MCDONALD PEDIATRICS                                  Pg. 1

*****  Donna J. McDonald, M.D.  *****

Telephone: 740-344-8687 (TOTS)           1960 Tamarack Rd. Newark, OH 43055


      Fax: 740-522-5110

WWW.MCDONALDPEDIATRICS.COM

PATIENT INFORMATION

Last Name: ___________________________________ First Name: _______________________________ M.I.: ________ 

DOB:  _________________
Race: _____________________          Language: __________________________   


Phone #: _____________________      Alt. Ph#: _______________________     Alt. Ph#: _______________________

Address: ___________________________ City: ________________________ State: ________ Zip: _____________ 

(Check one of the Following): 



(Check one of the following):  

Gender:    ______ Male      ______ Female  
 
Ethnicity:    ______ Hispanic or Latino      ______  Other  
 SS#: ______________________________

PERSON CHILD LIVES WITH (CUSTODIAL PARENT) 

(Must Be the Person Signing this paperwork)

Name: ______________________________ DOB: __________ Relationship to Patient:___________________

SS#: _______________________ Employer: ________________________ Work Ph:_____________________     

1.  PREFERRED PHARMACY

Name: _________________________________  Phone Number: ______________________________

Address: ____________________________________

2.  PREFERRED PHARMACY

Name: _________________________________  Phone Number: ______________________________

Address: ____________________________________


CONTINUED ON NEXT PAGE

OTHER CHILDREN IN FAMILY                                               Pg. 2

Name: _____________________________ DOB: ______________
    Name: _____________________________ DOB: ______________     

Name: _____________________________ DOB: ______________ 
    Name: _____________________________ DOB: ______________   

PRIMARY INSURANCE INFORMATION

Insurance Co. _____________________________________ ID#: ____________________________ Group#:  _______________

(Including Medicaid or Molina or Caresource)

Address: ______________________________ City: ________________ State: _____ Zip: _________ Phone#: ______________________

PERSON THAT CARRIES INSURANCE FOR THE PATIENT

Name: ______________________________________________________ DOB:___________Relationship to Patient:_________________

SS#: ______________________________ Employer: _________________________________ Work Ph#:___________________________

SECONDARY INSURANCE INFORMATION

Insurance Co. _____________________________________ ID#: ____________________________ Group#: ______________

 (Including Medicaid or Molina or Caresource)

Address: ______________________________ City: ________________ State: _____ Zip: _________ Phone#: ______________________

PERSON THAT CARRIES INSURANCE FOR THE PATIENT

Name: ______________________________________________________ DOB:___________Relationship to Patient:_________________

SS#: ______________________________ Employer: _________________________________ Work Ph#:___________________________

I certify that all information contained on the above two pages is true and accurate to the best of my knowledge and understand that if any changes occur, such as custody, address, phone, employment, or insurance coverage, that it is my responsibility to notify this office immediately.  

I further understand that it is the responsibility of the custodial parent(s) to provide accurate billing information, pay all co-pays at the time of service and take responsibility for all balances on the account. 

My signature here grants permission for claims and other communications to be submitted to insurance on my behalf.  My signature furthermore gives approval for McDonald Pediatrics to obtain medical history via the Surescript database and to submit prescriptions electronically to the pharmacy I name.

Signature of Custodial Parent: ____________________________________________  Date: ___________________

Print Name of Custodial Parent: __________________________________________                                  Rev. 1/12
