                                                                                                                           Has your child ever been seen by our physicians?   ( Yes  ( No

CHILD’S REGISTRATION FORM

Patient Name ____________________________________Age ______Birth Date___________ Social Security # ________________Sex ______

Address with City/State/Zip________________________________________________________________ Phone# (         ) __________________

Father’s Name______________________________________________ Birth Date ___________Social Security # _________________________

Father’s Employer _________________________________________ __________________Father’s Work Phone (        ) ___________________

Employer’s Address _____________________________________________________________________________________________________

Mother’s Name_____________________________________________ Birth Date____________ Social Security # ________________________

Mother’s Employer ___________________________________________________________ Mother’s Work Phone (          ) _________________

Employer’s Address _____________________________________________________________________________________________________

Name of person to contact in case of emergency – NOT living at  home address _____________________________________________________

Daytime Phone (         ) ___________________________ Relationship to patient ____________________________________________________

Was patient seen in the Emergency Room? ______ If yes, Where? _____ _____________________________ When? ______________________

Were X-rays taken of this problem?____________ If yes, Where? ___________________________________When? _______________________

Name of Family Doctor __________________________________________________________________________________________________

Who referred your child to our office? ______________________________________________________________________________________

INSURANCE INFORMATION

Check here if you DO NOT have any insurance  (    PLEASE GIVE THE RECEPTIONIST YOUR INSURANCE CARD TO PHOTOCOPY

Primary Insurance Company _______________________________________ ____________________________________________________

Subscriber ____________________________________________ Relationship to Patient _____________________________________________

Home address (if different from patient) ____________________________________________________________________________________

Agreement or ID# _________________________________ Group # __________________ Do you have a Co-Pay? ( Yes  ( No  $ ___________

Secondary Insurance Company __________________________________________________________________________________________

Subscriber ____________________________________________ Relationship to Patient _____________________________________________

Home address (if different from patient) _____________________________________________________________________________________

Agreement or ID# _________________________________ Group # ___________________ Do you have a Co-Pay? ( Yes ( No $ ___________

Is your child here as a result of an Accident? _____________ If yes, What type? _____________________________________________________

**We realize that many families are in a state of change.  Divorced, separated, single parent and blended families are now common.  In many of these families the question of who is responsible for the children’s account is uncertain.  The policy in our office is that the parent who has requested treatment for the child is responsible for all fees incurred.

I hereby authorize and direct my insurance carrier(s) to issue payment check(s) directly to PITTSBURGH BONE & JOINT SURGEONS, P.C. for medical services rendered to myself and/or dependents.  I understand that I am responsible for deductibles, copayments and any amount not covered by insurance.

X________________________________________________________________________    Date _____________________________________________________

     (Parent or Legal Guardian)

