PATIENT REGISTRATION FORM
Welcome, and thank you for choosing Seaside Pediatrics of Bluffton and Hilton Head. We look forward to serving you. Please fill out the form below to properly serve you.
Date: ____________________________
Patient’s Name
Last: ________________________________ First: __________________________________ Middle: ________________
Date of Birth: ___________________________________________ Male/ Female: _______________________________
Address: ____________________________________ City: ____________________ State: _________ Zip: ___________
Patient’s cell: __________________________ TXT Reminders? Y/N Patient’s Email: ______________________________
Patient’s cell: ___________________________ TXT Reminders? 

Mother’s Name: _____________________________________________ DOB: __________________________________
Address if not same: _________________________________________________________________________________
Mother’s employer: _________________________________________________________________________________
Employer Address: __________________________________________________________________________________
[bookmark: _Hlk130542678]Mom’s email: ______________________________________________

Father’s Name: _____________________________________________ DOB: ___________________________________
Address if not same: _________________________________________________________________________________
Father’s employer: __________________________________________________________________________________
Employer Address: __________________________________________________________________________________
Dad’s email: ______________________________________________

Primary Insurance Carrier: ____________________________________________________________________________
Policy Holder’s Name: ________________________________________________________________________________
Policy Holder’s DOB: _________________________________________ SSN: ___________________________________
Policy #: _________________________________________ Group #: __________________________________________
Relationship to Patient: ______________________________________________________________________________

Secondary Insurance Carrier: __________________________________________________________________________
Policy Holder’s Name: ________________________________________________________________________________
Policy Holder’s DOB: _________________________________________ SSN: ___________________________________
Policy #: _________________________________________ Group #: __________________________________________
Relationship to Patient: ______________________________________________________________________________
 HOW DID YOU HEAR OF US? _________________________________________________________________________
<- SEE OTHER SIDE ->

NEW PATIENT HISTORY
Name: _____________________________________________________________ DOB: _________________________
Previous Pediatrician (list all that apply): ________________________________________________________________
Phone: ___________________________________________ Fax: ____________________________________________
PAST MEDICAL HISTORY
Previous Illnesses or Diagnosis (yes or no). If yes, please explain ______________________________________________
Previous Hospitalizations (yes or no). If yes, please explain __________________________________________________
Previous Surgeries (yes or no). If yes, please explain ________________________________________________________
Medications: __________________________ Dose ___________________________ Frequency ____________________
Medications: __________________________ Dose ___________________________ Frequency ____________________
Medications: __________________________ Dose ___________________________ Frequency ____________________
Allergies or Medications? (yes or no) If yes, what type of medication: __________________________________________
	What type of reaction? ________________________________________________________________________
Reactions or previous Vaccines (yes or no). If yes, which vaccine? _____________________________________________
What type of reaction? ________________________________________________________________________
Immunizations up to date? ____________________________________________________________________________
SOCIAL HISTORY
Who lives with the patient? ___________________________________________________________________________
Siblings (yes or no) Name/s? __________________________________________________________________________
Are parents married? _______________________ Divorced? ____________________ Separated? __________________
If not, what are the custodial arrangements? _____________________________________________________________
Does anyone in the house smoke? ______________________________________________________________________
What concerns do you have today? _____________________________________________________________________

In case of emergency, please contact: ___________________________________________________________________ 
Phone: _______________________________________ Cell Phone: ___________________________________________

RELEASE OF INFORMATION
I here by authorize the release of information necessary to file a claim with my insurance company and ASSIGN BENEFITS OTHERWISE PAYABLE TO SEASIDE PEDIATRICS. In understand I am financially responsible for any balance not covered by my insurance company. 
Signed ______________________________________________________ Date: ______________________________
(Patient/Self/Legal Guardian)



PF- 2000 Acknowledgement of Receipt of Notice of Privacy Practices

Seaside Pediatrics, P.A. reserves the right to modify the privacy practices outlined in the notice. 

Signature Page
I have received a copy of the Notice of Privacy Practices for Seaside Pediatrics, P.A. 



Name of Patient


Legal Guardian (if applicable)

Signature of Patient (or Legal Guardian, if applicable)


Date





