Pediatric Care Center 
 Patient Information Form
Patient #1 Details:
· Full Name: _____________________________________________________________________________
· Date of Birth (MM/DD/YYYY): __________________________________________
· Gender: ☐ Male ☐ Female 
· Race/ethnicity: _____________________________________________
· Preferred Name (if different): __________________________________________
· Insurance Provider: #1 ______________________________________#2 _____________________________________
· Member ID: #1 ___________________________________#2 _______________________________________
· Policy Holder: __________________________________ Policy Holder DOB: _________________________


Patient #2 Details:
· Full Name: _____________________________________________________________________________
· Date of Birth (MM/DD/YYY): ___________________________________________
· Gender: ☐ Male ☐ Female 
· Race/ethnicity: _____________________________________________
· Preferred Name (if different): __________________________________________
· Insurance Provider: #1 __________________________ __________#2 __________________________________
· Member ID: #1 ___________________________ _____#2 _____________________________________
· Policy Holder: _________________________________ Policy Holder DOB: _____________________


Patient #3 Details: 
· Full Name: __________________________________________________________________________________
· Date of Birth (MM/DD/YYY): ______________________________________________
· Gender: ☐ Male ☐ Female 
· Race/ethnicity: _____________________________________________
· Preferred Name (if different): __________________________________________
· Insurance Provider: #1 __________________________ _____________#2 ______________________________________
· Member ID: #1 ___________________________ ____________#2 _____________________________________
· Policy Holder: ________________________________________Policy Holder DOB: ______________________

Parent/Guardian Information: add both parents' info here (if available or needed)
· Parent/Guardian Name: __________________________/____________________________
· Relationship to Patient: _________________________/_____________________________
· Mother's maiden name: ________________________________
· Social Security # of Insurance Policy Holder: ____________________________________
· Phone Number: ____________________________/_________________________________
· Email Address: (only 1 needed) ________________________________________________
· Address: _____________________________________________________________________
_______________________________________________________________________
Delegation of Consent & permission to verbally discuss protected healthcare information:
1. Name: ____________________________________________________________________
Relationship: ______________________________________
Phone Number: _____________________________
2. Name: ____________________________________________________________________
Relationship: ___________________________________
Phone Number: ___________________________
3.Name: _____________________________________________________________________
Relationship: _____________________________________
Phone Number: ___________________________

Medical History:
· Current Medications: _________________________________________________________
____________________________________________________________________________________________________________________________________________________________
· Allergies (medications, food, environmental): __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
· Chronic Conditions (e.g., asthma, diabetes): ___________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
· Previous Surgeries or Hospitalizations: _________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Consent & Acknowledgments:
 ☐ I authorize the release of medical information necessary to process insurance claims.
 ☐ I consent to treatment 
 ☐ I acknowledge that after 2 no-shows for appointments, I will be charged a no-show fee of $25 for each no-show in the future.  I will not be able to schedule another appointment until the fee is paid in full.

Parent/Guardian Signature:  ____________________________________________
Date: __________________










