balance not paid by my insurance.
Balances are to be sent to the guarantor listed above. Payment is expected within 30 days of receipt.

Date: Signature: Print:

Date: Received By:




READING PEDIATRICS
Infant (< 1 year) Intake Form

Patient Name: Date of Birth:
Patient Sex: [ | Male [l Female Primary Contact Number:
Alternate Contact Number:

Mother’s Name: Age: Date of Birth:
Father’s Name: Age: Date of Birth:
Parent’s Relationship Status: [1Married [1Unmarried [] Same household [ Separate Households

Primary Address:

Street City/State Zip

Alternate Address: Relationship:
Street City/State Zip

Custody Agreement: [1Yes — please provide a copy

Preferred Language: [] English  []Spanish ] Other:

Patient Ethnicity: LI Hispanic or Latino [ NOT Hispanic or Latino

Patient Race ( Check all that apply): L[| American Indian/Alaskan Native [ Asian L[l Black/African American
'] White [] Native Hawaiian or Pacific Islander

Birth History:
Birth Weight: O Term (38+ weeks) [ Premature Hospital:
Type of Delivery: [0 Vaginal [0 C-Section Number of Days in Hospital after Birth: 0 NICU

Medications During Pregnhancy:

Ultrasound Abnormalities: 0 No [] Yes:

Pregnancy Complications: [1 Diabetes [ High Blood Pressure [0 Infection:
O Other:

Infant Problems After Birth:

Nutrition: [] Breast Milk O Formula O Both

Allergies: [INone

Medications: [INone

Patient Siblings (include half and step siblings):

Same Mother Same Father
Last Name First Name Date of Birth as Patient as Patient

[] []

OO oo
OO0 00




Family History:

(Check all that apply) Mother Father Sibling Details
(Specify)

Allergies O O O

Anemia O O d

Epilepsy(Seizures) O O 0

Diabetes O O U

Asthma O O g

Stroke O O 0

Cancer (Type) O O 0

Sickle Cell O 0 O

Heart Disease O O g

High Blood Pressure a O 0

Psychiatric (Specify) O 0 [l

Genetic Disorder (Specify) 0 O 0

Other: Specify O O 0
Safety:
Is there a working smoke alarm on each floor of the child’s home/apartment? [l Yes I No
Is your child restrained in a rear-facing car seat when riding in the car? [J Yes [1 No
Are there any smokers in the household (cigarette, vape, THC)? [l Yes I No
Is your child being placed to sleep on his/her back? [l Yes [l No
Does your child sleep in a separate space (crib or bassinet)? [l Yes I No
Are there any firearms in the home? [l Yes [l No

If yes, are they locked with ammunition stored separately? [l Yes I No

Concerns to address at today’s visit:
Signed: Date:
Print: Relationship:

Reviewed By: Date:




Sanand R. Menon, MD, FAAP Amanda L. Gosling, MD, FAAP Maria S. Bell, CRNP

Johanna Kelly, MD, FAAP Lauren M. Zerbe, CRNP Krislyn Milligan, CRNP

Jeftrey C. Brendlinger, DO, FAAP, FACOP Lilly A. Yi, MD, FAAP Whitney Trompeter, MD, FAAP
Joe K. George, DO, FAAP Robin W. Lynn, CRNP Tarah Bird, PMHNP

Carrie R. Lauer, PA-C Hanz B. Blatt, MD, FAAP

Jamie L. Chmielowski, MD, FAAP Sophia L. Campbell, PA-C

Receipt of Notice of Privacy Practices Written Acknowledgement Form

Parent/Guardian Name

have been given access to a copy of Reading Pediatrics Notice of Privacy Practices.

Slgnature of Parent or Guardian Date

Patient Name Patient DOB Account Number

To read a copy of RPI Notice of Privacy Practices please visit:

https://www.readingpediatrics.com/policies

40 Berkshire Court, Suite 1 « Wyomissing, PA 19610 25 Lorane Road « Reading, PA 19606
5101 Allentown Pike « Temple, PA 19560 541 West Penn Avenue « Robesonia, PA 19551
610-374-7400 « www.readingpediatrics.com
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