Pediatrics Patient Registration-1
[ ] Randolph Health

® ® ® Medical
® ® Group

Today’s Date Patient Number

Patient Information

Name
Last First Middle Maiden

Mailing Address

Street or PO Box City State Zip
Physical Address
(if differs from above) Street City State Zip
Telephone Number ( ) Cell Phone Number ( ) Email Address
Date of Birth / / Social Security Number
(Circle One) Sex: Male Female Race: White Black Asian Alaskan Native American Indian  Other
Hispanic Ethnicity: Yes No Primary Language

Mother Information

Name

Last First Middle Maiden
Home Phone Work Phone Cell Phone
Date of Birth / / Social Security Number

Father Information

Name

Last First Middle
Home Phone Work Phone Cell Phone
Date of Birth / / Social Security Number

Person Responsible for Bills (Guarantor) must be a person not an insurance company

Name Date of Birth / /
Last First Middle Maiden

Mailing Address

Street City State Zip

Home Phone Work Phone Cell Phone

Relationship to Patient Social Security Number

Please continue on back side



Pediatrics Patient Registration-2

Patient Name Patient DOB

Insurance Information

(1) Primary Insurance Company Name

Policy Holder Name Policy Holder Employer

(as listed on card)

Policy Number Group Number

Policy Holder Social Security Number Policy Holder Date of Birth / /

Relationship of Patient to Policy Holder

(2) Secondary Insurance Company Name

Policy Holder Name Policy Holder Employer

(as listed on card)

Policy Number Group Number

Policy Holder Social Security Number Policy Holder Date of Birth / /

Relationship of Patient to Policy Holder

Emergency Contact Information (other than Household Member or Self)

Name
Last First Middle Maiden
Address
Street City State Zip
Home Phone Work Phone Cell Phone

Relationship to Patient




