	Address: ______________________________________________________________________________________________________

Children’s Address:
                            Street                                                                                   City                State                      Zip Code

Home Phone: _______________________        Work Phone:   _______________________    Cell Phone: ______________________

	Check which parent child lives with:

__ Father’s Name: ________________________________________

__ Mother’s Name: ________________________________________



The Pediatric Group, P.C.:    ___ Lake Ridge    ___Patriot Square   ___Manchester Lakes       ___Chantilly

PATIENT REGISTRATION RECORD                                                                 Acct. #: ______________
	Child’s name(s)                               Please list children in order of their birth; oldest child first.

	              Last Name                                                        First Name                                                                     Birth date         Sex           

1. ____________________________________________________________________________    ____/____/____    M    F    
2. ____________________________________________________________________________   ____/____/____      M    F    
3. ____________________________________________________________________________    ____/____/____     M    F   
4. ____________________________________________________________________________    ____/____/____     M    F    
5. ____________________________________________________________________________    ____/____/____     M    F     


*NOTE: Our Front Desk Staff are required to make a copy of each child’s insurance card every visit!!!
	 HEALTH INSURANCE         



	

	Primary Health Insurance: _____________________________________________________________________________________
Policy Holder’s Name: ________________________________________________________________________________________
                                                Last Name                                                               First       Name

SSN: _________-_________-__________                 Date of Birth: _____________________________________________________
Home/Mailing Address: _______________________________________________________________________________________

                                           (Number and Street)                                                    City                                 State          Zip Code

Name of Employer: ___________________________________________________________________________________________

Secondary Health Insurance: ____________________________________________________________________________________
Policy Holder’s Name _________________________________________   SSN:  _____ - _____ - _______  Date of Birth: __________________
Home/Mailing Address: _______________________________________________________________________________________

                                           (Number and Street)                                                    City                                 State          Zip Code

Name of Employer: ___________________________________________________________________________________________


Emergency Contact Information:       
 Name: ____________________________________________________________

Relationship: ________________________________  Phone: _______________________________________

Names and relationships of others who have permission to bring your child for treatment:

Name: _____________________________________________ Relationship; ___________________________

Name: _____________________________________________ Relationship; ____________________________
_____________________________________________________________________________________________________________________________________________________________________________

***Please note that under Virginia law, the person who brings the child in for services is responsible for
payment of the service (this take priority over custody, child support or property settlement agreements).
Signature of Person Completing this Form: ____________________________Date: ___________
Initials of Practice Representative: __________________                                   Date: ___________
Rev: 11-13-07
