KAHALA PEDIATRICS, LLC
3150 Monsarrat Ave., Suite 200

Honolulu, Hawaii 96815

Phone:  (808) 735-5541  Fax:  (808) 734-5923
	WELCOME TO OUR OFFICE
Thank you for choosing Kahala Pediatrics, LLC.  In order to serve you properly, we will need the following information.  (PLEASE PRINT)  All information will be strictly confidential.



	

	Patient’s Name:


	Home Phone:
	Birthdate (mo/day/yr)

           /            /
	M/F

	Residence Address:
	City
	State
	Zip Code

	

	Mother’s Name:


	Social Security #

	Home Phone:
	Work Phone:
	Cell Phone/Pager
	Driver License Number:

	Mother’s Address:
	City
	State
	Zip Code

	Employer:
	Occupation:

	

	Father’s Name:


	Social Security #

	Home Phone:
	Work Phone:
	Cell Phone/Pager
	Driver License Number:

	Father’s Address:
	City
	State
	Zip Code

	Employer:
	Occupation:

	

	Does patient have medical insurance?     Yes No

If Yes:  Insurance Name:
	Please advise of any insurance change prior to seeing patient.

	Subscriber Name:
	Birthdate:  (mo/day/yr)

                /          / 
	Is this through your employer?

         Yes     /     No

	Is there a secondary insurance?        Yes     No   (if no, skip secondary insurance section)

If Yes: Insurance Name:

	Subscriber Name:
	Birthdate:  (mo/day/yr)

                /          / 
	Is this through your employer?

         Yes     /     No

	Person financially responsible for this account:

Relation to patient:
	Address Credit Card Statement is Received at:
	Phone Number:

	If your account is 30 days past due, we will run the balance on the credit card on record.
	Credit Card:          Visa            MC
#
	Expiration Date:

	Who may authorize treatment for child other than parent(s)?
	Relationship to patient:
	Phone Number:

	Whom should we thank for referring you?
	Address:
	Phone Number:

	Do you authorize release of your medical information to anyone beside your insurance carrier?    YES  NO
	If yes, whom?

	* I authorize this office to release to the named insurance company any information necessary to expedite insurance payment.  I understand that I am responsible for all charges, regardless of insurance coverage.  If your account is 30 days past due, we will run the balance on the credit card on record.
Patient, Parent or Guardian Signature:   ___________________________________    Date:  __________________


