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                                      PATIENT INFORMATION FORM 

PATIENT INFORMATION 

(Please List ALL Children Under 18) 

Patient Legal Name  Sex (M/F ) DOB (mm/dd/yyyy) 
Child lives with? 

Mother/Father/Both 

    

    

    

    

    

    

 

Address (where child currently lives) 

Street Address: _______________________________________________________________  

City:________________________________________State:_________________Zip:________________ 

Phone:_______________________________________________________________________________ 

Race:  White/Caucasian      Black/African American      Asian      Other_____________________ 

Ethnicity:  Hispanic     Non-Hispanic           Preferred Language:_____________________________ 

 

Emergency Contact (Other Than Parent) 

Name: _______________________________________________________________________________  

Relationship: __________________________________________________________________________ 

Home Phone: _________________________________________________________________________



  

 

 

Work Phone: __________________________________   Cell Phone: ___________________  

 

 

PARENT/ GUARDIAN Information  

Parent 1/ Guardian Information (for child(ren) listed above)  

Name: _____________________________________________________________________________  

Relationship: _________________________________________________________________________ 

Date of Birth: ________________________________________________________________________  

Mailing Address: __________________________________________________________________ 

City: __________________________State: __________________ Zip Code: ______________________ 

Employer Name: ______________________________________________________________________  

Home Phone:_______________________________ Cell Phone: ________________________________  

Work Phone: _________________________________________________________________________  

Email Address: ________________________________________________________________________  

Parent 2/ Guardian Information (for child(ren) listed above)  

Name: _______________________________________________________________________________  

Relationship :________________________________________Date of Birth: ______________________ 

Mailing Address: __________________________________________________________________ 

City: __________________________State: __________________ Zip Code: ______________________ 

Employer Name: ______________________________________________________________________  

Home Phone:_______________________________ Cell Phone: ________________________________  

Work Phone: _________________________________________________________________________  

Email Address: ________________________________________________________________________  



  

 

Parent’s Marital Status:       Married       Single          Separated       Divorced      Widowed 
 

If Divorced:    Joint Custody          Sole Custody          Legal Documents Provided  

INSURANCE INFORMATION:  

Primary Insurance:  

Insurance: ____________________________________________________________________________ 

Policy Holder: ________________________________________________________________________ 

Date of Birth ___________________________________Relationship ____________________________  

Policy ID: _________________________________ Group ID: __________________________________  

Secondary Insurance:  

Insurance: ____________________________________________________________________________ 

Policy Holder: ________________________________________________________________________ 

Date of Birth ___________________________________Relationship ____________________________  

Policy ID: _________________________________ Group ID: __________________________________  

Guarantor (Person to be billed)  

Name:______________________________________________________________________________ 

Relationship _________________________________ Birthdate:________________________________ 

Phone Number_________________________________________  

Address (If different from patient):___________________________________________________________________________________________ 

City: ________________________________State:_____________Zip:___________________________  

Signature____________________________________________Date____________________________ 

 

 

 



  

 

 

 

 

 

Reminder Call Preference:  Automated Voice    Text     Email  

Preferred Number/Email: ________________________________________________________________  

How did you find out about us? 

  Social media   Insurance company   Referred by someone   Flyer or Ad  

   Other_____________________________________________________________________________ 

 

I certify that the information above is complete and correct. 

 
_____________________________________________________________________________________ 
Signature  

_____________________________________________________________________________________
Printed Name  
 

_____________________________________________________________________________________
Date  
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