
Allen_________                                                                Date:_________ 
Dallas________ 
Sherman________  Chart #________ 
 
 
 

New Patient Information – Pediatric 
 

Patient Information  
 
First Name:______________________________ MI_________ Last Name:____________________________________ 
 
Preferred Name:__________________ DOB:_______________ SS#: _________________Gender:___Male___Female 
 
Street Address: _________________________________City_____________________State________Zip____________ 
 
Home Phone:_________________________ Alternate Phone:__________________________     _____Cell _____Work 
 
Email Address:______________________________________________________________________________________ 
 
Referred by: ______Ad _____Friend  ______Insurance Co. ______ Internet  ______Physician  ______Other _______  
 
Referring Physician:_______________________________ Referring Physician Phone: __________________________ 
 
Primary Care Physician:____________________________ PCP Phone:  ______________________________________ 
 
Are any other family members patients of our practice? _____No _____Yes  List:  _____________________________ 
 
Insured’s Information 
 
Policyholder’s Name:________________________ Policyholder’s DOB:__________ Policyholder’s SS#____________ 
 
Policyholder’s Employer:_________________________ Relationship to Patient: _______________________________ 
 
Primary Insurance Carrier:_________________________________ PPO / HMO / POS/ Other___________________ 
 
Policy #:___________________________ Group #:____________________ Effective Date:_______________________ 
 
Secondary Insurance Carrier:_______________________________ PPO / HMO / POS / Other___________________ 
 
Policy #:___________________________ Group #:____________________ Effective Date:_______________________ 
 
Policyholder’s Name:________________________ Policyholder’s DOB:__________ Policyholder’s SS#____________ 
 
Policyholder’s Employer:_________________________ Relationship to Patient: _______________________________ 
 
Parent / Legal Guardian Information 
 
Name:______________________________________________ Relationship to Patient: __________________________ 
 
Address:________________________________________City:____________________State:________Zip:__________ 
 
Home Phone:____________________________ Alternative Phone: ______________________    _____Cell ____Work 
 
I attest that I am the responsible party for making medical decisions for the child represented in this medical record.    
 
 
_________________________________________________   __________________________________ 
Signature of Parent/Guardian       Date 


