
 

 

Patient Information - Child 

Patient’s name: _________________________________    Date of appointment:  ____________      
Gender: ___ F    ___ M        Date of birth:  _________________             Age:  _______________      
Form completed by (if someone other than client):    ____________________________________ 
Address:  ______________________________________________________________________                 
City:  ___________________________        State:  ________________    Zip:  ______________      
Phone (home):  ________________  (work):  _________________   (cell):  _________________  
Email: ___________________________________________     
School:  _________________________________________       Grade:  ____________________  

Guardian/Emergency Contact Information   
Patient’s Mother/Guardian  
Name:  ________________________________     DOB:  ________________  Age:  __________      
Address if different than above:  ____________________________________________________                
Occupation:  _____________________________________________           FT  ____      PT ____ 
Where employed:  ___________________________________    Work phone:  ______________     

Patient’s Father/Guardian  
Name:  ________________________________     DOB:  ________________  Age:  __________      
Address if different than above:  ____________________________________________________                
Occupation:  _____________________________________________           FT  ____      PT ____ 
Where employed:  ___________________________________    Work phone:  ______________     

Patient’s Siblings and Others Who Live in the Household  
Names        Relationship    Age    Gender    
______________________________________________________________________________         
______________________________________________________________________________         
______________________________________________________________________________         
______________________________________________________________________________         
______________________________________________________________________________               
______________________________________________________________________________         

Referred by:  _______________________________   Family Doctor:  _____________________       
Current medications and reason: ____________________________________________________          
______________________________________________________________________________ 
           
Health or medical issues:  _________________________________________________________         
           
Primary concern that brings you in:  ________________________________________________         
______________________________________________________________________________
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