
PEDIATRIC ASSOCIATES OF ROCHESTER HILLS, PC 

PLEASE PRINT AND COMPLETE ALL ENTERIES 

 

Patient Name_________________________________________________     M____   F____ 

Date of Birth_________________________ 

Address________________________________   City____________________   State________ 

Zip Code_____________  Home Phone_________________________________________ 

Father’s Name__________________________________________   Date of Birth___________ 

Address________________________________   City__________________   State__________ 

Zip Code_____________  Social Security #_________________________ 

Employer_______________________________  Address_______________________________ 

Work Phone_____________________________ 

Mother’s Name__________________________________________   Date of Birth__________ 

Address_________________________________   City_________________   State__________ 

Zip Code___________ Social Security #_________________________ 

Employer________________________________  Address______________________________ 

Work Phone_____________________________ 

In Case of an Emergency Contact__________________________   Phone_________________ 
Relationship to Patient 

 

Primary Insurance Name______________________   ID #______________________________ 

Name of Subscriber________________________________   Group______________________ 

Relationship to Patient_____________________________   Copay $_____________________ 

Effective Date:________________________ 

Comments____________________________________________________________________ 


