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First Choice Pediatrics, Inc www.fcpediatrics.com  407-249-1234 (F) 407-249-1755

New Patient Registration

Patient Name: Birthday:
Age: Social Security # [/Female  [/Male
Home Address:
City, State, Zip: Home phone:
Mother: Name Birthday Ss#
Employer Work phone Cell#
Email address: [7Use this email for appointment confirmations
Father: Name Birthday SS#
Employer Work phone Cell#
Email address: [7Use this email for appointment confirmations
Insurance company ID#
Insurance phone # You MUST provide a copy of the Insurance Card
Does anyone smoke in the house? [7Yes [INo Any pet? [JInside []Outside
Pharmacy name: Pharmacy phone #

In case of emergency, notify: (Other than parents)

Name, Home phone,

Name. Home phone.

Please List the person (s) that you authorize to accompany the child and give consent for treatment for at appointment time, other
than parent:

Name Phone. Relationship to child

Name Phone. Relationship to child

Family and Child/Children past History Please list below

Signature of parent/Legal Guardian of Minor Date
Relationship to Parent/Minor Witness by

***Please complete and sign both front and back of patient registration***
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Patient Name:

DOB:

***please list any siblings below***

Name: DOB:
Name: DOB:
Name: DOB:
Name: DOB:

Thank you for understanding First Choice Pediatrics Financial Policy, Office Policy, Autharizations for consent of treatment and Insurance
responsibilities. Please let us know if you have any questions or concerns.

(initials) I have read and understand all policies of First Choice Pediatrics Inc. including but not limited to: Financial
Policy/Office Policy/Authorizations for consent of treatment and Insurance responsibilities.

(initials) | have read and understand the authorization of treatment and that is good until the minor above reaches his/her 18th
birthday.
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(initials) I have read and understand my responsibilities concerning my child/children medical insurance policy.
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Parent or legal guardian signature Date

Witness’ Signature Date



