PATIENT REGISTRATION FORM
ENDOCRINE KIDS

PATIENT INFORMATION               Date____________
Name  _________________________________Social Security  Number __________________________

Address____________________________________________________________________________

City _________________________________________  State ________ Zip _______________
Home Phone (___)______________ Birthdate ______________________ Age ___________Sex_____
Primary physician ______________________ Referred by _____________________________________
Referring physician phone # (____)___________________ Referring physician fax # (____)_____________
Pharmacy________________ Street/City _________________________ Phone # (___)______________ 

FOR A MINOR
Mother’s name ____________________ Social Security #  _____-______-______ Birthdate ____________
Address (if different from patient)__________________________________________________________

City __________________________________________  State ________ Zip Code ___________ 

Home Phone # (___) ____________________________Cell Phone  # (      )______________________
Occupation ___________________________ Employer __________________________________
Work Phone (       )______________________

Father’s name _____________________ Social Security #  _____-______-______ Birthdate ____________

Address (if different from patient)__________________________________________________________

City __________________________________________  State ________ Zip Code ___________ 

Home Phone # (___) ____________________________Cell Phone  # (      )______________________
Occupation __________________________ Employer __________________________________
Work Phone (       )______________________
Preferred E-mail Address for communication with Dr. Bishop if needed (be aware that if no e-mail address is given, Dr. Bishop will not be able to respond to any e-mail you send via our secure system.) 
_______________________________________    

Who is the financially responsible person for this patient? _________________________________________
EMERGENCY CONTACT

Name _________________________  Relationship _________________________________________
Home Phone (___) _______________Work Phone (___)______________Cell Phone (      )_____________
INSURANCE INFORMATION
1st Insurance Co. Name  _______________________  Address __________________________________
Policy Holder Name __________________ Birthdate _____________________SSN ____-____-______
Contract# _____________________________________  Group#_______________________________
2nd Insurance Co. Name ________________________ Address_______________________________
Policy Holder Name ________________Date of Birth ___________________SSN ____-_____-______
Contract #​____________________________________  Group # _______________________________
OFFICE DISCLOSURE
The following individuals are permitted to bring my child to the Endocrine Kids office for evaluation/treatment and obtain confidential health information on my child if necessary (i.e. if I am unavailable).

Name _________________________  Relationship _________________________________________

Home Phone (___) _______________ Cell Phone (      )____________________
Address __________________________________________________________________________

Name _________________________  Relationship _________________________________________

Home Phone (___) _______________ Cell Phone (      )____________________
Address __________________________________________________________________________
If there is an individual who you would specifically like us to not give protected health information to, please list here with explanation.
I authorize the release of medical and other information to my insurance company for review of the patient’s coverage and/or for the processing of claims for services rendered to him/her.

I permit a copy of this authorization to be used in place of the original.



I understand I am responsible for any charges incurred that are not covered by my insurance company. 

I have read this information and understand it.

I understand that I am responsible for the insurance co-pay at the time of the patient’s visit.
Responsible Party
Signature: ___________________________________________ Date _________________  
Rev 1/12/11








