


Four Seasons Pediatrics, LLC
Patient Registration Form

Today’s Date:

Insurance information. Enter policy holder/subscriber information. If the patient is the policy holder
(e.g. own insurance, Child Health Plus, Managed Medicaid) list responsible party for payment here:

Last Name: First Name: ~ Middle Initial:
Street:

City: State: Zip:

Email: Date of Birth: Sex: Female
Social Security Number: Employer:

Relationship to Patient:

Name of Insurance: Policy Number: Group Number: |
Policy Effective Date: |

Does your insurance require a copay? Not sure If yes, what is your copay amount?

Is there a secondary insurance? If yes, please provide information about 2™ policyholder:
Last Name: First Name: Middle Initial:
Street:

City: State: Zip: |
Email: | Date of Birth: Sex: [Female
Social Security Number: Employer:

Relationship to Patient:

Name of Insurance: | Policy Number: Group Number:
Policy Effective Date:

Does your insurance require a copay? |Not sure If yes, what is your copay amount?

Contact Information:

Parent’s Name: Parent’s Name:
Relationship: Father Relationship: Mother
Daytime Phone: Daytime Phone:
Evening Phone: Evening Phone:

Cell Phone: Cell Phone:

Patient Information:

Last Name: First Name: Middle Initial:
Address: If address is the same as listed in Insurance Information check here:

Street:

City: State: Zip:

Date of Birth: Sex: Female

Social Security Number:
Patient’s physician (as listed with insurance company): Dr. Sara McCaffrey
Emergency Contact Person: Phone: Cell Phone:
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