
TODAY'S DATE 
PATIENT REGISTRATION FORM - PEDIATRICS 

Social Security No.: First Name: Middle: Last: 

Sex: 

 Male 

 Female 

Gender Identity: 
      Male         Female         Other  Decline to Answer 
      Transgender Male (Female-to-Male) 
      Transgender Female (Male-to-Female) 

         Genderqueer (Neither exclusively Male nor Female) 

Sexual Orientation: 
      Straight       Gay         Lesbian 

  Bisexual       Other      Unknown 

      Decline to Answer 

Birth Date: Marital Status:  Single  Divorced 
        Widowed 

         Married        
 Legally Separated 

Race:  Asian        Pacific Islander 
 Black/African American  Haitian Black 
 White       Haitian White 
 American Ind./Alaska Nat.      More Than One Race 
 Native Hawaiian  

Ethnicity:  Hispanic or Latino 
 Non-Hispanic 

 Preferred Language: 

Employed:  

 Yes  No 

 Employer: 

Street Address: Home Phone: 

City:  State:  ZIP Code: Cell Phone: 

Email:  Work Phone:  Preferred Method of Contact: 

Referral Source:      Referring Provider  Walk-In  Family/Friend  De La Vega Pediatrics’s website 
 Ins. Company  Hospital  Newspaper  Online 
 Flyer/Mailing    School  Health Fair/Outreach Event  Other/Unknown 

INSURANCE INFORMATION 
(PLEASE GIVE YOUR INSURANCE CARD TO THE RECEPTIONIST) 

Ins. Carrier: Pt's Relationship 
to Subscriber: 

Group No.: Policy No.: 

EMERGENCY CONTACT INFORMATION 
 Parent  Spouse  Child  Other  Sex:  M  F 

First Name: Middle: Last: 

Preferred Language:   Home Phone:  Cell Phone: Work Phone: 

PARENT / GUARDIAN INFORMATION 
 Parent  Spouse  Child  Other  Sex:  M  F 

First Name: Middle: Last: 

Social Security No.:    Birth Date:   Preferred Language:  Home Phone:  Cell Phone:  Work Phone: 

PREFERRED PHARMACY 
Pharmacy Name: Phone:  Fax: 

Street Address or Cross Street:    City:  State:  Zip Code: 

De La Vega Pediatrics 



De La Vega Pediatrics 



De La Vega Pediatrics 

If Other, explain:
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