
Patient	Registration	Form:	

Child’s	full	name:	_________________________________________________________________________________________	

Does	the	child	live	with	both	parents?		Y/N	in	not	who	is	the	legal	guardian?	_________________________________________	

Childs	Address:	________________________________	City:	_____________________________	State:_______	Zip:	_________		

Best	contract	phone	number:	____________________________________Who’s	phone	is	this?	__________________________	

Alternative	phone	number:	_________________________________________________________________________________	

Email	address:	___________________________________________________________________________________________	

Father	Information:	

Father’s	full	name:	_____________________________________________	DOB:	______________________________________	

Fathers	address:	_______________________________	City:	___________________________	State:	_______	Zip:	___________	

Father’s	home	phone:	________________________Cell	phone:	__________________	Business	Phone:	____________________	

Mother’s	Information:	

Mother’s	full	name:	_____________________________________________	DOB:	_____________________________________	

Mother’s	address:	______________________________	City:	__________________________	State:	_______			Zip:___________	

(If	different	from	fathers)	

Mother’s	home	phone:	_____________________	Cell	phone:	__________________	Business	Phone:	_____________________	

Emergency/Insurance/Pharmacy	Information:	

Whom	should	we	call	other	than	parents?	__________________________________	Phone:	_____________________________	

Relationship:	_____________________________________________________________________________________________	

Who	is	the	child’	Primary	Care	Doctor?	________________________________________________________________________	

Insurance	Information:	

Who	is	the	policy	holder	for	the	insurance?	_____________________________________		DOB:	__________________________	

Is	there	a	secondary	insurance?	______________________________________________________________________________	

What	pharmacies	does	your	family	usually	use?		

Name:	_______________________	Address/location/zip:_________________________________________________________	
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