Cedar Creek Pediatrics

Patient Registration Form


PATIENT NAME:____________________________________________________BIRTHDATE:______________ 
                                        FIRST                         M                              LAST 
ADDRESS: __________________________________________CITY:_____________________ ZIP:___________ 

PHONE:_________________________________ PATIENT’S SS#:______________________________________



FATHER’S NAME:________________________________________BIRTHDATE:________________________

FATHER’S SS#:______________________________ CELL PHONE:____________________________________ 

MAILING ADDRESS:____________________________________________ (IF DIFFERENT FROM PATIENT)

EMAIL ADDRESS:____________________________________ EMPLOYER:_____________________________

 ADDRESS OF EMPLOYER:__________________________________________ WORK PHONE:____________ 



MOTHER’S NAME:_____________________________________________ BIRTHDATE:___________________ 

MOTHER’S SS#:_______________________________________ CELL PHONE:__________________________

 MAILING ADDRESS:______________________________________________ (IF DIFFERENT FROM DAD’S)

EMAIL ADDRESS:__________________________________________ EMPLOYER:_______________________ 

ADDRESS OF EMPLOYER:______________________________________ WORK PHONE:_________________ 

*WHICH PARENT CARRIES THE INSURANCE ON THE CHILD?:____________________________________

 *WHO DOES THE CHILD LIVE WITH?:__________________________________________________________ 



PLEASE LIST NAME AND BIRTH DATE OF OTHER CHILDREN IN THE FAMILY: 

1.________________________________________________________M/F  BIRTHDATE:___________________ 
2.________________________________________________________M/F BIRTHDATE:___________________ 
3. ________________________________________________________M/F BIRTHDATE:___________________
4. ________________________________________________________M/ F BIRTHDATE:___________________ 



PLEASE LIST A RELATIVE OR FRIEND WHO WILL ALWAYS BE ABLE TO HELP US REACH YOU: 

NAME:_________________________________ RELATIONSHIP:________________ PHONE:_______________ 

**IF YOU HAVE INSURANCE COVERAGE, PLEASE PRESENT YOUR CARD SO THAT WE CAN MAKE A COPY** 

