
                                                                                      FAX to 704-381-8848 

PEDIATRIC GENETICS REGISTRATION 

  
REFERRING PHYSICIAN:  DIAGNOSIS /COMPLAINT 

 

PATIENT INFORMATION 

LAST NAME: FIRST  NAME: MIDDLE NAME: 

 

SOCIAL SECURITY NUMBER: 

 

SEX: 

 

DOB: 

 

AGE: 

 

RACE: 

 

ADDRESS: APT: CITY: STATE: ZIP: 

 

PHONE NUMBER: 

 

MARITAL STATUS:  

 

RELIGIOUS PREFERENCE? 

 

NAME OF CHURCH: 

PARENT/GUARANTOR (policyholder of primary insurance) 

LAST NAME: FIRST NAME:  MIDDLE NAME: 

 

SOCIAL SECURITY NUMBER: 

 

SEX:   

    

DOB: 

 

AGE: 

 

RACE: 

 

ADDRESS: 

 

APT: CITY: STATE: ZIP: 

PHONE NUMBER:                                

 

ALTERNATE PHONE NUMBER: MARITAL STATUS:                            

 

JOB STATUS:  

 

WORK NUMBER:  

NAME OF EMPLOYER:                                     

 

ADDRESS OF EMPLOYER: 

INSURANCE INFORMATION 

INSURANCE CO. NAME:  

 

INSURANCE CO. NAME:  

 

ADDRESS: ADDRESS: 

 

CITY, COUNTY, STATE, ZIP: 

 

CITY, COUNTY, STATE, ZIP: 

 

INSURED’S NAME:  

 

INSURED’S NAME:  

 

GROUP NUMBER: 

 

GROUP NUMBER: 

POLICY NUMBER: 

 

POLICY NUMBER: 

RELATIONSHIP TO INSURED:  

 

RELATIONSHIP TO INSURED:  

                                                                   EMERGENCY CONTACT 

EMERGENCY CONTACT NAME: RELATIONSHIP TO PATIENT: 

 

MAILING ADDRESS:                              HOME PHONE: ALTERNATE PHONE: 

 

                                                                    PHARMACY INFORMATION: 

PHARMACY NAME: 

 

PHONE 

PHARMACY ADDRESS: 

 

PHARMACY FAX: 

PRIMARY CARE PHYSICIAN: 

PHYSICIAN NAME: 

 

OFFICE NUMBER: 

ADDRESS: 

 

 


