
SUNSHINE PEDIATRICS OF OCALA, PA 

        TODAY’S DATE_________________ 
 
Patient’s Name__________________________________________ DOB _________________________ 

Age______ Race________ Sex______ Social Security Number_________________________________ 

Home Address________________________________________________________________________ 

City ____________________ State__________________ Zip__________________________________ 

Ethnicity: Hispanic/Latino or Not Hispanic/Latino (please circle one 

ANY	
  KNOWN	
  ALLERGIES:________________________________________________________________	
  

Preferred	
  Pharmacy	
  Name/Phone:	
  ________________________________________________________	
  

Mother’s Name______________________________________ Race____ DOB_____________________ 

Mother’s Home Phone________________ Work ___________________ Cell _____________________ 

Social Security Number_________________________________ 

Father’s Name_______________________________________ Race____ DOB_____________________ 

Father’s Home Phone_________________ Work ___________________ Cell ____________________ 

Social Security Number _______________________________ 

Preferred Contact Phone Number____________________________________________ 

Email Address: _________________________________________________________ 

Emergency	
  Contact	
  Person:	
  

Name__________________________________________	
  Phone	
  Number:	
  ________________________ 

	
  
Primary	
  Insurance	
  _____________________________	
  Secondary	
  Insurance	
  ______________________	
  

Insured	
  Name_________________________________	
  Policy	
  Number____________________________	
  

Group#	
  ________________________	
  Employer’s	
  Name/Phone	
  _________________________________	
  

• I	
  authorize	
  payments	
  of	
  medical	
  benefits	
  to	
  the	
  necessary	
  above	
  named	
  provider	
  for	
  services.	
  
• I	
  authorize	
  the	
  release	
  of	
  any	
  information	
  for	
  the	
  process	
  of	
  claims.	
  
• If	
  account	
  is	
  not	
  paid	
  parent	
  or	
  guardian	
  will	
  be	
  responsible	
  for	
  the	
  balance	
  of	
  the	
  account.	
  
• If	
  somebody	
  other	
  than	
  the	
  parent	
  or	
  guardian	
  has	
  to	
  bring	
  your	
  child	
  into	
  the	
  office	
  will	
  need	
  a	
  note	
  

signed	
  by	
  the	
  parent	
  who	
  is	
  giving	
  the	
  permission	
  to	
  the	
  person	
  who	
  is	
  bringing	
  the	
  child	
  in.	
  

 

Signature___________________________________________ Date ______________________ 



	
  

 

  

	
  

	
  


