                                                                                        KID KARE PEDIATRICS  

NEW PATIENT REGISTRATION FORM
                                                         6636 N Telegraph Rd, Dearborn heights, MI 48127
Please fill out completely or mark areas “n/a” if they do not apply.

CHILDS INFORMATION:
Name (last, first, M.I.)______________________________________________________________________________________________

Sex   ____M   _____F
 Date of Birth ______/______/__________      Age _________________________________________________
Mother’s Maiden Name_________________________________________ Mother’s Name _______________________________________
Father’s Name ____________________________________________________________________________________________________
_____Married    _____ Single   Race:___________________   Languages: _____________________________________________________
Address______________________________________________City________________________________State______Zip____________

Home Phone_______________________________Work_____________________________Cell __________________________________
Someone to notify in case of an emergency that does not live with you:
Name (last, first, MI) _________________________________Phone_______________________Relation to Patient____________________
Address______________________________________________City________________________________State_______Zip___________
PARENT’S INFORMATION:
Name (last, first) __________________________________________Date of birth_____/______ /_________     _____Male     _____Female
Adress_______________________________________________City________________________________-State_______Zip___________

Home phone_________________________________Work_______________________________Cell_______________________________

Employed ____Yes ____No   Relationship to patient: (  ) Mother  (  ) Father  (  ) Guardian      SSN__________________________________
Employer_________________________________________________________ Occupation ______________________________________

Email address: _____________________________________________________________________________________________________

Name (last, first) __________________________________________Date of birth_____/_____/__________     _____Male     _____Female

Adress_______________________________________________City________________________________-State_______Zip___________

Home phone_________________________________Work_______________________________Cell_______________________________

Employed ____Yes ____No   Relationship to patient: (  ) Mother  (  ) Father  (  ) Guardian       SSN__________________________________

Employer_________________________________________________________ Occupation ______________________________________

Email address: _____________________________________________________________________________________________________
INSURANCE INFORMATION:
Primary Insurance Company: __________________________________________        ID Number: _______________________________
Policy Holder’s Name: _____________________________________________________________________________________________
I certify that the above insurance information is current and accurate. I authorize assignment of insurance benefits to Kid Kare Pediatrics. I understand that I am financially fully responsible for all charges whether or not paid by insurance.  I authorize the use of my signature on all insurance submissions. Kid Kare Pediatrics and its representatives may use my health care information and may disclose such information to the above-named Insurance Company(s) and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services.  
I have been given the opportunity to review the HIPAA Disclosure Policy regarding my Protected Health Information and understand the manner in which this office uses my information.  
__________________________________________________________________________________________________________________________         _________________________________________________________
Signature of Parent, Guardian or patient if more than 18 years of age
                                                                  Date
___________________________________________________________________________________________________________________________
Please print name of Parent, Guardian or patient if more than 18 years of age                                         Relationship to Patient
