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                                                                                                                                                         PATIENT REGISTRATION


                                                                                      
Patient’s Legal Name:												
Patient’s Preferred First Name (If different from legal name):								
Date of Birth:					         Legal Sex:             Male  	      Female
Address:													
Language:         English        Spanish          Other:					              Prefer not to answer
Race:               American Indian or Alaska Native	             Asian                  Black or African American 	
        Native Hawaiian or Other Pacific Islander 	             White                 Prefer not to answer
Ethnicity:         Hispanic or Latino         Not Hispanic or Latino         Prefer not to answer

Father’s Name:						 Date of Birth:		 Please Circle:   Natural     Step     Adoptive
Email address:								Phone #:				
Address (if different from patient’s):											
Mother’s Name:						 Date of Birth:		 Please Circle:   Natural     Step     Adoptive
Email address:								Phone #:				
Address (if different from patient’s):											

Primary Insurance: 					  Subscriber’s Name:					
Secondary Insurance:					  Subscriber’s Name:					

Emergency Contact: (This should be an individual that we may contact in an emergency situation that is NOT a parent or guardian)

Name:					 Phone #: 		           Relationship to patient:				
I acknowledge the above is true to the best of my knowledge and hereby authorize Arizona Kids Pediatrics, LTD to examine and treat my child when necessary. I also authorize the release of my child’s protected health information (PHI), acquired in the course of examination to carry out treatment, payment, and health care operations of my child. I hereby authorize my insurance benefits be paid directly to Arizona Kids Pediatrics, LTD. I acknowledge that copies of the Notice of Privacy Practices, including the Omnibus rule are available to me per the HIPAA guidelines, upon my request.

						     					  	     			
Signature				                   Print Name		                                                Date
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