	South Charlotte Pediatrics, PLLC

Patient Registration Form


	PATIENT INFORMATION
	CHART NO:
	
	

	Patient’s Name (Last, First, Middle)
	Nickname

	Social Security Number
	Date of Birth:      _____/ _____ /_____
	Sex:    FORMCHECKBOX 
 M    FORMCHECKBOX 
 F

	Child lives with:
Child’s primary legal custodian:

 FORMCHECKBOX 
 Mother     FORMCHECKBOX 
 Father     FORMCHECKBOX 
 Grandparent     FORMCHECKBOX 
 Guardian
 FORMCHECKBOX 
 Mother     FORMCHECKBOX 
 Father     FORMCHECKBOX 
 Grandparent     FORMCHECKBOX 
 Other

	Reason for Visit
	Who may we thank for referring you?

	Mother’s Name (Last / First / Middle)
 DOB
	Father’s Name  (Last / First / Middle)
DOB

	Street Address
	Street Address

	City
	State
	Zip
	City
	State
	Zip

	Home Phone


	Work Phone
	Home Phone
	Work Phone

	Employer Name:
	Employer Name:

	Mother’s Maiden Name
Social Security No
	Social Security No

	INSURANCE INFORMATION

	PRIMARY
	PERMISSION TO TREAT

	Name Of Plan
	The following people have permission to authorize medical care for my child:

	Claims Address (Street, City, State, Zip Code)
	Name
	Relationship

	Policy Number
	Group Number
	
	

	Name Of Insured
	Relationship to child
	
	

	Effective Date
	Expiration Date
	
	

	Copay Amount

$
	Subscriber Social Security No
	
	

	EMERGENCY CONTACT

	Name (Last, First, Middle)
	Relationship
	Home Phone 
	Work Phone

	AUTHORIZATION OF TREATMENT AND ASSIGNMENT OF BENEFIT

	I authorize South Charlotte Pediatrics, PLLC to treat my child. I further authorize the release of medical information necessary for the completion of insurance forms. I authorize payment directly to South Charlotte Pediatrics, PLLC for all medical or surgical benefits otherwise payable to me under the terms of my insurance. I understand that I am financially responsible for all co-payments, co-insurance, deductibles, non-covered services and any other charges not paid by my insurance within 30 calendar days of receiving medical services. I understand that I may be charged court and collection fees for the collection of past due accounts and returned checks. A photocopy of this authorization shall be considered as effective and valid as the original. 

	Acknowledge Of Privacy Notice / HIPAA Disclosure

I acknowledge that I have been provided SCPs Notice of Privacy Practices which describes how medical information about me and / or my child may be used and disclosed and how I can get access to this information.

	Signed: (Parent or Guardian if Minor)
	Date: _____/ _____ /_____








