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There may be times when you have a friend, relative, or nanny bring your child to the 
doctor. Please designate those people who you authorize to bring your child to our office, 
call our office, and/or have access to his or her medical information. 

______________________________   __________________________ 
Name        Relationship to Patient 

______________________________   __________________________ 
Name        Relationship to Patient 

 
Name of Insurance Company ________________________________________ 
 
Address_________________________________________      
 
City__________________________     State_______   Zip________ 
 
Policy Number__________________ Group Number ________________ Copay ______ 
 
 
Patient’s Relationship to Subscriber: (Circle One)      Self Child 
Subscriber’s Full Name__________________________________________________ 
Address (If Different from Patient)______________________________________________________________ 

City_________________  State____________ Zip__________________ 
Phone # ___________________  Alternate Phone # ______________________  
Date of Birth _____ /_____ /______       SSN# _______ - _____ - ________ 
 

 

Please sign to verify that all information above is correct and valid 

 
_________________________________________ 
Name of Child 

_________________________________________ 
Date 

X________________________________________ 
Signature of Parent or Guardian 
 

 



Child’s Name__________________________________________________________ 
 
Place of Birth ________________________________   Birth Weight _____________ 
 
Pregnancy and Birth Problems:_____________________________________________  
 
Prior Hospitalizations:___________________________________________________ 
 
Prior Surgeries: _______________________________________________________ 
 
Chronic Medical Problems:________________________________________________ 
 
Food or Medication Allergies: _____________________________________________ 
 

 
 

FAMILY HEALTH PROBLEMS: IDENTIFY PROBLEM AND RELATIONSHIP TO CHILD 

Description Problem Relationship to Child 
SKIN (Dermatitis, Birthmarks, Etc)   

EYE, EAR, NOSE, THROAT 
(Visual, Hearing, Infections, Allergies, 

Cleft Lip) 

  

LUNGS (Asthma, Tuberculosis, 
Reactive Airways Disease, Emphysema) 

  

IMMUNOLOGIC (Receivnig 
Chemotherapy or Steroids, AIDS) 

  

HEART (Heart Disease, Stroke, 
High Blood Pressure, High Cholesterol) 

  

BLOOD DISORDERS (Anemia, 
Sickle Cell Disease, Hemophilia, 

Leukemia) 

  

STOMACH (Ulcers, Pyloric 
Stenosis, Liver Disease, Diarrhea, 

Constipation) 

  

KIDNEY (Urinary Tract Infections, 
Renal Failure) 

  

ENDOCRINE (Thyroid Disease, 
Diabetes) 

  

BONE/MUSCLE (Dislocated Hips, 
Arthritis, Scoliosis) 

  

NERVOUS (Headaches, Seizures, 
Learning Problems, Mental Illness, 

Mental Retardation) 

  

OTHER (Cancer, Obesity, Cystic 
Fibrosis, Birth Defects, Alcoholism) 
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