
CHILD 
 

PATIENT INFORMATION – PLEASE PRINT 
PATIENT 
_________________________________________________________________________ 
Last Name                                                  First Name                                     Middle 
_________________________ Sex: Male   Female   _______________    __________________________ 
Phone Number                                           (Circle One)           Date of Birth            Social Security Number 
______________________________________________________________________________________ 
Address                                                            City/ State/ Zip 
 
PARENTS: 
If address information is the same, please write same. 
                             FATHER                                                                MOTHER 
 
__________________________________________   __________________________________________ 
Name                                                                              Name 
__________________________________________   __________________________________________ 
Social Security Number        Date of Birth                    Social Security Number            Date of Birth 
__________________________________________   __________________________________________ 
Address                                                                          Address 
__________________________________________   __________________________________________ 
City/ State/ Zip                                                               City/ State/ Zip 
__________________________________________   __________________________________________ 
Home Phone                           Cell Phone                      Home Phone                           Cell Phone   
__________________________________________   __________________________________________ 
E-Mail                                                                            E-Mail 
 
EMPLOYER                                                                              EMPLOYER 
 
__________________________________________   __________________________________________ 
Name                                                                              Name 
__________________________________________   __________________________________________ 
Work Phone                                                                   Work Phone 
 
INSURANCE: 
 
__________________________________________   __________________________________________ 
Primary Insurance Company                                         Secondary Insurance Company 
__________________________________________   __________________________________________ 
Policy Holder’s Name                                                    Policy Holder’s Name 
 
OTHER: 
Has any other member of your family been seen in our office? Yes / No 
   If so, please list them:___________________________________________________________________ 
 
Our office is not a third party to any court decree in a divorce matter. The parent that brought the child in for the 
initial visit will be billed for any balance after insurance. 
 
PRESENT ALL INSURANCE CARDS TO RECEPTIONIST TO COPY FOR OUR RECORDS 
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