Birmingham Pediatrics + Wellness Center 

Patient Registration Form
Please do not leave any blanks Thank you
Parent/Guardian #1 (Parent Child is Living With Full-Time)

Name:______________________________________DOB____________SS#_____________________ 

Address: ___________________________________City:______________ State:_____ Zip Code:_______

Work Phone: ____________________________
Cell Phone: _____________________________

Email Address:__________________________________________
Parent/Guardian #2 
Does Child Live With This Parent/Guardian Full-Time?         Yes  
 No

Name:______________________________________DOB____________SS#_____________________ 

Address: ___________________________________City:______________ State:_____ Zip Code:_______

Work Phone: ____________________________
Cell Phone: _____________________________

Email Address: ___________________________________________

Parents/Guardians are: Married____ Divorced____ Never Married: ____ Separated: ____ Widow(er):____ Other:_____
How did you hear about our office? ______________________________________________

Patient(s) Name(s) Living in the same household (Please print legibly):

Name


DOB



Name


DOB



______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 

Emergency Contact: (Friend or Relative not living in same household)
Name: _____________________________________ Home Phone: ________________________
Cell Phone: ____________________________Relationship to patient(s): __________________________
Name of Insurance Company:________________________________________ PCP:_________________
Policy Holder: _______________________________________________ DOB: ________________

Policy ID # ______________________________________ Group # _______________________

The information above is true to the best of my knowledge. I authorize my insurance benefits to be paid directly to Birmingham Pediatrics + Wellness Center. I understand that it is my responsibility to make sure correct insurance information is on file for my child(ren)’s account(s). I understand all co-pays are due at time of visit and that there may be an additional statement fee added to my account if billed. I understand regardless of insurance information I am ultimately responsible for all balances on my account whether balance is because of deductible, co-insurance, non-coverage or for any reason. I authorize Birmingham Pediatrics + Wellness Center or my insurance company to release any information required to process my claims. 

________________________________________________________

__________________

Signature







Date

________________________________________________________
Printed Name








Revised Feb  2015
