FamilyTimePediatrics

Patient Registration
FAMILY TIME PEDIATRICS
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*{Requested by government)

Mialing address

Street

City

State Zip

Home Phone

Cell Phone

Who Lives at household?




Insurance Information

Policy Holder Name Policy Holder's Dob Policy Holder Sex
[IMale[JFemale
Insurance Carrier Policy ID# Group#

Claims Address

Name Relationship to Patient Social Security Number
Lives with Patient? Date of Birth

JYes[ONo

Worki# Cell#

Home Email Work Email

Best Method of Contact (Please select one)
COWork[JCell[JEmail

Name Relationship to Patient Social Security Number
Lives with Patient? Date of Birth

JYes[INo

Worki# Cell#

Home Email Work Email

Best Method of Contact (Please select one)
COWork [ CellJEmail

Emergency Contact

Name Relationship to Patient

FAMILY TIME PEDIATRICS, LLC

733 W 40TH ST

BALTIMORE, MD 21211

PHONE: 410-243-8632 Date:
FAX: 410-243-0470

l, , PARENT OF
HAVE RECEIVED A COPY OF FAMILY TIME PEDIATRICS' NOTICE OF PRIVACY PRACTICES.

SIGNATURE OF PARENT/GUARDIAN
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