Renaissance Pediatrics, P.C.

4012 Raintree Road, Suite 200A

Chesapeake, VA 23321

Office: (757) 488-2223         Fax: (757) 488-8398

Child’s Name: _____________________________________________            Birth date: ____/____/____       Social Security #:_________________          

First
Middle                 Last
                                            Gender:  □ Male □ Female    

            Address: _________________________________________________

Race: ___________________ 
  Ethnicity: __________________   
City, State & Zip:__________________________________________




Preferred Language: _______________________________________
Nickname:_________________________________________________             

 Do you have any other children that come to Renaissance Pediatrics?                Primary Telephone #:________________________________________

            □ Yes         □ No                                                                                                    □ Home         □ Cell          □ Work       □ Other                                                       

    If yes, Please list names: _________________________________                 Secondary Telephone #:_____________________________________   

                                                                                                                                           □ Home         □ Cell          □ Work       □ Other                                                   
Email Address: __________________________________________
I prefer to be reminded of appointments by phone: □ Yes □ No




If not, how? _________________________________________
□ Mother
□ Stepmother
□ Guardian
□ Father
□ Stepfather
□ Guardian

Name: ___________________________________________________
Name: ____________________________________________________
Address: _________________________________________________
Address: __________________________________________________
City, State & Zip: __________________________________________
City, State & Zip: ___________________________________________
Employer: ________________________________________________
Employer: _________________________________________________
SS# _______________DOB: ____________Work#:_______________
SS# _______________DOB: ______________Work#:______________
Home #: ______________________ Cell #: _____________________
Home #: ___________________ Cell#: _________________________
Preferred Primary Contact #:__________________________________              Preferred Primary Contact #:__________________________________

Primary Insurance


Additional Insurance
Policy Holder’s Name: __________________________________
Policy Holder’s Name: __________________________________

Relationship to patient: __________________________________
Relationship to patient: __________________________________

Birthdate: ____/____/____       S.S. #: _______________________
Birth date: ____/____/____   S.S. #: ________________________

Employer: _____________________________________________
Employer: ____________________________________________

Insurance Co.: __________________________________________
Insurance Co.: _________________________________________

Group #: ________________ Policy ID #: ____________________
Group #: _______________ Policy ID #: ____________________

Co-Pay: _____   Deductible: ________ Eff. Date: ______________
Co-Pay: _______   Deductible: __________ Eff. Date: _________

I authorize Renaissance Pediatrics, P.C. to release any information including the diagnosis and the records of any treatment or examination rendered to my 

child during the period of care to third party payers and/or other health practitioners.  I authorize and request my insurance company to pay directly to the 

doctor or doctor’s group insurance benefits otherwise payable to me.

I understand that my insurance carrier may pay less than the actual bill for services.  I agree to be responsible for payment of all services rendered on my 

behalf or my dependents.  I realize that I will be held responsible for the cost of collection of this account which is currently $25 and is subject to change. 

_______________________________________________          _____________________________           ___________________

                    Signature of Patient or Parent if Minor                                 Social Security Number                                  Date
                                  (Responsible Party)
