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Patient Registration Form
www.pediatricgroupqc.com 
                  	             
                    			
PATIENT INFORMATION
Patient’s Legal Name: ___________________________________________________________________
                                               Last				First				Middle		
Address: _____________________________________________________________________________
			   Street								Apt #
               ______________________________________________________________________________
			   City                                                State                                                  Zip
Date of Birth (Mo/Day/Year): ___________________________    Sex (Circle)     Male     Female

Home #: (___)________________Cell #: (___)________________ Other #: (___)________________

GUARANTOR INFORMATION
Father/Legal Guardian: _________________________       Mother/Legal Guardian:__________________________
Birthdate: ____________________________________      Birthdate: ____________________________________
Social Security #: ______________________________      Social Security #:________________________________
Address (if different): ___________________________      Address (if different):____________________________
Primary Phone: (___)_____________________________    Primary Phone: (___)_____________________________
Email:      ______________________________________     Email: _________________________________________
Employer/Occupation:___________________________  Employer/Occupation:____________________________
Parent’s Marital Status (Circle)      Married     Widowed     Divorced     Single     Legally Separated
Siblings & Birthdates: ___________________________________________________________________________
[bookmark: _GoBack]_____________________________________________________________________________________________
Alternate Emergency Contact/Relationship:____________________________________________ Phone:__________________________
INSURANCE INFORMATION - PLEASE COMPLETE INSURANCE INFORMATION BELOW
Primary Ins. Name: _____________________________    Secondary Ins. Name: _____________________________
Policy Holder: ___________________D.O.B. ________     Policy Holder: ______________________D.O.B._________
Patient’s Relationship to Insured:__________________   Patient’s Relationship to Insured: ____________________
Policy ID #: ____________________ Group: _________   Policy ID# ___________________Group:_______________
Date Effective: ________________________________    Date Effective: ___________________________________
Copay (Circle): Yes     No     Amt: __________________   Copay (Circle):  Yes     No     Amt: _____________________
I agree that the above information is true and correct to the best of my knowledge.  I authorize payment of medical benefits to the physicians of Pediatric Group Associates, S.C. for care given.  I authorize the release of any medical or other information necessary to process claims.  I understand that I am financially responsible to this office for any balances not covered by my insurance carrier.  
_______________________________________         ___________________________________      __________
Print Name (Parent of Patient if minor)	                       Signature (Parent of Patient if minor)                 Date
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