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PATIENT/FAMILY REGISTRATION

Mother/ Guardian     DOB / /  SS #      
 Address    Home Phone                                                            
 City/State/Zip     Occupation   Cell Phone       
 Employer     Work Phone   Email:                                               
                                                             

Father/ Guardian   DOB / /  SS #      
 Address     Home Phone       
 City/State/Zip   Occupation   Cell Phone      
 Employer   Work Phone   Email:                                                
                                                                                                                                                                                            

Child                                           Sex:  � Male  � Female   DOB                      Child                                           Sex:  � Male  � Female   DOB                               
Child                                           Sex:  � Male  � Female   DOB                      Child                                           Sex:  � Male  � Female   DOB                              
Child                                           Sex:  � Male  � Female   DOB                      Child                                           Sex:  � Male  � Female   DOB                                

Children live with:  � Mother � Father  � Both Parents  � Guardian  
 
Emergency Contact Person:                                                                              Email:                                                                                                 
Relati onship                                                       Home Phone                                                   Cell  Phone     

Names of indi viduals, and relati onship, ( other than parents) who might be b ringing children in for  visit s and thei r cell  phone number.  
Please note that the pe rson bringing in the chi ld is responsible for  payment.
                                                                                                                                                                      
                     Name                                               Ce ll  phone                             Nam e                 Ce ll  phone

Who may we thank for referring you to us?                                                                 

Party responsible for  Payment of Medical Services: � Mother   � Father   � Both P arents   � Guardian

Insurance Informati on (you must p rovide us with a c opy of your current in surance card)
Insurance Company                                                               �  PPO      �  HMO  if HMO which                       

                                                                                     

Authorizati on of Treatment and  Assignment of Bene�Àts:
I authorize Mia Bella Pediatrics , to treat my child/children. I further authorize the release of medical information 
necessary for the completion of insurance forms, school & camp forms. I authorize payment directly to  Mia Bella Pediatrics, 
�I�R�U���D�Q�\���D�Q�G���D�O�O���P�H�G�L�F�D�O���R�U���V�X�U�J�L�F�D�O���E�H�Q�H�À�W�V���R�W�K�H�U�Z�L�V�H���S�D�\�D�E�O�H���W�R���P�H���X�Q�G�H�U���W�K�H���W�H�U�P�V���R�I���P�\���L�Q�V�X�U�D�Q�F�H�����,���D�O�V�R���D�I�À�U�P���W�K�D�W���,���Z�L�O�O���U�H�L�P�E�X�U�V�H��
Mia Bella Pediatrics for any payments my insurance company may have sent to me in erro r.  �,���X�Q�G�H�U�V�W�D�Q�G���W�K�D�W���,���D�P���À�Q�D�Q�F�L�D�O�O�\���U�H�V�S�R�Q-
�V�L�E�O�H���I�R�U���D�O�O���F�R���S�D�\�P�H�Q�W�V���D�Q�G���D�Q�\���F�K�D�U�J�H�V���Q�R�W���F�R�Y�H�U�H�G���X�Q�G�H�U���P�\���L�Q�V�X�U�D�Q�F�H���E�H�Q�H�À�W�V��  I also understand that I am responsible for advising 
Mia Bella Pediatrics of any and all changes to my insurance.  Payment of co-pays are due on date of service.  Failure to pay co-pay at 
that  time may result in an additional billing charge.  ���2�X�U���R�I�À�F�H requires 24 hours notice of appointment cancellation.  Failure to 
provide this notice will incur a cancellation fee.

Signature           Relationship                 Date                 
A photocopy of this authorization shall be considered as effective and valid as the original.


