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Description automatically generated]PATIENT REGISTRATION FORM

	Date Completed:

	PCP:

	Patient Information (Please fill in all fields completely)

	Childs Full Legal Name


	Date of Birth (MM/DD/YYYY)
	Sex
○ Female
○ Male

	Other children in family:

	
	
	
	

	Childs Street Address (City, State, Zip Code)



	Home Tel #

Cell #
	Parents Work #
○ Parent 1

○ Parent 2
	Parent’s Email Address:


	Race: ○ American Indian or Alaska Native ○Asian ○Black or African American ○Native Hawaiian and other Pacific Islander ○ White ○ Other

	Ethnic Group: ○ Hispanic    ○ Non-Hispanic
	Patients Primary Language: ○ English   ○ Spanish   ○ Other-

	Parent’s or Legal Guardian Primary Language: ○ English  ○ Spanish  ○ Other



If there is insurance for child/children, please present the insurance card to the check-in staff.
	Emergency Contacts

	Mother’s Legal Name


	Home #
	Cell #
	Work #

	Home Address (if different from above)



	Father’s Legal Name


	Home #
	Cell #
	Work #

	Home Address (if different from above)



	Additional Contact


	Home #
	Cell #
	Work #

	Home Address (if different from above)



	How did you hear about us?
	Birth Hospital



	Guarantor Information (Person financially responsible)

	Name

	Relationship to Patient
	Emancipated Minor?  ○ Yes   ○ No

	Street Address (if different from patient)


	Date of Birth

	Cell#
	Work#

	Employer Name
	City
	State
	Zip


	Insurance Information (if insurance is provided, please complete the information below) (DO NOT LEAVE BLANK)

	Subscriber’s Full Name

	Subscribers DOB
	
	

	Primary Insurance Carrier Name
	Claims Address
	Telephone #



	Subscriber ID#
	Group #
	Patient Relationship to Subscriber:


	Subscriber’s Address (if different than guarantor)

	Subscribers Employer

	Does the child have other health insurance?   ○ No    ○ Yes
	

	Secondary Insurance Carrier Name
	Scriber ID#
	Group #

	Claims Address

	Telephone #
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GENERAL CONSENT FOR TREATMENT OF MINOR


Childs Full Legal Name: _____________________________________________ 	 D.O.B_______________

I have the legal right to consent to medical and surgical treatment because (a) I am the patient or (b) I am the parent/guardian of the patient. 
I voluntarily authorize and consent to the medical care, treatment, and diagnostics tests that the providers of WeeKare Pediatrics and their designated associates or assistants believe are necessary.

I understand that by signing this form, I am giving permission to the doctors, nurses, physician assistants, and other health care providers in this medical office to provide treatment as long as a physician/patient relationship exists, or until I withdraw my consent. 

____________________________________________________________________________________________
Parent or Guardian Signature					Date

NURSE PRACTIONER (NP) CONSENT FOR TREATMENT

This facility has on staff, Nurse Practitioners (NP’s), to assist in the delivery of medical care. A Nurse Practitioner can diagnose, treat, and monitor common acute and chronic diseases as well as provide health maintenance care.  A Nurse Practitioner are not a doctor.  “Supervision” does not require the constant physical presence of a supervising physician, but rather overseeing the activities of and accepting responsibility for the medical services provided.

PHYSICIAN ASSISTANT (PA) CONSENT FOR TREATMENT

This facility has on its staff a Physician Assistant to assist in the delivery of medical care. Under the supervision of a physician, a physician assistant can diagnose, treat and monitor common acute and chronic diseases as well as provide health maintenance care. A physician assistant is not a doctor. “Supervision” does not require the constant physical presence of a supervising physician, but rather overseeing the activities of and accepting responsibility for the medical services provided.

· I have read the above and hereby consent to the services of a nurse practitioner and or physician assistant for my health care needs.

· I understand that at any time I can refuse to see the nurse practitioner and or physician assistant and request to see a doctor in office.


____________________________________________________________________________________________
Parent or Guardian Signature					Date
Thank you for selecting Wee Kare Pediatrics Clinic!               
	www.weekare.net 	WKP 1/2025 IB
After 3 years from last office visit on file, the patient will be considered a new patient.  
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