
___________________________________________ _______________________ 

   Patient’s Signature or Parent/Guardian (if minor)  Date 

 

Child’s First Name Child’s Last Name Date of Birth Gender 

 /  /   M     F OTHER

 /  / M OTHER F   

 /  / M OTHER F   

 /  /   M  OTHER  F  

Parent /Legal #1 Guardian:
Name:  _________________________________________ 
Address:  _______________________________________ 
City:  __________________ State:  ____ Zip:  __________ 
Home Phone #:  (_____) _________________ 
Cell Phone #:  (_____) _________________ 
Work Phone #:  (_____) _________________ 
Email Address:  __________________________________ 
Social Security Number:  __________________________ 
Relationship to Patient:  __________________________ 
Marital Status:  Married  __ Single  __     

       Separated  __  Divorced  __ Widowed __ 
Employer:  ______________________________________ 
Employer Address:  _______________________________ 
City:  __________________ State:  ____ Zip:  __________ 

Parent /Legal #2 Guardian:
Name:  _________________________________________ 
Address:  _______________________________________ 
City:  __________________ State:  ____ Zip:  __________ 
Home Phone #:  (_____) _________________ 
Cell Phone #:  (_____) _________________ 
Work Phone #:  (_____) _________________ 
Email Address:  __________________________________ 
Social Security Number:  __________________________ 
Relationship to Patient:  __________________________ 
Marital Status: Married  __ Single  __     

       Separated  __  Divorced  __ Widowed __ 
Employer:  ______________________________________ 
Employer Address:  _______________________________ 
City:  __________________ State:  ____ Zip:  __________ 

Father Mother  Other:  ___________ Has Custody (Select One)?     Both 

Child Lives With (Select One)?    Both Father Mother  Other:  ___________ 

Which Parent Will Bring in Patient(s) Most Often (Circle One):   Both     Father     Mother     Other:
  

 
rPrefe red

 

 _____________________________________________________________ pharmacy: 

Emergency Contact (Other Than Parent): 
Name:  __________________________________ 

Cell Phone #:  (_____) _________________ 

Relationship to Patient:  _________________________ 

INSURANCE INFORMATION – Insurance claims. process to visit every at presented be must card(s) 
Primary Insurance 

Insurance Company:  _____________________________ 
Insurance Effective Date:  __________________________ 
ID #:  __________________________________________ 
Group #:  _______________________________________ 
Subscriber’s Name:  ______________________________ 
Subscriber’s Date of Birth:  _________________________ 

Secondary Insurance 
Insurance Company:  _____________________________ 
Insurance Effective Date:  __________________________ 
ID #:  __________________________________________ 
Group #:  _______________________________________ 
Subscriber’s Name:  ______________________________ 
Subscriber’s Date of Birth:  _________________________ 
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 am I that acknowledge and PC Wellesley, Newton at Pediatrics to paid be to benefits insurance my authorize  
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