Rainbow Pediatrics

Circle Location Where the Patient is/will be established:  

Dublin Office

New Albany Office


Today’s Date: ___________________________________



Did you attend our prenatal class? __________Date of class:______________________

How were you referred to our office? ____________________________________            Physician your child would like to see primarily: _________________________________
Please complete for the patient being seen today:
Guardian: Please complete the following information for the parent/guardian who

Athena ID (to be assigned by Rainbow)
 does NOT hold the insurance.

Medical Record Number: _____________________________________________
Last Name: ___________________________________________________________
Last Name: ________________________________________________________
First Name: ___________________________________________________________
First Name: ________________________________________________________
Relationship to Patient: __________________________________________________
Nick/Preferred Name: ________________________________________________
Address: ______________________________________________________________
Sex:     Male         Female
City: __________________________State:_____________________Zip:____________
Date of Birth: _______________________________________________________
Cell Phone: (______) ____________________  Preferred Contact Number
Address: __________________________________________________________
SSN:___________________________ Date of Birth:_____________________________
City: __________________________State:_____________________Zip:_______
Employer: _____________________________________________________________
Land / Home Phone: (______) _________________ Preferred Contact Number
Employer Phone: (______) _________________
Languages spoken at home: ___________________________________________
Occupation / Skill / Trade: _________________________________________________ 
Biological parents marital status: ________________________________________
Guarantor:  Please complete the following information for the parent/
Preferred E-Mail Address: _____________________________________________           guardian who holds the primary insurance.
Name/DOB/Sex of Siblings:                                                                                                   Last Name: ____________________________________________________________
______________________________________________________________
First Name: ____________________________________________________________

______________________________________________________________
Relationship to Patient: __________________________________________________
______________________________________________________________
Address: ______________________________________________________________
______________________________________________________________                    City: __________________________State:_____________________Zip:____________
______________________________________________________________                    Cell Phone: (______) ____________________  Preferred Contact Number
______________________________________________________________                    SSN:___________________________ Date of Birth:_____________________________
                                                                                                                                               Employer: _____________________________________________________________
Insurance Information:  (You may be required to show card at each visit)                    Employer Phone: (______) _________________
Primary Insurance Name: _____________________________________________
Occupation / Skill / Trade: _________________________________________________
Primary Insurance ID Number: _________________________________________
Emergency contact:
Primary Insurance Group Number: ______________________________________
Name: _____________________  Relation to Patient: ____________________________
Mailing Address for Claims: ____________________________________________
Home Phone: (______) ___________________ Preferred Contact Number
__________________________________________________________________
Cell Phone: (______) ____________________  Preferred Contact Number
Policy Holder Name: _________________________________________________
Authorization:  Provided proper photo identification is shown, I give the following   
Policy Holder Date of Birth: ____________________________________________
person/people authority to make medical decisions for my child(ren) in my absence.
Policy Holder SSN: __________________________________________________
________________________________________________________________________
Is there a secondary insurance in place? _____________ (We do not bill secondary)        
________________________________________________________________________
If yes, please list the name of the secondary:_____________________________               ________________________________________________________________________
I certify the above is correct: _________________________________________________ Date:__________________________________
                                                                                 Signature of Parent/Guardian completing form
Shared files/ Front Desk Blank Forms/Demographic Information Sheet/bjt/5.6.10                           ____________________________Initials of Rainbow Employee Entering Demographic Information

EDC: ______________  OB/GYN:______________Hospital:________________                          ____________________________ Date Entered

Prenatal Class: _____________________    Initials:________________________

