
PLEASE PRINT – FILL ALL AREAS

Child’s First Name Last Name Nick Name Date of Birth Sex Drug Allergies
1.

2.

3.

4.

5.

Mother
  Mother        Stepmother                    Married        Single        Divorced —  If divorced, does child reside with you?      YES      NO

Full Name Date of Birth Social Security Number Home Phone Number

Home Address City State & Zip

Email Cell Phone Number

Employer Name & Address Work Phone Number

Father
  Father        StepFather                    Married        Single        Divorced —  If divorced, does child reside with you?      YES      NO

Full Name Date of Birth Social Security Number Home Phone Number

Home Address City State & Zip

Email Cell Phone Number

Employer Name & Address Work Phone Number

Emergency Contact
Name Relationship to Patient Contact Number

Please initial after each of the following if we may leave messages regarding your care:  
Work _______      Home _______      Cell _______      E-mail _______

  New Patient
  Existing/Update

I certify that the information I have reported above is correct and that as the Parent/Guardian/Guarantor. I acknowledge receipt of the Notice 
of Privacy Practices given to me by FAASC.

**PAYMENT IS DUE AT TIME OF SERVICE**               Read and Sign Conditions of Registration on the Back of this Form

____________________________________________________________________________________________________________________________________________________________________________________
Signature of Patient/Guardian/Guarantor                                                                           Print Name                                                                                                     Date

PEDIATRIC PATIENT REGISTRATION

Insurance Information   Insurance info and copy of insurance cards needed to filed for benefits
Policy Holder’s Name Social Security Number of Subscriber Policy Holder’s Birth Date Policy Holder’s Sex

  Male              FeMale

Policy Holder’s Relationship to Patient is:

  SELF          PARENT          SPOUSE          OTHER

Policy Holder’s Employer

Primary Insurance Company Co-Payment/Co-Insurance Amount Identification/Policy Number Group Number

Insurance Address City State/Zip Effective Date

Does your insurance require you to have a referral to see a specialist? 
  Yes          No

How did you hear about us?

FAIRFAX  3903-A Fair Ridge Drive • Fairfax, VA  22033 • 703 648 0030 • fax: 703 648 9028
WOODBRIDGE  1952 Opitz Blvd • Woodbridge, VA  22191 • 703 494 7849 • fax: 703 494 8730

wheezefree.com


