
 
Crazy About Kids Pulmonary Services, LLC 

Kelvin Panesar MD, FAAP 

Traci Arney MN,FNP‐C, AE‐C, FAANP 

 

Patient information 

Name (last, first, middle)______________________________________DOB______________ Sex _________ Date______________ 

Street Address________________________________________ City____________________ State_____ Zip___________________ 

Home Phone _______________Primary Care Provider ___________________________Referred ____________________________ 

Parent/Guardian information 

Name (last, first, middle)_________________________SS#_____________DOB_________Relationship to patient ______________ 

Street Address______________________________________________ City______________ State_____ Zip___________________ 

Phone: Home____________________ Work ___________________ Cell ________________ 

 

Name (last, first, middle)_________________________SS#_____________DOB_________Relationship to patient ______________ 

Street Address______________________________________________ City______________ State_____ Zip___________________ 

Phone: Home____________________ Work ___________________ Cell ________________ 

Primary Insurance 

Name of Insurance Co. _______________________________________ Name of Insured __________________________________ 

Policy #_________________________ Group # __________________Employer __________________________________________ 

Claims mailing address______________________________________________ City______________ State_____ Zip____________ 

Employer address__________________________________________________ City______________ State_____ Zip____________ 

Secondary Insurance 

Name of Insurance Co. _______________________________________ Name of Insured __________________________________ 

Policy #_________________________ Group # __________________Employer __________________________________________ 

Claims mailing address______________________________________________ City______________ State_____ Zip____________ 

Employer address__________________________________________________ City______________ State_____ Zip____________ 

Emergency contact 

Name (last, first, middle)_________________________________________ Relationship to patient __________________________ 

Phone: Home____________________ Work ___________________ Cell ________________ 

I authorize payment of benefits to Crazy About Kids Pulmonary Services LLC for professional services rendered.  This is a direct assignment of benefits of my rights and 

benefits under my insurance policy.  I authorize the release of all medical information necessary to process my claims.  I authorize direct payment of benefits from my 

insurance company.  I understand that I am responsible for any unpaid balance for services received but not covered under my insurance policy.  By also signing 

below, I hereby acknowledge that I have received a Notice of Privacy Policy.  A separate release is required for release of copies of records.   

May we leave a message on your voicemail at home and cell?    YES __________ NO_____________ 

 

signature of parent/guardian ___________________________________________________________________________ Date _______________________________ 


