
 

Patients Name: ________________________________________________________ DOB: _____________________________ M / F 

Patients Name: ________________________________________________________ DOB: _____________________________ M / F 

Patients Name: ________________________________________________________ DOB: _____________________________ M / F 

Patients Name: ________________________________________________________ DOB: _____________________________ M / F 

Best Contact Number: ________________________________________ Referred By: _____________________________________    

Race: ________________________ Language: ___________________________ Ethnicity: Latino / Non-Latino 

Address: __________________________________________________________City:______________________________________ 

PARENT/GUARDIAN INFORMATION 

Mother / Father / Guardian: (first) ____________________________________________ (last) ______________________________ 

DOB: _____________________ SSN: _______________________ E-Mail Address: ________________________________________ 

Address: ____________________________________________________________________________________________________ 

Phone: _________________________________________________ Cell: ________________________________________________ 

Employer Name & Address: _____________________________________________________________________________________ 

 

Mother / Father / Guardian: (first) ____________________________________________ (last) ______________________________ 

DOB: _____________________ SSN: _______________________ E-Mail Address: ________________________________________ 

Address: ____________________________________________________________________________________________________ 

Phone: _________________________________________________ Cell: ________________________________________________ 

Employer Name & Address: _____________________________________________________________________________________ 

PHARMACY (Please be as specific as possible with location) 

Primary Pharmacy: ______________________________________ Street: _______________________________________________ 

Town: ________________________________________________ Phone Number: ________________________________________ 

PRIMARY INSURANCE 

Insurance Co.: _________________________________________ Insured’s Name: ________________________________________ 

Member #: __________________________________________ Group #: ________________________________________________ 

EMERGENCY CONTACT (other than parents) 

Name: _______________________________________________ Relationship to Patient: ___________________________________ 

Phone #: __________________________________________ 

I hereby authorize the release of medical records to my insurance company, as may be necessary for the purpose of 

reimbursement. I realize that I am ultimately responsible for any and all services rendered to me (my child) regardless if any 

insurance determinations. 

Signature: ____________________________________________________________________ Date: _________________________ 

*** It is our policy that this form be completed on a yearly basis *** 

    
 

 
PediatriCare Associates 

400 North Franklin Turnpike 

Mahwah, NJ 07430 

Phone: (201) 529-4545 

Fax: (201) 529-1596 

PediatriCare Associates 

20-20 Fair Lawn Avenue 

Fair Lawn, NJ 07410 

Phone: (201) 791-4545 

Fax: (201) 791-3765 

PediatriCare Associates 

901 Route 23 South 

Pompton Plains, NJ 07444 

Phone: (973) 831-4545 

Fax: (973) 831-1527 

PediatriCare Associates 

1225 McBride Ave 

Woodland Park, NJ 07424 

Phone: (973)-256-4545 

Fax: (973)-826-8600 

PediatriCare Associates  

90 Prospect Avenue 

Hackensack, NJ 07601 

Phone: (201)-342-4001 

Fax: (201)-342-9569 

(circle one) 

(circle one) 

*Please list all children below* 


