
 

 

 

 

WELCOME TO I
FA
TS A
D CHILDRE
, P.A. 

 

In order to serve you properly, we will need the following information: 

PATIE
T I
FORMATIO
 

Account#:_____________________________ Date: _____________________________________________________ 

 


ame:________________________________ Sex  ( ) Male  ( ) Female 

 

Date of Birth:__________________________ Age:__________ Child’s S.S#:___________________________ 

 

Address:______________________________ City/State/Zip:_____________________________________________ 

 

Home Phone #:________________________ Cell Phone #:______________________________________________ 

 

Primary Language Spoken at Home:_________________________________________________________________ 

 

Previous Records May Be Obtained from:____________________________________________________________ 

 

Other Siblings (
ame & Ages):_____________________________________________________________________ 

 

Email Address:___________________________________________________________________________________ 

 

Whom May we thank for referring you to us?_________________________________________________________ 

I
SURA
CE I
FORMATIO
 (Please give insurance card(s) to receptionist to photocopy upon arrival) 

 

Do you have medical insurance? ( ) Yes   ( ) 
o Insurance Co. 
ame:________________________________ 

 

Do you have Medicaid and/or are you applying for Medicaid?  ( ) Yes   ( ) 
o 

 

Insurance Subscriber – 
ame, Date of Birth, and Social Security 
umber_________________________________ 

________________________________________ _______________________________________________ 

I
 CASE OF EMERGE
CY (
ot living with you) 

 


ame:________________________________ Relationship:_____________________________________________ 

 

Address:_____________________________________________Phone #:___________________________________ 

PARE
T I
FORMATIO
 

 

Mother’s 
ame:______________________________ Father’s 
ame_____________________________________ 

SS#:________________________________________ SS#:______________________________________________ 

Date of Birth:________________________________ Date of Birth:______________________________________ 

Address:____________________________________ Address:__________________________________________ 

City/State/Zip:_______________________________ City/State/Zip:_____________________________________ 

Home Phone:________________________________ Home Phone:______________________________________ 

Cell Phone:__________________________________ Cell Phone:________________________________________ 

Employer:___________________________________ Employer:_________________________________________ 

Employer’s Phone#:___________________________ Employer’s Phone#:__________________________________ 

 

City/State/Country where children were born:_______________________________________________________ 

 

Did one of our Physicians see your child(ren)? ( ) Yes        ( ) 
o        Which One?______________________ 
Revised 5/22/09 


