CHILDREN'S MEDICAL CENTER
331 N. BREIEL BLVD.
[bookmark: _GoBack]MIDDLETOWN, OH  45042
PATIENT REGISTRATION FORM						DATE:__/__/___
__________________________________________________________________________
Children’s Names				Sex				            Birthdate
__________________________ ___	             ___				            __/__/__
______________________________	             ___				            __/__/__
______________________________	             ___				            __/__/__
______________________________	             ___				            __/__/__
______________________________	             ___				            __/__/__
	
Pharmacy Name:___________________  Location:_______________________________
__________________________________________________________________________
Family Information
Parent’s Name:____________________________________Birthdate:_________________
Home Address:_____________________________City:___________State:____Zip:______
Telephone:  Home:_________________Work:__________________Cell:_______________
Employer:___________________________________SSN:___________________________

Parent’s Name:_____________________________________Birthdate:_______________
Home Address:_____________________________City:___________State:____Zip:______
Telephone:  Home:___________________Work:_______________Cell:_______________
Employer:___________________________________SSN:___________________________


Primary Insurance
Insurance Name:____________________________________Effective Date:_____________
Policyholder Name:__________________________________Birthdate:________________
SSN:________________________Relationship to Patient:____________________________
Employer Name:_____________________________________________________________
Policy/ID Number:______________________________Group Number:_________________

Secondary Insurance
Insurance Name:_____________________________________Effective Date:_____________
Policyholder Name:__________________________________Birthdate:_________________
SSN:________________________Relationship to Patient:_____________________________
Employer Name:______________________________________________________________
Policy/ID Number:_______________________________Group Number:_________________
___________________________________________________________________
Emergency Contact Information (Other than parents)
Name:_________________________________________Relationship:__________________
Telephone:  Home:___________________Work:______________Cell:__________________
___________________________________________________________________
SIGNATURE REQUIRED
I hereby authorize Children's Medical Center to submit a claim to my insurance carrier or its intermediaries for all covered services rendered by Children's Medical Center’s health providers and hereby direct my insurance carrier or its intermediaries to issue payment directly to Children's Medical Center on behalf of such rendered services.  I understand that I am financially responsible to this office for any balance not covered by my insurance carrier.

____________________________________________________________________         _____________________
Signature									Date

How did you hear about our office?   existing patient    friends/family    insurance   other _______________







