
The following information is essential in forming a complete and accurate record on your child. Please answer all questions fully.

Today’s date:____________________________________ 	 Account:__________________________________________________
Child’s full name:_ _______________________________ 	 Name used:_ ______________________________________________
Birth date:__________________	 Sex:_______________ 	 Home phone:______________________________________________
Address:___________________________________________________________________________________________________
County:________________________________________ 	 City:________________________________ 	 Zip code:____________
Pharmacy street and city:_ ____________________________________________________________________________________
Pharmacy phone:____________________________________________________________________________________________
Former pediatrician:_ _____________________________ 	 Phone:______________________________ 	 State:_______________
Please tell us how you heard about our practice:____________________________________________________________________

PARENTAL INFORMATION
Please give first, middle and last name. You may write “same” in address if same as child’s.
Father’s name:_______________________________________________	 Birth Date:_ ___________________________________
SSN:______________________	 Home phone:___________________	 Cell phone:____________________________________
Home address:______________________________________________________________________________________________
City:_ _____________________________________________________	 State:____________________ 	 Zip:________________
Occupation:_________________________________________________	 Work phone:___________________________________
Employer (or if self-employed, name of business):__________________________________________________________________
Email_____________________________________________________________________________________________________

Mother’s name:______________________________________________	 Birth Date:_ ___________________________________
Maiden name:______________________________________________________________________________________________
SSN:______________________	 Home phone:___________________	 Cell phone:____________________________________
Home address:______________________________________________________________________________________________
City:_ _____________________________________________________	 State:____________________ 	 Zip:________________
Occupation:_________________________________________________	 Work phone:___________________________________
Employer (or if self-employed, name of business):__________________________________________________________________
Email_____________________________________________________________________________________________________

Custodial Stepmother / Stepfather’s Name:________________________	 Birth Date:_ ___________________________________
SSN:______________________	 Home phone:___________________	 Cell phone:____________________________________
Home address:______________________________________________________________________________________________
City:_ _____________________________________________________	 State:____________________ 	 Zip:________________
Occupation:_________________________________________________	 Work phone:___________________________________
Employer (or if self-employed, name of business):__________________________________________________________________

Who is responsible for payment?:________________________________	 Home phone:_ _________________________________
Home address:_______________________________________________	 Work Phone:___________________________________
Emergency contact person:_____________________________________	 Phone:________________________________________

Parent / Guardian Signature:_ _______________________________________________ 
Date:___________________________________________________________________

New Patient Information

For Office Use Only: 
Date: ________________________
Initials: ______________________


