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Pediatric Patient Registration Form

Today's Date: ________________________________________

Patient's Name Last: ________________ First: ________________ MI: _____

Date of Birth ____________________    Sex (circle one):   M   F

Race (circle one): Asian   African American   Caucasian   Chinese   Hispanic   Japanese   American Indian   Alaskan
Native   Latino   Multiracial   Pacific Islander   Other

Ethnicity (circle one): Hispanic   Non-Hispanic   Other

Language (circle one): English   French   German   Hindi   Mandarin   Spanish   Vietnamese

Street Address: _______________________________________________________

City: _________________________   State: _____    Zip Code: ________

Mailing Address (if different from street address): ______________________________

City: _________________________   State: _____    Zip Code: ________

Home Phone: ____________________    Cell: ____________________

Email Address: ________________________________________

Mother's Name: ________________________________________

Father's Name: ________________________________________

Person Responsible for Bill

(Must be parent/guardian; or if 18 or older, would be self)

Name: _____________________________________________

Address (if different from above): ______________________________

City: _________________________   State: _____    Zip Code: ________

Phone: ______________________________

Insurance Information

Patients are required to show insurance card at visits.

Primary Insurance Co.: _________________________    Copay $ _____

ID/Group #: ____________________    Date of Birth: _______________

Subscriber's Name: ___________________________________

Secondary Insurance Co.: ____________________    Copay $ _____

ID/Group #: ____________________    Date of Birth: _______________

Subscriber's Name: ___________________________________
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