Summit Children’s Clinic
Patient Registration Form

PLEASE PRINT:								     Today’s Date: ___/___/20____
PATIENT INFORMATION 				            ☐ New Patient 	☐Established Patient/Update     
Name __________________________________________________________________    DOB ___/___/______  ☐Male  ☐ Female
             LAST					FIRST			M.I.
Address ______________________________________________   City _________________________, TX  Zip Code: ___________
Home Phone # (_____)______________    Race: ☐ Asian   ☐Black    ☐Hispanic   ☐White  ☐ Other: _______________________
Child Lives with: ☐Both Parents	☐Mother     ☐Father     ☐Other: ___________________________________________________
Who has custody of child? _____________________________________________________________________________________
			    NAME								RELATIONSHIP
Siblings: _____________________________     _________________________________     _________________________________
	  NAME                                                  DOB                    NAME                                                          DOB                     NAME                                                        DOB

                _____________________________     _________________________________     _________________________________
                       NAME                                                 DOB	              NAME                                                         DOB	             NAME			DOB

PARENT/GUARDIAN INFORMATION

Mother’s/Guardian Name: _________________________________________     DOB ___/___/______     SS#_________________				      LAST				FIRST
Address ________________________________________________	City _______________________, TX  Zip Code: __________ (Check contact preference)  ☐ Home# (_____)____________  ☐Cell# (_____)_____________   ☐Work# (_____) ______________
Father’s Name: ___________________________________________________     DOB ___/___/______     SS#_________________
                                        LAST                                          		  FIRST
Address ________________________________________________     City ________________________, TX  Zip Code: _________
(Check contact preference)   ☐Home# (_____) ____________   ☐ Cell# (_____) ___________   ☐ Work# (_____) ______________
Emergency Contact: ______________________________________________	  Phone #: (______)__________________________
                                                LAST                         	      FIRST	

INSURANCE INFORMATION 
[bookmark: _GoBack]
Name of Primary Insurance: ____________________________________________________________________________________
Policy #: _____________________________________________	Group #: __________________________________________
Policy Holder Name: _____________________________________  Relationship to patient: _______________  DOB:___/___/_____
Secondary Insurance:  ☐ No   ☐ Yes   Name of Secondary Insurance: _______________________________________________
Policy #:______________________________________________          Group#: __________________________________________
Policy Holder Name: _____________________________________  Relationship to patient: _______________  DOB:___/___/_____

The following individuals are authorized to schedule appointments and/or accompany my child(ren) to their appointments:

Name: ____________________________________________  Phone#: ____________________  Relationship to child: ___________

Name: ____________________________________________  Phone#: ____________________  Relationship to child: ___________

1. I certify to the best of knowledge the above information is correct.
2. The undersigned agrees this office may bill your insurance for services rendered and agrees to pay appropriate co-pay/deductible.
3. The undersigned also agrees that all services are rendered on a paid basis only.  If collection becomes necessary, the undersigned shall pay all cost including attorney’s fees.
Parent/Guardian Signature: _____________________________________________   Date: ___/___/______

Summit Children’s Clinic


 


Patient Registration Form


 


 


PLEASE PRINT:


 


 


 


 


 


 


 


 


     


Today’s Date: ___/___/20____


 


PATIENT INFORMATION 


 


 


 


 


        


   


 


?


 


N


ew Patient 


 


?


Established Patient/Update


     


 


Name 


________________________________________________________


__________


    


DOB ___/___/______  


?


Male  


?


 


Female


 


             


LAST


 


 


 


 


 


FIRST


 


 


 


M.I.


 


Address __________________________________________


____


   


City _________________


__


______, TX  Zip Code: _____


____


__


 


Home Ph


one #


 


(_____)______________    Race: 


?


 


Asian  


 


?


Black    


?


Hispanic   


?


White  


?


 


Other: _______________________


 


Child Lives with: 


?


Both Parents


 


?


Mother     


?


Father     


?


Other: 


___________________________________________________


 


Who has custody of child? _____________________________________________________________________________________


 


 


 


 


    


NAME


 


 


 


 


 


 


 


 


RELATIONSHIP


 


Siblings: _____________________________     ________________


_________________     _________________________________


 


 


  


NAME                                                  DOB                    NAME                                            


              


DOB                     NAME                              


                          


DOB


 


 


                


_____________________________     _________________________________     _________________________________


 


                       


NAME                                                 DOB


 


              


NAME     


                                                    


DOB


 


             


NAME


 


 


 


DOB


 


 


PARENT/GUARDIAN INFORMATION


 


 


Mother’s/Guardian Name: 


__________


_______________________________


     


DOB ___/___/______     SS#


_________________


 


 


 


      


LAST


 


 


 


 


FIRST


 


Address 


________________________________________________


 


City _______________________, TX  Zip Code: __________


 


(Check contact preference)


  


?


 


Home# (_____)____________  


?


Cell# (_____)_____________   


?


Work# (_____) ______________


 


Father’s Name: 


__________________________________________________


_     DOB ___/___/______     SS#_________________


 


                                        


LAST                                          


 


 


  


FIRST


 


Address ________________________________________________    


 


City ________________________, TX  Zip Code: _________


 


(Check contact preference)   


?


Home# (_____) ____________   


?


 


Cell# (_____) ___________   


?


 


Work# (_____) ______________


 


Emergency Contact: ______________________________________________


 


  


Phone #: 


(______


)


_


_________________________


 


                                                


LAST


                        


 


 


   


   


FIRST


 


 


 


INSURANCE INFORMATION 


 


 


Name of Primary Insurance: ______________________


______________________________________________________________


 


Policy #: _____________________________________________


 


Group #: __________________________________________


 


Policy Holder Name: _____________________________________  Relationship to patient: 


_______________  DOB:___/___/_____


 


Secondary Insurance:  


?


 


No   


?


 


Yes   Name of Secondary Insurance: _______________________________________________


 


Policy #:______________________________________________          Group#: ______________________________


____________


 


Policy Holder Name: _____________________________________  Relationship to patient: _______________  DOB:___/___/_____


 


 


The following individuals are authorized to schedule appointments and/or accompany my child(ren) to their appointments:


 


 


Na


me: _______


_____________________________


________


  


Phone#: ____________________  Relationship to child: ___________


 


 


Name: _______


_____________________________


________


  


Phone#: ____________________  Relationship to child: ___________


 


 


1.


 


I certify to the best 


of knowledge the above information is correct.


 


2.


 


The undersigned agrees this office may bill your insurance for services rendered and agrees to pay appropriate co


-


pay/deductible.


 


3.


 


The undersigned also agrees that all services are rendered on a paid basis only


.  If collection becomes necessary, the 


undersigned shall pay all cost including attorney’s fees.


 


Parent/Guardian Signature: _____________________________________________   Date: ___/___/______


 




Summit Children’s Clinic   Patient Registration Form     PLEASE PRINT:                       Today’s Date: ___/___/20____   PATIENT INFORMATION                         ?   N ew Patient    ? Established Patient/Update         Name  ________________________________________________________ __________      DOB ___/___/______   ? Male   ?   Female                 LAST           FIRST       M.I.   Address __________________________________________ ____     City _________________ __ ______, TX  Zip Code: _____ ____ __   Home Ph one #   (_____)______________    Race:  ?   Asian     ? Black     ? Hispanic    ? White   ?   Other: _______________________   Child Lives with:  ? Both Parents   ? Mother      ? Father      ? Other:  ___________________________________________________   Who has custody of child? _____________________________________________________________________________________              NAME                 RELATIONSHIP   Siblings: _____________________________     ________________ _________________     _________________________________        NAME                                                  DOB                    NAME                                                            DOB                     NAME                                                          DOB                      _____________________________     _________________________________     _________________________________                           NAME                                                 DOB                  NAME                                                           DOB                 NAME       DOB     PARENT/GUARDIAN INFORMATION     Mother’s/Guardian Name:  __________ _______________________________       DOB ___/___/______     SS# _________________              LAST         FIRST   Address  ________________________________________________   City _______________________, TX  Zip Code: __________   (Check contact preference)    ?   Home# (_____)____________   ? Cell# (_____)_____________    ? Work# (_____) ______________   Father’s Name:  __________________________________________________ _     DOB ___/___/______     SS#_________________                                            LAST                                                  FIRST   Address ________________________________________________       City ________________________, TX  Zip Code: _________   (Check contact preference)    ? Home# (_____) ____________    ?   Cell# (_____) ___________    ?   Work# (_____) ______________   Emergency Contact: ______________________________________________      Phone #:  (______ ) _ _________________________                                                    LAST                                      FIRST       INSURANCE INFORMATION      Name of Primary Insurance: ______________________ ______________________________________________________________   Policy #: _____________________________________________   Group #: __________________________________________   Policy Holder Name: _____________________________________  Relationship to patient:  _______________  DOB:___/___/_____   Secondary Insurance:   ?   No    ?   Yes   Name of Secondary Insurance: _______________________________________________   Policy #:______________________________________________          Group#: ______________________________ ____________   Policy Holder Name: _____________________________________  Relationship to patient: _______________  DOB:___/___/_____     The following individuals are authorized to schedule appointments and/or accompany my child(ren) to their appointments:     Na me: _______ _____________________________ ________    Phone#: ____________________  Relationship to child: ___________     Name: _______ _____________________________ ________    Phone#: ____________________  Relationship to child: ___________     1.   I certify to the best  of knowledge the above information is correct.   2.   The undersigned agrees this office may bill your insurance for services rendered and agrees to pay appropriate co - pay/deductible.   3.   The undersigned also agrees that all services are rendered on a paid basis only .  If collection becomes necessary, the  undersigned shall pay all cost including attorney’s fees.   Parent/Guardian Signature: _____________________________________________   Date: ___/___/______  

