
 

  Insurance/PPR 
Rev 05-17-2011 

Form 0201 

Place patient sticker here or handwrite 
Name ____________________________ 
 
DOB: ____________________________ 

Complete 
 both sides 

PEDIATRIC  
PATIENT REGISTRATION 

Date: __________________________ 

Pa
tie

nt
 

 
Last Name  ______________________  First Name  _________________________  Initial ________   
             
Date of Birth  _________________  Sex:   Female  Male  
 
Address ___________________________________________________________________________ 
 

City  ___________________________________  State  _______________  Zip  _________________   
     
Phone – Home  ____________________  Preferred Message/Contact Phone _____________________  
  
Race (please circle) Asian   Black   Hispanic  Native American    Other     Refused    Unknown    White 
 

Primary Language ___________________________________________________________________  
                  
Has patient been seen at a Saint Alphonsus Medical Group or Express Care Clinic in the past 3 years?   

 Yes   No 
 
Who was the patient's last provider?  _______________________________________________ 
 

Preferred Pharmacy_____________________________________________________________   
Major Crossroads ______________________________________________________________ 
 

H
ea

lth
 In

su
ra

nc
e 

 

Primary Insurance ______________________ 
 

Policy Holder Name _______________________ Date of Birth _____________________________ 
 

Employer ________________________________ Relationship to Patient _____________________ 
 

Employer Address __________________________ City ______________ State _____ Zip _______ 
 

Secondary Insurance _____________________ 
 

Policy Holder Name _______________________ Date of Birth _____________________________ 
 

Employer ________________________________ Relationship to Patient _____________________ 
 

Employer Address __________________________ City ______________ State _____ Zip _______ 
 

Office Staff: if unable to scan card, make copy of card and attach to this form. If card unavailable, but 
patient has group & subscriber number, please write numbers on this form.   
 

People assisting with paperwork: 
 
             ____    _____         
Interpreter’s name         Interpreter’s Signature and/or ID #                      Date and Time 
 
                 _____         
Office Staff name                Office Staff Signature                        Date and Time 

 



 

  Insurance/PPR 
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Form 0201 

Place patient sticker here or handwrite 
Name ____________________________ 
 
DOB: ____________________________ 

Complete 
 both sides 

G
ua

rd
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n/
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t 

 
Last Name  ______________________  First Name  _________________________  Initial ________  
              
Social Security Number  _______________ Date of Birth  _________________ Sex  _____________ 
 
Address (if different from patient) ______________________________________________________ 
 
City  ___________________________________  State  _______________  Zip  _________________   
     
Phone – Home  ____________________  Work  ____________________  Cell  _________________  
 
Marital Status  _________________     Email _____________________________________________ 
 
Employer  ________________________________  Relationship to Patient  _____________________ 
 
Employer Address __________________________  City ______________  State _____  Zip  _______ 

A
dd

iti
on

al
 

C
on

ta
ct

  (
no

t 
liv

in
g 

w
ith

 y
ou

) 

 
Last Name  _______________________ First Name______________ Phone Number  _____________ 
 
Address  ____________________________  City  _________________  State  _______  Zip  _______ 
 
Relationship to Patient  _______________________________________________________________ 
 

 
 

2n
d 

Pa
re

nt
 

 
Last Name  ______________________  First Name  _________________________  Initial ________ 
               
Social Security Number  _______________ Date of Birth  _________________ Sex  _____________ 
 
Address (if different from patient) _______________________________________________ 
 
City  ___________________________________  State  _______________  Zip  _________________  
      
Phone:    Home  ___________________  Work  ____________________  Cell  __________________ 
  
Preferred Message/Contact Phone  ________________________  Marital Status  _________________ 
 
Employer  ________________________________  Relationship to Patient  _____________________ 
 
Employer Address __________________________  City ______________  State _____  Zip  _______ 
 


