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PEDIATRIC PATIENT REGISTRATION 
 
Date: __________________ 
 
PATIENT:  _______________________________________  
                (Last Name, First Name, Middle Initial) 
 
Date of Birth:  ________________________               Gender assigned at birth: [   ] Male   [   ] Female   [   ] Unknown 
  
Would you like to share additional information during your appointment with your clinical team regarding sexual orientation and/or 
gender identity?    [   ] Yes  [   ] No 
 
SSN:  __________________________________________     
 

Address:  _______________________________________________________________________________________ 
 

Preferred phone number: ______________________________________ 
 
Parent/Guardian Information 
 
Parent/Guardian #1: ________________________________  Relationship : ___________ Date of Birth: ___________ 
                            (Last Name, First Name, Middle Initial)     
 
Address (if different from patient):  ____________________________________________________________________ 
 

Preferred Phone Number:  ___________________________________ Employer:  ____________________________ 
 

Parent/Guardian #2: ____________________________________  Relationship: ___________ Date of Birth: ___________ 
                             (Last Name, First Name, Middle Initial) 

 
Address (if different from patient):  ____________________________________________________________________ 
 

Preferred Phone Number:  ________________________________    Employer:  _____________________________   

 

* If parents are not living together or if the child does not live with the parents, what is the child’s custody status? 
 

 _____________________________________________________________________________________________ 
 
Name of Responsible Party:  __________________________________  
 
Relationship to Patient: _____________________________   SSN: _________________________________________ 
 
 
Medical Insurance        Check Box if you are Self-Pay     

 

Primary Insurance Company:  ______________________________________________________________________ 
 

Policy #:  _______________________   Group #:  _______________________    Plan #:  ____________________ 
 
Policy Holders Name: ______________________________ Policy Holder’s Date of Birth: _________________________ 
 
Policy Holder’s Employer: ______________________________ Relationship to Patient: __________________________ 
 
Secondary Insurance Company:  ___________________________________________________________________ 
 

Policy #:  _______________________   Group #:  _______________________    Plan #:  ____________________ 
 
Policy Holders Name: ______________________________ Policy Holder’s Date of Birth: _________________________ 
 
Policy Holder’s Employer: ______________________________ Relationship to Patient: __________________________  
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IN CASE OF EMERGENCY, PLEASE CONTACT: 
 
Name:  ______________________________ Relationship:  ___________________ Phone:  __________________ 
 
Name:  ______________________________ Relationship:  ___________________ Phone:  __________________ 
 

 
 
PERSONS AUTHORIZED TO ACCOMPANY AND PROVIDE CONSENT FOR TREATMENT OTHER THAN PARENTS: 
 
Name:  ______________________________ Relationship:  ___________________ Phone:  __________________ 
 
Name:  ______________________________ Relationship:  ___________________ Phone:  __________________ 
 
 
PLEASE LIST ALL PERSONS LIVING IN THE CHILD’S HOME: 
 

Name Relationship to Child Date of Birth 

   

   

   

   

   

 
Are there siblings not listed?  If so, please list their names and ages and where they live. 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 

 
 
PREFERRED PHARMACY NAME/LOCATION:__________________________________________________________ 

 
COMMUNICATION: 
Would you like to be enrolled with our patient portal? [   ] Yes  [   ] No  
 
If yes, please provide your email: ________________________________________ 
 
Please let us know you preferred form of notifications:  [   ] Text   [   ] Phone 
These will be the notifications you may receive via the above selected route: 

• Appointment notifications 

• RX confirmations 

• General notifications 
 
 

 
I declare the information provided is true and accurate to the best of my knowledge.  
 
 
_________________________________________________ _____________________________________________ 
Signature of Parent/Guardian     Date 
 
_________________________________________________ 
Printed name 
 
 
How did you learn about our practice?  _________________________________________________________________ 


















