Dr. Timothy Mackey
Dr. Alan Kwasman
6950 Brockton Avenue STE 5 Riverside, CA 92506
Tel: (951) 686-8223 Fax: (951) 686-9617
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Patient 
First Name: ____________________________
Patient 
Last Name: ____________________________
DOB: _______________________
Gender: 
□
 
M
ale
 
□
 
F
emale
 
□
 
O
ther
) (
Primary Language: ________________
____
Translator Needed?  
□
Yes
 □ 
No
Ethnicity: ___________________________
)Intake Sheet


 (
Mother or Legal Guardian First Name
: 
_________________________
 Last Name
: ________________________
DOB: _______________ 
Telephone # _________________________ 
Driver
’
s License #: __________________
_
Social Security #: ___________________
__
_____________ (
Office Requirement)
Employer: _____________________________
__________________
 Work Tel #: ________________________
Relationship Status: □
 
Single □ Divorced
 □
 Married:
 
Spouse’s First and Last Name
:
 
_______________________________
_
)
[bookmark: _GoBack]


 (
Father
 or Legal Guardian First Name: _________________________ Last Name: ________________________
_
DOB: _______________ Telephone # _________________________ Driver’s License #: ___________________
Social Security #: __________________________________ 
(Office Requirement)
Employer: _______________________________________________ Work Tel #: ________________________
Relationship Status: □ Single □ Divorced □ Married: 
Spouse’s First and Last Name:
 
________________________
______
)


 (
Primary Address: _______________________________________   _________________________   _________
                                                                          
Street                                                                                           City                                                              ZIP
□ Mother □ Father □ Other: ______________________________
Secondary Address: ____________________________________   _________________________   __________
                                                                          
Street                                                                                           City                                                              ZIP
□ Mother □ Father □ Other: ______________________________
)




 (
Primary Telephone #: ___________________________ Secondary Telephone #: _________________________ 
Patient Telephone # (if applied): ____________________________
Other Telephone #: _____________________________ Relationship: _________________________________
Other Telephone #: _____________________________ Relationship: _________________________________
)


 (
Emerge
ncy Contact: 
□ Mother □ Father □ Other: ______________________________
____________________ 
Other Emergency Contact: 
Please list someone other than Mother/Father/Legal Guardian
First Name: _____________________ Last Name: _____________________ 
Relationship: _________________ Telephone #: ______________________
)


 (
Requirements for: 
D
ivorced Parents
Please provide all legal documents related to custody arrangements. It is your responsibility to update Pediatric Medical Group of Riverside, INC. with any custody changes. Court documentation is required.  
Mother Signature: ___________________
___
 Date: ________
 Father Signature: ___________________ 
__
Date: ________     
Who has legal custody? □ Mother □ Father □ 
Other
: ____________
          
Who has physical custody?
 
 
□ Mother □ Father □ Other: 
_________
)



[image: http://www.riversidepmg.com/uploads/8/5/7/7/8577649/6602421.gif] (
Primary Insurance 
Name: ___________________
 □ HMO □ PPO □ EPO/POS □ IEHP □ Other______________
Subscriber ID#: ____________________________________________ Group #: ________________________
Subscriber Name: ___________________________________________Relationship: ____________________
Insurance Telephone #: _______________________
Secondary
 Insurance 
Name: ___________________
 □ HMO □ PPO □ EPO/POS □ IEHP □ Other_______
______
Subscriber ID#: ____________________________________________ Group #: ________________________
Subscriber Name: ___________________________________________Relationship: ____________________
Insurance Telephone #: _______________________
)	
 (
Eligibility Guarantee
I, ________________________
_____
 (
Subscriber’s Name
), understand that I am eligible for Health Plan Benefits with ________________________ (
Name of insurance policy
) as of ____/____/____ (
Date the insurance started
). I have selected Pediatric Medical Group of Riverside as my Medical Group, and 
Dr. Mackey or Dr. 
Kwasman
 
(
Circle one
) as my medical provider. I understand that if the above is not true, or if I am not eligible under the terms of my Health Plan and/or employer group’s Medical and Hospital Subscriber Agreement, I am financially responsible for all charges for services rendered. Additionally, and assuming my eligibility for benefits is not established as set forth above. I agree to pay for all services within 60 days of receiving a bill from physician listed above. 
Print Name: _______________________________________
Signature: _______________________________________________ Date: ___________________________
) (
A
uthorization to Release 
Information and Payment Authorization
I hereby authorize the release of any information required by my insurance company and I request that payments be made directly to:
Pediatric Medical Group of Riverside, INC.
Parent/Guardian Name
: __________________
__
Signature: 
_____________________________
__
Date: __________________________
) (
Treatment Authorization
TO: Pediatric Medical Group of Riverside, INC.
In the absence of either or both of the undersigned, you are hereby authorized and instructed to perform any necessary or convenient medical services which might be required for the above-listed child without any further authorization or consent upon the part of undersigned. 
This authorizat
ion extends to hospitalization and/or surgery, your employment of such other medical doctors that are either necessary or desirable to assist you and providing for nursing and other medical or incidental services which might be required. 
Parent/Guardian Name: ______________________________
Signature: _________________________________________
Date: __________________________
)
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