
 
 

PEDIATRIC PATIENT INFORMATION 
 
CHILD’S NAME: _______________________________DATE OF BIRTH: ___________________ 
MOTHER’S NAME: ______________________________DATE OF BIRTH: ___________________ 
FATHER’S NAME: _______________________________DATE OF BIRTH: ___________________ 
MAILING ADDRESS: _____________________________ APT#________ CITY: _________________ 
STATE: _________ ZIP CODE: ___________HOME #_____________________ CELL#__________________ 
WORK #_________________ 
PHYSICAL ADDRESS___________________________CITY____________STATE______ZIP________ 
SEX: M____F_____AGE: ________SOCIAL SEC#_____-______-______  
NAME OF PRIMARY CARE PROVIDER: ____________________________________ 
PREFERRED LANGUAGE________________RACE: ________ 
ETHNICITY: NON-HISPANIC OR LATINO____HISPANIC OR LATINO______ DELCINE______ 
EMERGENCY CONTACT:___________________________________PHONE#:_____________________________ 
RELATIONSHIP TO CHILD: ______________________________________________________________________ 
IS THIS WORKER’S COMP: YES______ NO______ IS THIS NO FAULT: YES______ NO________? 
 
IF PATIENT IS 18 YEARS OF AGE BEST # FOR PATIENT: ________________________________________ 
(this number will be listed as primary in the chart) 
 
PRIMARY INSURANCE INFORMATION: 
INSURANCE NAME: ______________________________________PRIMARY PHYSICAN____________________ 
PHYSICIAN ADDRESS: ____________________________________PHONE#______________________________ 
POLICY ID#: _____________________________________ GROUP#:_____________________________________ 
INSURANCE ADDRESS (TO SEND CLAIMS):________________________________________________________ 
CITY:______________________________STATE:_____ZIP CODE:_______PHONE#:_______________________ 
POLICY HOLDER’S NAME:_______________________________________________________________________ 
DOB:__________SS#______-_______-_______POLICY HOLDER’S EMPLOYER___________________________ 
 
SECONDARY INSURANCE INFORMATION: 
INSURANCE NAME:______________________________________PRIMARY PHYSICAN____________________ 
PHYSICIAN ADDRESS:____________________________________PHONE #______________________________ 
POLICY ID#:_____________________________________ GROUP #:_____________________________________ 
INSURANCE ADDRESS(TO SEND CLAIMS):________________________________________________________ 
CITY:______________________________STATE:_____ZIP CODE:_______PHONE#:_______________________ 
POLICY HOLDER’S NAME:_______________________________________________________________________ 
DOB:__________SS#______-_______-_______POLICY HOLDER’S EMPLOYER___________________________ 
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