GHS UNIVERSITY MEDICAL GROUP

PEDIATRIC PATIENT INFORMATION

PATIENT INFORMATION

Full Name:

Preferred Name:

Last First Middle

Address:

Date of Birth:
Month / Day / Complete Year

SS#:

Sex (Male or Female) :

City, State, Zip:

County:

PO Box: (Required if applicable)

City, State, Zip:

Home Phone: ( )

Cell Phone: ( )

Preferred language:

Preferred Email:

Race:

Caucasian (white), Native American,
African-American (black), Latin, Asian, other

EMERGENCY CONTACT (other than parent(s)/guardian)

Name:

Address:

City, State, Zip:

Relationship:

Home Phone: ( )
Cell Phone: ( )
Work Phone: ( )

PARENT/GUARDIAN & IMMEDIATE FAMILY INFORMATION
MOTHER

Full Name:

Last First Middle

Maiden Name:

Preferred Name:

Date of Birth:
Month / Day / Complete Year

Address:
if different from patient
SS#:
City, State, Zip: Home Phone: ( )
Cell Phone: ( )
Employer:
Work Phone: ( )
FATHER
Full Name: Preferred Name:
Last First Middle
Date of Birth:
Month / Day / Complete Year
Address:
if different from patient
SS#:
City, State, Zip: Home Phone: ( )
Cell Phone: ( )
Employer:
Work Phone: ( )

[BROTHERS, SISTERS, & OTHER FAMILY MEMBERS

Full Name MorF Date of Birth

Relationship Lives with child






