


Romie Lane Pediatric Group, Inc. 610 E. Romie Lane, Suite 2
Salinas, CA 93901
Phone: 831-422-9001 Fax: 831-422-0577
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Patient Information:
	Last Name:                                              First Name:                                       Middle Initial:                       

	Birthdate:        /      /                                      Gender:                                       Social Security#:        

	Home Phone: (        )                                    Cell Phone: (       )                       Email:
By providing my cell phone number, I consent to Romie Lane Pediatric Group, including its business associates,  calling and/or texting regarding appointments and to call regarding my care and/or payment of my care. Other federal and state rules govern telemarketing and commercial email messages. A summary of these laws is available on the website of the Office of the Attorney General at oag.ca.gov/privacy/privacy-laws

	Mailing Address:                                          Zip:                     City:                                   State:

	Primary Language:                                       Race:                                               Ethnicity:

	Preferred Pharmacy:                                     City:                                                Street:      



	Parent/Guardian Information:
	Name of Parent/Guardian:                                                                Guarantor Date of Birth:

	Mailing Address:                                         Zip:                     City:                            State:

	Home Phone: (        )                                   Cell Phone: (        )                              Work Phone: (       )

	Social Security#:                                         Relationship to Patient:                        Marital Status:


 
	Primary Insurance Holder’s Information:  
	Policy Holder:                                                    Date of Birth:                        Social Security #:        

	Relationship to Policy Holder:                                       Policy Holder’s Address:                                           

	Zip:                                                City:                                                    State:                            

	Insurance Carrier Name:                                        Policy/Group#:             



	Secondary Insurance Holder’s Information:  
	Policy Holder:                                                    Date of Birth:                        Social Security #:        

	Relationship to Policy Holder:                                       Policy Holder’s Address:                                           

	Zip:                                                City:                                                    State:                            

	Insurance Carrier Name:                                       Policy/Group#:             



	Person to Notify in Case of Emergency:
	Name (Not in Same Household): 

	Street Address:                                                            Zip:                             City:

	Home Phone:                                                              Relation to Patient:



	Parent/Guardian Employer Information:
	Employer Name:                                                             Occupation:

	Street Address:                                

	Zip:                      City:                                                   State:                       Employer’s Phone:



	
	Please describe your illness/injury/symptoms and date of onset: ______________________________________________
	_________________________________________________________________________________________________ 
Please provide us with a copy of your insurance card. If co-payment/deductible is part of your plan, we request that your portion is paid at the time of service. I hereby authorize the release of medical information to insurance carriers needed to process a claim and request payment either to myself or to Romie Lane Pediatric Group Inc, for medical service rendered.  I understand that I am financially responsible for all charges whether or not covered by insurance, and that I will be expected to pay if insurance has not paid within 60 days. Romie Lane Pediatric Group Inc may add a monthly rebilling fee for overdue balances. 

Signature:__________________________    Relationship: _______________________    Date:  _____________



image1.png
‘.l
) Rowie Lane Pediatric Gr
2 ‘;u‘ owie Lane Pediatric Group

Specialized Health Care for Children & Adolescents




image10.png
‘.l
) Rowie Lane Pediatric Gr
2 ‘;u‘ owie Lane Pediatric Group

Specialized Health Care for Children & Adolescents




