Dr. Elizabeth Esterov
2206 Route 130
North Brunswick, NJ  08902
(732) 422-1420
www.betterpediatrics.com
PATIENT REGISTRATION
(PLEASE PRINT AND COMPLETE ENTIRE FORM)	(POR FAVOR IMPRIMA Y COMPLETE FORMULARIO ENTERO)
									SEX: (CIRCLE)	MALE		FEMALEPATIENT INFORMATION				(INFORMACIÓN DE (EL/LA) PACIENTE)

FULL NAME:  ___________________________________________________				
		LAST		FIRST			MI		BIRTHDATE:  _____________________________________

ADDRESS:       ___________________________________________________		MAIN PHONE#:  __________________________________

	       ___________________________________________________		SECONDARY PHONE#: _____________________________
		CITY			STATE		ZIP

REFERRED BY:  __________________________________________________		PHARMACY PHONE#:  _____________________________
GUARANTOR: (CIRCLE)	MOTHER,  FATHER  OR  GUARDIAN 			EMERGENCY														CONTACT #:	_______________________________GUARANTOR INFORMATION (RESPONSIBLE PARTY)	(INFORMACIÓN DE PERSONA RESPONSABLE)


FULL NAME:  ___________________________________________________		SEX: (CIRCLE)	MALE		FEMALE
		LAST		FIRST			MI		
									BIRTHDATE:  _____________________________________

ADDRESS:       ___________________________________________________		MAIN PHONE#:  __________________________________

	       ___________________________________________________		PT. RELATIONSHIP
		CITY			STATE		ZIP		TO GUARANTOR:  _________________________________

EMPLOYER:    ___________________________________________________		EMPLOYER PHONE#:  ______________________________PRIMARY INSURANCE INFORMATION 			(INFORMACIÓN DEL SEGURO PRIMARIO)

									PT. RELATIONSHIP
PRIMARY INSURANCE:  ____________________________________________		TO GUARANTOR:  _________________________________
		
ADDRESS:         ___________________________________________________		BIRTHDATE:  _____________________________________

                          ___________________________________________________		MAIN PHONE#:  __________________________________
CITY			STATE		ZIP
									
INSURED ‘S NAME:  _______________________________________________		POLICY#:      _____________________________________
		LAST		FIRST			MI							
HOME/CELL PHONE#: _____________________________________________		GROUP#:      _____________________________________SECONDARY INSURANCE INFORMATION 		(INFORMACIÓN DEL SEGURO SECUNDARIO)

									PT. RELATIONSHIP
SECONDARY INSURANCE:  __________________________________________		TO GUARANTOR:  _________________________________
		
ADDRESS:         ___________________________________________________		BIRTHDATE:  _____________________________________

                           ___________________________________________________		MAIN PHONE#:  __________________________________
CITY			STATE		ZIP
									
INSURED ‘S NAME:  _______________________________________________		POLICY#:      _____________________________________
		LAST		FIRST			MI							
HOME/CELL PHONE#: _____________________________________________		GROUP#:      _____________________________________  I CONSENT TO THE TREATMENT NECESSARY FOR THE CARE OF THE PATIENT INDICATED ON THIS FORM. AUTHORIZATION IS HEREBY GRANTED TO RELEASE INFORMATION AS MAY BE NECESSARY TO PROCESS AND COMPLETE MY CLAIM.  I HEREBY AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO BE PAID DIRECTLY TO THE ATTENDING PHYSICIAN FOR SERVICES RENDERED.CONSENT FOR TREATMENT / RELEASE OF INFORMATION / ASSIGNMENT OF BENEFITS
(CONSENTIMIENTO PARA TRATAMIENTO /  INFORMACIÓN Y PAGO DE BENEFICIOS MEDICOS)


SIGNATURE: _____________________________________________________		DATE: _______________________________
Dr. Elizabeth Esterov
2206 Route 130
North Brunswick, NJ  08902
(732) 422-1420
www.betterpediatrics.com
PATIENT HISTORY
(PLEASE PRINT AND COMPLETE ENTIRE FORM)	(POR FAVOR IMPRIMA Y COMPLETE FORMULARIO ENTERO)

PATIENT NAME:  _______________________________________________________		DATE OF BIRTH:  ________________________________________
BIRTH WEIGHT:  __________		BIRTH LENGTH:  __________		APGAR SCORE:  __________  		BLOOD TYPE:  ___________BIRTH HISTORY					(HISTORIA DEL NACIMIENTO)


BIRTH HOSPITAL:   ___________________________________________________	SEX: (CIRCLE)	MALE		FEMALE

COMPLICATIONS DURING PREGNANCY/ LABOR:  ________________________________________________________________________________
________________________________________________________________________________________________________________________
☐DRUG		☐ENVIRONMENTAL/FOOD	☐ALLERGEN	NAME:  ____________________	REACTION:  ______________________ALLERGIES 					(ALERGIAS)

☐DRUG		☐ENVIRONMENTAL/FOOD	☐ALLERGEN	NAME:  ____________________	REACTION:  ______________________
☐DRUG		☐ENVIRONMENTAL/FOOD	☐ALLERGEN	NAME:  ____________________	REACTION:  ______________________
☐ABDOMINAL PAIN FREQUENTLY		☐EAR/HEARING PROBLEMS			☐MUMPSPAST HISTORY 					(HISTORIA)

☐ANEMIA				☐EAR INFECTIONS FREQUENTLY		☐PNEUMONIA
☐ASTHMA				☐EYES/VISION PROBLEMS			☐RUBELLA
☐BLADDER OR KIDNEY INFECTIONS		☐HEADACHES FREQUENTLY			☐SEIZURES/NEUROLOGICAL PROBLEMS
☐BLEEDING PROBLEMS			☐HEART PROBLEMS			☐SKIN PROBLEMS
☐BRONCHITIS				☐HEART MURMUR			☐STREP THROAT FREQUENTLY
☐CHICKEN POX				☐MEASLES				☐THRYOID/ENDOCRINE PROBLEMS
☐OTHER SIGNIFICANT PROBLEMS:  ___________________________________________________________________________________________
HOSPITAL:  ________________________________	DATE:  _______________	REASON:  _______________________________________HOSPITALIZATION			 		(HOSPITALIZACIÓN)


HOSPITAL:  ________________________________	DATE:  _______________	REASON:  _______________________________________

HOSPITAL:  ________________________________	DATE:  _______________	REASON:  _______________________________________FAMILY HISTORY		 			(HISTORIA DE LA FAMILIA)


MOTHER’S NAME:  _______________________________________________		DATE OF BIRTH:  _________________________________

FATHER’S NAME:  _______________________________________________		DATE OF BIRTH:  _________________________________
☐ALCOHOL ABUSE		RELATION:  ____________________		☐HIGH BLOOD PRESSURE	RELATION:  ______________________
☐ALLERGIES		RELATION:  ____________________		☐HIGH CHOLESTEROL	RELATION:  ______________________
☐ANEMIA		RELATION:  ____________________		☐HYPERTENSION		RELATION:  ______________________
☐ASTHMA		RELATION:  ____________________		☐MIGRAINES		RELATION:  ______________________
☐CANCER		RELATION:  ____________________		☐SEIZURES		RELATION:  ______________________
☐DIABETES		RELATION:  ____________________		☐STROKE		RELATION:  ______________________
☐DRUG ABUSE		RELATION:  ____________________		☐THYROID		RELATION:  ______________________
☐HEART DISEASE		RELATION:  ____________________		☐TUBERCULOSIS		RELATION:  ______________________
☐OTHER SIGNIFICANT PROBLEMS:  ________________________________________________________	RELATION:  ______________________
1. IS THERE SMOKING IN YOUR HOUSEHOLD?									☐YES	☐NOPERSONAL HISTORY	 			(HISTORIA PERSONAL)

2. IS THERE DRUG/ALCOHOL USE IN YOUR HOUSEHOLD?								☐YES	☐NO	
3. IS THERE A VISUAL/AUDITORY FACTOR WHICH MAY IMPEDE THE PATIENT’S ABILITY TO UNDERSTAND THE DOCTOR?	☐YES	☐NO
4. IS THERE A LANGUAGE BARRIER THAT MAY IMPACT THE DOCTOR’S ABILITY TO PROVIDE MEDICAL CARE?		☐YES	☐NO
5. ARE THERE CULTURAL/RELIGIOUS CUSTOMS THAT MAY IMPACT THE DOCTOR’S ABILITY TO PROVIDE MEDICAL CARE?	☐YES	☐NO
6. ANY BARRIERS?											☐YES	☐NO	CURRENT MEDICATIONS	 			(MEDICAMENTOS ACTUALES)

________________________________________________________________________________________________________________________	

________________________________________________________________________________________________________________________
Dr. Elizabeth Esterov
2206 Route 130
North Brunswick, NJ  08902
(732) 422-1420
www.betterpediatrics.com
PATIENT GUARANTOR FORM
(PLEASE PRINT AND COMPLETE ENTIRE FORM)	(POR FAVOR IMPRIMA Y COMPLETE FORMULARIO ENTERO)


PATIENT NAME:  _______________________________________________________		DATE OF BIRTH:  ________________________________________
				GUARANTOR (PERSON RESPONSIBLE FOR MEDICAL COSTS)	(GARANTE) (PERSONA RESPONSABLE DE GASTOS MEDICOS)

FULL NAME:  ___________________________________________________		SEX: (CIRCLE)	MALE		FEMALE
		LAST		FIRST			MI		
									BIRTHDATE:  _____________________________________

ADDRESS:       ___________________________________________________		MAIN PHONE#:  __________________________________

	       ___________________________________________________		PT. RELATIONSHIP
		CITY			STATE		ZIP		TO GUARANTOR:  _________________________________
[bookmark: _GoBack]		
CHILDREN REGISTERED WITH DOCTOR				(NIÑOS INSCRITO CON LA DOCTORA)

1. _____________________________________________________________	BIRTHDATE:  _____________________________________
		LAST		FIRST			MI

2. _____________________________________________________________	BIRTHDATE:  _____________________________________
		LAST		FIRST			MI

3. _____________________________________________________________	BIRTHDATE:  _____________________________________
		LAST		FIRST			MI

4. _____________________________________________________________	BIRTHDATE:  _____________________________________
		LAST		FIRST			MI

5. _____________________________________________________________	BIRTHDATE:  _____________________________________
		LAST		FIRST			MI

6. _____________________________________________________________	BIRTHDATE:  _____________________________________
		LAST		FIRST			MI
I, THE UNDERSIGNED CERTIFY THAT I (OR MY DEPENDENT) HAVE INSURANCE COVERAGE AND ASSIGN DIRECTLY TO DR. ESTEROV AND BETTER PEDIATRICS ALL INSURANCE BENEFITS, IF ANY, OTHERWISE PAYABLE TO ME FOR SERVICES RENDERED. I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT PAID BY MY INSURANCE.  I HEREBY AUTHORIZE DR. ESTEROV AND BETTER PEDIATRICS TO RELEASE ALL INFORMATION NECESSARY TO SECURE THE PAYMENT OF BENEFITS.  I AUTHORIZE THE USE OF THIS SIGNATURE ON ALL INSURANCE SUBMISSIONS.CONSENT 						(CONSENTIMIENTO)	


 
RESPONSIBLE PARTY						RELATIONSHIP
SIGNATURE: 	___________________________________ 		TO PATIENT:  _________________________ 	DATE:  _____________________

