
Rklr.e Pediatrics 

Child's First Name Child's Last Name Date of Birth Gender 

Legal Guardian 1: 

Name: 
------------------

Date of Birth: 
---------------

Address: 
-----------------

City: ________ State: __ Zip: ___ _ 
Home Phone#: ( __ ) ______ _ 
Cell Phone#: ( __ ) ______ _ 
Work Phone#: ( __ ) ______ _ 
Email Address: 

---------------

Socia I Security Number: 
------------

Relationship to Patient: 
-----------

Marita I Status: Married _ Single _ 
Separated __ Divorced _ Widowed _ 

Employer: 
-----------------

Em p Io ye r Address: ___________ _ 
City: ________ State: __ Zip: ___ _ 

I I M F 

I I M F 

I I M F 

I I M F 

Legal Guardian 2: 

Name: 
------------------

Date of Birth: 
---------------

Address: 
-------------- ---

City: ________ State: __ Zip: 
Home Phone #: ( __ ) ______ _ 
Cell Phone#: ( __ ) ______ _ 
Work Phone #: ( __ ) ______ _ 
Email Address: 

---------------

Socia I Security Number: ___________ _ 
Relationship to Patient: ___________ _ 
Marital Status: Married _ Single _ 

Separated __ Divorced _Widowed_ 

Employer: ________________ _ 

Employer Address: ____________ _ 
City: ________ State: __ Zip: ___ _ 

Has Custody (Circle One)? Both Father Mother Other: ____ _ 

Child Lives With (Circle One)? Both Father Mother Other: ____ _ 

Which Parent Will Bring in Patient(s) Most Often (Circle One): Both Father Mother Other: 

Emergency Contact (Other Than Parent): 

Name: ______________ _ Home Phone#: ( __ ) ______ _ 

Cell Phone#: ( __ ) ______ _ Work Phone#: ( __ ) ______ _ 

Relationship to Patient: __________ _ 

INSURANCE INFORMATION -A copy of your insurance card(s) will be requested at every visit. 

Primary Insurance Secondary Insurance 

Insurance Company: ____________ _ Insurance Company: ____________ _ 

Insurance Effective Date: 
-----------

Insurance Effective Date: __________ _ 

1 D #: ________________ _ ID#: _______________ _ 
Group#: ________________ _ Group#: ________________ _ 
Subscriber's Name: ____________ _ Subscriber's Name: ____________ _ 
Subscriber's Date of Birth: Subscriber's Date of Birth: 

I certify that the information I have entered above is correct and that as the Parent/Guardian/Guarantor I have read, 

understand, and fully accept the Conditions of Registration as stated on the back of this document. In cases of divorce or 

separation, unless otherwise specified by a court order, both parents will be permitted to bring the child(ren) into the office 

and have full access to your child(ren)'s medical records. 

Patient's Signature or Parent/Guardian (if minor) Date 

PAYMENT IS DUE AT TIME OF SERVICE 

Jamie Hutton
@mountainridgepediatrics@yahoo.com fillable demographics form
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