
 

PATIENT REGISTRATION 

Patient Name:____________________________________________________________DOB______________________ 

Address:_____________________________________ City______________________State__________Zip____________ 

Gender: ⃝ Male     ⃝  Female      Age________ Soc. Sec #:__________________ Medicaid/CHP #_____________________ 

Your child’s Medical Doctor_________________________________________________Phone #___________________ 
 
Responsible Party 

First Name:________________________________________Last Name:________________________________________ 

Address:_____________________________________City______________________State___________Zip___________ 

Home Phone:____________________________Work:_________________________Cell:__________________________ 

Birthdate:_________________________Soc Sec #_________________________Drivers Lic:________________________ 

Employer:_____________________________________Address:_______________________Phone #________________ 

Primary Insurance Information (Do not fill out if Primary Insured is Patient) 

Name of Insured:_________________________________________Relationship to Patient: ⃝ Parent    ⃝ Other 

Insured Soc Sec #____________________ Date of Birth:_____________Phone #_________________________________ 

Address:____________________________________City:_____________________State:____________Zip___________ 

Employer:__________________________________Address__________________City___________State_____Zip_____ 

Insurance Company:_____________________________Group #_____________ Phone #__________________________ 

Secondary Insurance Information 

Name of Insured:__________________________________________Relationship to Patient:  ⃝  Parent   ⃝  Other 

Insured Soc Sec #______________________________________Date of Birth:____________________________________ 

Address:___________________________________City:______________________State:___________Zip:____________ 

Employer:__________________________________Address:_______________City:___________State:______Zip______ 

Insurance Company:___________________________________Group #__________  Phone #______________________ 

EMERGENCY CONTACT other than parent:_________________________________Phone #_______________________  
Relationship to Patient:______________________________________________________________________________  
 
Other person authorized to bring your child in for treatment:_______________________________________________ 
Relationship to Patient:______________________________________________________________________________ 
 
How did you hear about our office:_____________________________________________________________________ 
If online please let us know which site (Google, Facebook etc) 
 
Signature of Responsible party:__________________________________________Date:_________________________ 


