
Date How did you hear about Med 4 Kids?

Patient's Name . Male Female

Date of Birth

Names & DOB Siblings

Home Address .

City State Zip

Home Phone Cell Phone Emergency

Allergies Current Medication

Mother's Name SS#

Address (if different from above) .

Date of Birth

Employer Work Phone.

Father's Name SS#

Address (if different from above)

Date of Birth

Employer Work Phone.

Primary Insurance

Policy or Identification Number,

Subscriber's Name Relationship

Other Insurance

Email Address

I authorize Med 4 Kids to release any medical or incidental information that may
be necessary for either medical care or in the processing of insurance; and I
direct payment of medical benefits to Med 4 Kids for services rendered. I
understand that I am financially responsible for any balance not covered by
insurance.

Signature of Parent or Legal Guardian



PATIENT'S NAME DATE OF BIRTH

Please answer all questions and provide an explanation, if necessary.

1) Do you have any impairment, for example: visual, hearing, speech,
learning, physical, and/or a language or cultural barrier that will affect your
ability to understand your child's medical condition and/or treatment?

2) Do you have any religious or culture customs that the doctor should
know about?

3) What language do you speak, read, or write?

Primary: Other:

4) Please circle one or more of the following to indicate the race of your
child (for Federal Government reporting purposes).

American Indian or Alaska Native.

Asian.

Black or African American.

Native Hawaiian or Other Pacific Islander.

White.

Declined to Answer

5) Please circle one of the following to indicate your child's ethnicity (for
Federal Government reporting purposes).

Hispanic or Latino.

Not Hispanic or Latino.

Declined to Answer.

6) Please indicate how you prefer to be contacted regarding your child's

medical issues and reminders.

Home phone: Cell phone:






