
Pediatric Associates of Lewiston P.A.
33 Mollison Way, Lewiston, ME 04240

Patient Information Sheet
Date : __________
Child’s Father
Last Name:_____________________________ First Name:____________________________MI:____ Home Phone:_____________

Street Address________________________________________________________________________ Work Phone : ____________

City:______________________________________________________________State:_____________ Date of Birth: ____________

Zip Code:___________________________________________________________________________ Social Sec. #:____________

Employer/School_____________________________________________________________________ Marital Status: ___________

Need Interpreter: yes_________ No: ___________ Language spoken:__________________________
Child’s Mother
Last Name:____________________________First name:_____________________________MI____ Home Phone: ____________

Street Address :______________________________________________________________________ Work Phone: ____________

City :______________________________________State:__________ Zip code__________________ Date of Birth: ___________

Employer /School:______________________________________________________ Social Sec. #____________
Marital status___________

Need Interpreter :Yes_______ No:___________ Language spoken:______________________________
Children Information
Full Name Sex Date of Birth Social Sec. # Insurance PCP

Please note: children under 18 years of age will not be seen unless accompanied by a Parent or Guardian
Primary Pharmacy Used_________________________________________ Phone #______________________________________
Insurance information (Primary) Insurance Information (secondary)
Name of Insurance:______________________________ Name of Insurance:_______________________________________
Street Address:_________________________________ Street Address:__________________________________________

City, State, Zip;________________________________ City, State. Zip:__________________________________________
Phone #:______________________________________ Phone #:_______________________________________________

Insurance ID#__________________________________ Insurance ID#___________________________________________
Group name or #________________________________ Group name or #_________________________________________
1. I certify that to the best of my knowledge the above information is correct.
2. I authorize Pediatric Associates of Lewiston P.A. to review my insurance coverage with my insurance company as indicated
3. I authorize Pediatric Associates of Lewiston P.A. to release medical and other information to my insurance company for
review of my coverage and/ or for the processing of claims for services rendered to me.
4. I further authorize the release to Pediatric Associates of Lewiston, P.A of such information as may be necessary for the
purpose by my insurance company.
5. I permit a copy of this authorization to be used in place of the original.
6. I hereby authorize you to pay directly to Pediatric Associates of Lewiston, P.A. benefits due me out of my indemnity under
the terms of my policy issued by your company.
7. The undersigned agrees that all services are rendered on a paid basis only. If collection becomes necessary, the undersigned
shall pay all costs including attorney’s fees.
8. I authorize Pediatric Associates of Lewiston, P.A. to release copies of my medical records to other medical providers who I
maybe referred to, to further my care.
Signature:__________________________________________________________________ Date:_________________________

Signature:__________________________________________________________________ Date:___________________________
OVER
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Financial Policy

health care provider for your children. We are committed to the care and
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