
TOMAHAWK FARM PEDIATRICS PC 
 

Registration for Patients 18 Years & Older 
 

 
 
Name: ______________________________________________________ D.O.B.: _______/_______/_______ 
 
 
 
Phone:( _______) ________-__________ Gender:________ Email:___________________________________ 
 
 
 
Mailing Address: 
 
 
__________________________________________________________________________________________ 
 (Street or PO Box)     (City)   (State & Zip) 
 
 
 
 
The following person(s) have my permission to receive phone calls and medical information on my behalf: 
 
 

Name Relationship Phone Number 
   

   

   

   

 
 
 
 
 
 
Emergency Contacts: Name & Relationship 
 
1: _____________________________________________________ Phone:( _______) ________-__________ 
 
2: _____________________________________________________ Phone:( _______) ________-__________   
   


