
 

Parkwood Professional Center 
 4861 27th Street West 
Bradenton, FL 34207 

Telephone 941-755-0800     Fax 941-755-1905 
www.gstpediatrics.org 

Scarano & Taylor Pediatrics 
PATIENT DEMOGRAPHICS 

 
PLEASE COMPLETE ALL INFORMATION 

 
Patient’s Full Legal Name__________________________________________Sex________ 
Date of Birth _______________   Social Security #  ________________________________ 
Address (Where Patient Lives)_________________________________________________ 
City _____________________ State____ Zip________ Patient’s Phone________________ 
 
Father___________________________    Mother__________________________________ 
Birthdate_________________________    Birthdate ________________________________ 
S.S.#____________________________   S.S.# ___________________________________ 
Address _________________________    Address_________________________________ 
City _____________________________   City ____________________________________ 
State____ Zip_________                            State____ Zip__________  
Home Phone_____________________     Home Phone_____________________________ 
Cell Phone_______________________    Cell Phone_______________________________ 
Employment______________________    Employment______________________________ 
Work Phone______________________    Work Phone______________________________ 
Best Contact Phone - Home/Cell/Work     Best Contact Phone – Home/Cell/Work 
                                         (circle one)                                                                 (circle one) 
Emergency Contact (Other than Parent)_________________________________________ 
Their Phone______________ 
 Daycare__________________________  Phone__________________________________ 
 
Insurance Company Name__________________________Effective Date_______________ 
Policy #________________________________Group#_____________________________ 
Claim Address _____________________________________________________________ 
Policy Holder Name_______________________________Relationship_________________ 
Policy Holder DOB_______________________Policy Holder SS#_____________________ 
 
Names/Birthdates of Other Children that have been seen here: 
______________________(DOB)      ______    ______________________(DOB)_________ 
______________________(DOB)      ______    ______________________(DOB)_________ 
 
Statement of Insurance Assignment 
I authorize the release of any medical of other information necessary to process my claims. 
I also request payment of government benefits either to myself or to the party who accepts 
assignment.  I authorize payment of medical benefits to Giangreco, Scarano & Taylor, P.A. 
for any services provided. 
 
_______________________________                          ___________________ 
 Signature of Parent or Legal Guardian                                         Date 

 


