
 
Swift Creek Pediatrics                                                                                     
Registration Form             DATE: _____________ 

_____________________________________________     _________________________________________________           ____________ 

Printed Name                   Signature         Date 

 

PATIENT INFORMATION 
 

 

Patient Name: First___________________________________________ MI_________ Last________________________________________________________________ 
 

 

DOB:___________________________ Sex: □ M  □ F Preferred Language: □ English □ Spanish □ Other____________________________________  

Race: □ White □ Black/African American □ Asian □ American Indian/Alaska Native □ Native Hawaiian/Pacific Islander □ Declined    

Ethnicity: □ Not Hispanic/Latino   □ Hispanic/Latino □ Declined        

 

 

Address: ________________________________________________________Apt # _________ City_________________________St___________Zip _________________ 
 

PARENT INFORMATION 
 
Parent 1: First___________________________________________ Last____________________________________________________________ DOB:_______________ 
 
Relationship to patient: ______________________________________________ Biological Parent: □ Y  □ N  Resides with patient: □ Y  □ N  Custody of patient: □ Y  □ N   
 

 

Address: __________________________________________________________Apt # _________ City_________________________St_________Zip _________________ 
(if different from above) 
 
Phone:  Home____________________________________Cell______________________________________ Work_____________________________________________ 
 

 

Email address: ____________________________________________________________________________ Occupation: _______________________________________ 
 

Parent 2: First___________________________________________ Last____________________________________________________________ DOB:_______________ 
 
Relationship to patient: ______________________________________________ Biological Parent: □ Y  □ N  Resides with patient: □ Y  □ N  Custody of patient: □ Y  □ N   
 

 

Address: __________________________________________________________Apt # _________ City_________________________St_________Zip _________________ 
(if different from above) 
 
Phone:  Home____________________________________Cell______________________________________ Work_____________________________________________ 
 

 

Email address: ____________________________________________________________________________ Occupation: ______________________________________ 

EMERGENCY NOTIFICATION 
 

Name: ________________________________________________________________ Relationship to Patient: _________________________________________________ 
 

Phone:  Home____________________________________ Cell______________________________________ Work____________________________________________ 
 
INSURANCE INFORMATION 

 
Primary Insurance: ______________________________________________________ Policy #: _______________________________ Group #: ______________________ 
 
 
Subscriber Name: ______________________________________________________ Relationship to Patient ______________________________ DOB: ______________ 
 
Secondary Insurance: ___________________________________________________ Policy #: _______________________________ Group #: ______________________ 
 
 
Subscriber Name: ______________________________________________________  Relationship to Patient ______________________________ DOB: ______________ 
 

**Please note you will be required to provide your insurance card(s) for verification at every visit** 
 

I request the payment of insurance benefits to be made on my behalf to Swift Creek Pediatrics for any services furnished to my child by the physician(s) of SCP. I authorize 
any holder of medical information about my child to release to my insurance carrier any information needed to determine these benefits or benefits payable for related 
services. I understand that I am financially responsible for charges not covered by this authorization.  I agree that in the event my account must be turned over to an attorney 
and/or collection agency for collection, I will be responsible for collection agency fees, attorney fees, court costs and interest. 








