Oak Leaf Pediatric Clinic

1110 Oak Ridge Drive

Eau Claire, WI  54701

Phone:  715-830-0732  Fax:  715-830-5487

	Patient Information


Name: ______________________________________________________________________

Birth Date: ________________________________Age: ________________Sex:  Female/male
Address: _____________________________________________Phone: __________________

City: ______________________________________State: _______Zip:__________________
Mothers Maiden Name: _________________________________________________________
	Responsible Party’s Information


    Name: __________________________________________Relationship_________________

   Address: (if not already given)__________________________________________________

    City: __________________________________________State: _________Zip: ________

    Home Phone: ____________________________ Work Phone: _______________________ 
    Emergency Contact:  ______________________________Phone: ____________________

	Insurance Information


  Primary Insurance ________________________________ID # _____________________

      Group #: _______________________ Social Security #: __________________________ 

     Policy Holders Name __________________________________ DOB: ________________
     Employer Name ___________________________________________________________
 Secondary Insurance _________________________________ID # ___________________

     Group #: _____________________ Social Security #: ____________________________ 
    Policy Holders Name ________________________________ DOB: _______________________
         Employer Name ___________________________________________________________
Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment.  Some companies pay fixed allowances for certain procedures, and others pay a percentage of the charge.  It is your responsibility to pay any deductible, co-insurance or any other balance not paid by insurance. Also if at time of service you do not present ALL insurance information we may be unable to bill them and the balance will be your responsibility.
To the extent necessary to determine liability for payment and to obtain reimbursement, I authorize disclosure of portions of my medical record.

I hereby assign all medical and/or surgical benefits to include major medical benefits to which I am entitled including Medicare, private insurance and other health plans to Oak Leaf Pediatrics.

This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as an original.  I understand that I am financially responsible for all charges whether or not paid by said insurance.  I hereby authorize said assignee to release all information necessary to secure the payment.  I understand that a carbon or Xerox of my signature is sufficient to fulfill these requirements.

It is necessary that we work by appointments.  Unfortunately, emergencies and deliveries do occur which occasionally cause delays in our schedule.  However, we will try our best to honor your appointment time.  If you cannot keep a scheduled appointment, please give us at least a 24 hours notice so that someone else may use your appointment time.  If appointment is not cancelled prior to 24 hours there may be a charge of $25.

Signed: ___________________________________________Date:__________________

