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International Pediatric Health Services Review Intake Form 

Name of Parents:   ________________________________________________ 

Address:  ___________________________________________________________________________ 

Service type_________________________________________________________________________ 

Cell Phone:________________________ 

Email address________________________________________ 

Adoption agency_____________________________social worker______________________________ 
Name of child___________________________ Country of Origin__________________ 

Date of Birth _________________   Male______Female_______ 

Payment amount: ___________ 

Please see website for current fee schedule (http://www.orphandoctor.com/services/feeschedule.html) 

Credit Card 

Visa: ____________________________________ 

MasterCard:  ___________________________________ 

Name as it appears on card: ______________________________________ 

Expiration Date_______________________________ 

Security Code_____________________ 

Please email Dr. Jane Aronson 

International Pediatric Health Services, PLLC 

92 Burnett Avenue, Apt 103 

Maplewood, NJ 07040 

Phone:  917-538-5217 
 

         Email:  orphandoctor@gmail.com 


