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Minor Patient Registration Form

Today’s Date: _____/_____/_____  

Minor’s Name:_______________________________   __________________________      _______




Last



First


M.I

Date of Birth: _____/_____/_____       Age: _______           Sex:  M    F

Referring Physician: _________________________________________________________________






Doctor’s Name

CONTACT INFORMATION:

Mailing Address: _____________________________________________________________________







City

   State 

Zip

Phone # (day): (        )_________________    Phone # (evening): (       )____________________  

Cell Phone:    (        )_________________    E-mail Address: __________________________________

PARENT OR LEGAL GUARDIAN

Name:______________________________________________________________________


Last



First


M.I

Address: ___________________________________________________________________________







City

   State 

Zip

Home Phone: (        )_________________   Work Phone: (       )____________________  

Cell Phone:    (        )_________________    E-mail Address: _____________________

Payment Policy

The Adult/Guardian who brings in the child will be responsible for all co-payments and deductibles.   We do not forward bills to other parties regardless of court rulings or divorce decrees.

INSURANCE COVERAGE

Insurance Co. Name and ID # : _________________________________________________________________

Name of Policy Holder (insured) ________________________________________________________

Policy Holder (insured) Date of Birth: _____/_____/_____      

May we leave medical information about the minor on your home answering machine?  Yes      No

May we email personal medical information about the minor to you?    Yes     No

Do you give our office permission to discuss medical information about your minor with family members?  

Yes      No      If yes, please provide their name and phone number below.

Name:  ____________________________ 


Relationship to Patient: _________________________

Phone # (day): (       ) ____________________

Phone # (evening): (       ) ________________________

Emergency Contact Information:

In case of Emergency, whom should we notify?  _________________________________________

Relationship to Patient: _____________________________  


Phone:  (      ) ___________________

_______________________________________________


___________________

Parent/Legal Guardian Signature






Date

Please present your insurance card(s) and your photo identification to the receptionist.  The receptionist will make a copy and return them to you promptly.

CONTINUED INFORMATION ON BACK

