

PATIENT REGISTRATION FORM 10/2016
1.PATIENT INFORMATION  	Primary Language ___________
_____________________________________   ___________  MALE  FEMALE  ______________________
Patient NAME				     Date of Birth	(Circle one)	   Social Security Number

________________________________________________________________________    ________________________
Patient MAILING ADDRESS			CITY		STATE		ZIP	    PHONE NUMBER

____________________________________ ___________________________________________
Patient PHYSICAL ADDRESS, if different than mailing address   CITY         STATE         ZIP

2.PARENT/GUARDIAN INFORMATION
 			MOTHER			FATHER		         OTHER________________
Name	_________________  ________________  ________________
Address	_________________  ________________  ________________
Hm Phone	_________________  ________________  ________________
Cell phone	_________________  ________________  ________________
Wk phone	_________________  ________________  _________________
Employer	_________________  ________________  ________________
SS#		_________________ ________________  _________________
Date of Birth________________  ________________ _________________
Child lives with?	YES or NO			YES or NO			YES or NO	
OK to contact?	YES or NO			YES or NO			YES or NO

3. INSURANCE INFORMATION (If you have no insurance, write “Self-Pay” and skip to section 4)

Insurance Company:__________________________ ID#: _______________________(If child is policy holder,
											                    Skip to section 4)
_________________________________  ____________________  ____________________  ________________
Policyholder’s Name			Relation to child		SS#		        Date of birth

__________________________________________________________________  ________________________________________
Policyholder’s Address & Phone (If same as parent/guardian, write SAME)	     Policyholder’s Employer Name

4. EMERGENCY INFORMATION(Someone with different address & phone from above to contact in an emergency)

________________________________________________________________________________  __________________________
NAME			ADDRESS					PHONE#	     Relation to patient

How were you referred to our office?  Friend/Family     Insurance Co.    Hospital    Internet    Sign   Other________________
					(Circle all that apply)
With my consent, Railroad Park Pediatrics may use and disclose protected health information about this child to carry out treatment, payment, and healthcare operations. I furthermore authorize my insurance company to send payment directly to Railroad Park Pediatrics for services rendered. I understand that I am responsible for copayments, deductibles, co-insurance, and non-covered services as per my insurance policy. I attest that the above information is accurate to the best of my knowledge. I have read the Welcome Letter and understand that if my child misses 3 appointments without notifying the office 24 hours in advance, my child may be discharged from the practice. I acknowledge receipt of the notice of privacy practices.


____________________________________________________  __________________________  ___________________________
Signature (patient or parent/guardian if patient is a minor)	      Relation to patient		  Date
