_________________________PEDIATRIC COUNSELING SERVICES___________________________
1501 Potomac Avenue, Suite 200
Pittsburgh, PA 15216
(412)388-0080

Child’s Name: _______________________________   Nickname/Preferred: ______________________
Sex:  Male   Female    		Birth Date: _______________   
Child Lives with: ___________________________   Parents’ Marital Status: _______________________
Address: ____________________________________________________ Referred By: ______________
Home Phone: ______________ Cell Phone: ________________  Email: ___________________________
Mother’s Name: __________________________   Father’s Name: _______________________________
Mother’s Occupation: _______________________  Father’s Occupation: _________________________
Pediatrician: _______________________  Location & Phone Number: ____________________________
In Case of Emergency, Nearest Relative and Phone: ___________________________________________
Signature of Responsible Party of Patient Under 18: ___________________________________________
Primary Insurance Co: _____________________________ Subscriber: ____________________________
Phone: ___________________ Address:____________________________________________________
ID #_________________________ Group Number: ______________ Relationship to patient: _________
Birth Date of Subscriber: ______________________ Subscriber SS#: _____________________________
Secondary Insurance Co: _____________________________ Subscriber: _________________________
Phone: ___________________ Address:____________________________________________________
ID #_________________________ Group Number: ______________ Relationship to patient: _________
Birth Date of Subscriber: ______________________ Subscriber SS#: _____________________________

Signature (giving permission for office and provider to release information to the insurance company for your claim): ________________________________________________  Date: _____________________
