
PATIENT INFORMATION 
 

FATHER’S INFORMATION 

 
 

 

LAST NAME                    FIRST NAME                                                               BIRTHDATE 

 

 

 

HOME ADDRESS            STREET                     APT# 

 

 

 

CITY                          STATE                       ZIP CODE                                    (AREA CODE) PHONE# 

 

 

 

EMPLOYER 

 

 

 
BUSINESS ADDRESS     STREET              CITY         STATE                 ZIP CODE        PHONE #   

 

 

MOTHER’S INFORMATION 

 

 

 

LAST NAME                    FIRST NAME                                                               BIRTHDATE 

 

 

 

HOME ADDRESS            STREET                     APT# 

 

 

 

CITY                          STATE                       ZIP CODE                                    (AREA CODE) PHONE# 

 

 

 

EMPLOYER 

 

 

 

BUSINESS ADDRESS     STREET              CITY         STATE                 ZIP CODE        PHONE #   
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CHILDREN 
 
 
LAST NAME                 FIRST NAME                           BIRTHDATE                        MALE/FEMALE 

 
 

LAST NAME                 FIRST NAME                           BIRTHDATE                        MALE/FEMALE 

 
 

LAST NAME                  FIRST NAME                           BIRTHDATE                        MALE/FEMALE 

 
 

LAST NAME                  FIRST NAME                           BIRTHDATE                        MALE/FEMALE 

 
 
 

INSURANCE INFORMATION 
 
PRIMARY INSURANCE COMPANY NAME 
 
 

COMPANY ADDRESS 

 
 

POLICY HOLDER’S NAME 

 
 

POLICY NUMBER 

 
 

OTHER INFORMATION 
PREVIOUS PEDIATRICIAN OR PHYSICIAN_______________________________________________ 
 
WHO REFERRED YOU TO OUR OFFICE?_________________________________________________ 
 
DO YOUR CHILDREN HAVE A DENTIST?_________________________________________________ 
 

FAMILY HISTORY 
HAVE GRANDPARENTS, PARENTS, OR SIBLINGS HAD ANY OF THE FOLLOWING: 
 
DIABETES HYPERTENSION CANCER ALLERGIES ANEMIA 
 
HEART DISEASE THYROID DISEASE SEIZURES SICKLE CELL  
 
HIGH CHOLESTEROL AUTOIMMUNE DISORDERS OTHER_____________ 

 
 
 
DOES ANYONE IN THE FAMILY SMOKE?  YES NO 
DOES ANYONE HAVE A DRUG PROBLEM?  YES NO 
DOES ANYONE HAVE AN ALCOHOL PROBLEM? YES NO 
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DOES YOUR HOME HAVE SMOKE ALARMS?  YES NO  
DOES EVERYONE USE A SEATBELT?   YES NO 
DOES EVERYONE USE A BIKE HELMET?  YES NO 
 
DO YOU LIVE IN AN OLDER HOME (BEFORE 1960) YES NO 
WHICH MAY HAVE LEAD BASED PAINT 
 
IS YOUR RESIDENTIAL WATER SOURCE/SUPPLY WELL OR CITY?   ____________________ 
 
 

MISCELLANEOUS 
 

FATHER/GUARDIAN/STEP FATHER’S    OCCUPATION _______________________________ 

                   EDUCATION _______________________________ 
 
MOTHER/GUARDIAN/STEP MOTHER’S OCCUPATION  _______________________________ 

      EDUCATION    ________________________________ 
 

 

 

WHO LIVES IN THE HOUSE? 

 
NAME      RELATIONSHIP 
1.  

 

2.  
 

3.  
 

4.  
 

5.  
 

6.  
 

7.  
 

8.  
 

9.  
 

10.  
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