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Y Pediatrics



  Please Circle Primary Care Provider

             Dr. Cassels      Dr. Glazener      Dr. Burns

Patient Registration
Patient’s Name _____________________________________________ Date of Birth ________________Sex ____



   (Last)


(First)

           (Middle)

Home Address ___________________________________________ Main Phone (      ) ____________________



   (Street




(Apt/ Ste#)



___________________________________________ Child’s SSN _________________________


    (City)


(State)

       (Zip)

Is Billing Address the Same:   Yes    No: 
___________________________________________

  


(If different, please fill out)


Guarantor Name

___________________________________________






  
(Street)




(Apt/ Ste#)







___________________________________________

  






  (City)


(State)

       (Zip)

Email Address _____________________________________@___________________________________________
Parent Name _________________________________________________ DOB _____________________________

SSN _________________________ Work Phone _______________________Cell Phone _____________________
Employer _________________________________________________ Occupation __________________________

Parent Name _________________________________________________ DOB _____________________________

SSN _________________________ Work Phone _______________________Cell Phone _____________________
Employer _________________________________________________ Occupation __________________________

Marital Status 




   Child Lives With 






Consent to Text  (circle one)
Yes
No

Preferred Way of Appointment Reminder:   
Call 

Text

Email

Emergency Contact __________________________Relationship ____________ Phone Number________________
(Other than Parent)
Siblings

Name ______________________ DOB _____________      Name ______________________ DOB _____________

Name ______________________ DOB _____________      Name ______________________ DOB _____________

Insurance Company _______________________________ ID Number __________________________
Policy Holder____________________________ DOB _______________ Group Number _____________________

Authorization: The undersigned parent, or authorized person acting on behalf of the minor patient, understands and agrees as follows:

1. I authorize and direct Austex Pediatrics, its associates and/or its assistants to perform or prescribe any treatment that he/she may, in their judgment, determine advisable for my child’s medical well being.

2. Austex Pediatrics, and associates, are granted permission to release to the insurance carrier, 
their representatives, or referring physician(s), any information in connection with any treatment rendered to patient, or in patient’s behalf, at any time such information is requested.
3. Phone # to call with Test Results ______________________
4. “X” one Option
_____ We may leave test results on your voicemail
OR
_____ We may leave a message for you to call Austex Pediatrics to get your results.
Date ________________________Signature _______________________________________________








(Parent / Legal Guardian / Patient 18 and over)

OVER →








