
Patient Registration , . .-.-

Patient Information 
Fir st Name: ___________ Last Name: ___________ Middle Initial: __ 
Preferred Name/Nick Name: ___________ _ 
Address: ______________ City, State, Zip: _______ ______ _ 
Phone Number: _______ _ 
Birth Date: __________ Age:_ Gender: O Male 0 Female 

Referred By: _________ _ 

Responsible Party/Parent /Legal guardian Information 
First Name: ___________ Last Name: ___________ Middle Initial: __ 
Address: City, State, Zip: _____________ _ 
Phone#: _________ _ Cell #: _________ work#: _______ ext. __ 

E-mail: ____________________________ _
Birth Date:.__________ Gender: 0 Male O Female
Is the Insurance under this Parent/Legal Guardian? 0 Yes O No
If no, Please list the Parent/Legal Guardian the insurance is under below.

Responsible Party/Parent /Legal guardian Information 
First Name: __________ Last Name: __________ Middle Initial: __ 
Address: _____________ City, State, Zip: _____________ _ 
Phone#:. ___ _____ _ Cell #: _________ Work#: ________ _ 
Birth Date: _________ _ Gender: O Male O Female 

Emergency Contact (Non Parent/Guardian)

Emergency Contact: _________ _ 
Phone#: _____________ _ 
Relationship to Patient: ________ _ 

Primary Insurance 
Insured Name: __________ _ 
Birth Date: ____________ _ 
Soc. Sec.#: ____________ _ 
Insurance Co: ___________ _ 
Address: ____________ _ 

City, State, Zip: ___________ _ 
Employer: ___________ _ 

Secondary Insurance 
Insured Name: __________ _ 
Birth Date: ___________ _ 
Soc.Sec.#: ____________ _ 
Insurance Co: 

------------

Address: 
--------------

City, State, Zip: ___________ _ 
Employer: ___________ _ 

ATTENTION-PLEASE READ THE FOLLOWING CAREFULLY AND SIGN ATT HE BOTTOM. 

·Please be advised if for any reason you/legal guardian cannot bring your child to their scheduled appointment, we MUST have a note signed by you/legal guardl,

stating we are able to treat you child in the caregivers presence. There are NO exceptions, and your child will not be seen without this note.

•1f you need to cancel or reschedule we require a 24 hour notice, if no notice is given, your family account will be subjected to a $25 fee per chlld failed. We also

reserve the right to not reschedule your chlld back.

• All payments are due upon service date. Any payment amngements need to be made prior to day of appointment. All accounts past due 90 davs will be submr

to collections.

Signature ________________________ Date: _____________ _ 
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