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New Patient Registration / Information Update Form

Note: You may need to Enable Active Content in your MS Word Options which allows you to enter your data directly into this form. This form can also be completed online at www.lexpeds.com/form-register.html

	1.Parent/Guarantor Information (insurance card subscriber) 

	First Name* 
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	Middle
Name: 
	[image: image14.wmf]




	Last
Name* 
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	Suffix: 
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	Year of
Birth: 
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	Home
Phone* 
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	Email: 
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	[image: image20.wmf]
	Check here if you are a new patient family with our practice and are registering online. 
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	Check here if you are an existing patient family with our practice and you are only updating your contact information. 

	[image: image22.wmf]
	Check here if you are an existing patient family and are adding a child to our practice. 


	Note: Address fields can not include special characters such as $#%.-+&@() etc 

	Street
Address: 
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	City: 
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	State: 
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	Zip: 
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	Note: All phone fields can include explanatory text like "ext 234" or "cell" or "daytime only". 

	Work
Phone: 
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	Cell
Phone: 
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	New Home
Phone: 
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	Employer: 
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	Occupation: 
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	If you are an existing patient family and have finished with updating your information, click here to go to the bottom of this form to hit the SUBMIT button. 


	2.Parent/Spouse/Guardian Information 

	First
Name: 
	[image: image32.wmf]


	Middle
Name: 
	[image: image33.wmf]




	Last
Name: 
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	Suffix: 
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	Year of
Birth: 
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	Home
Phone: 
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	Email: 
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	[image: image39.wmf] Check here if same address and home phone as Guarantor above. (You may skip address below.) 

	Note: Address fields can not include special characters such as $#%.-+&@() etc 

	Street
Address: 
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	City: 
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	State: 
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	Zip: 
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	Note: All phone fields can include explanatory text like "ext 234" or "cell" or "daytime only". 

	Work
Phone: 
	[image: image44.wmf]


	Cell
Phone: 
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	Employer: 
	[image: image46.wmf]



	Occupation: 
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	If you are an existing patient family and have finished with updating your information, click here to go to the bottom of this form to hit the SUBMIT button. 


	3.Patient Information 

	First
Name* 
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	Middle
Name: 
	[image: image49.wmf]



	Last
Name* 
	[image: image50.wmf]


	Suffix: 
	[image: image51.wmf]



	Preferred
Name: 
	[image: image52.wmf]


	Email: 
	[image: image53.wmf]



	Date of
Birth* 
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	Gender* 
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	(mm/dd/yyyy) 
	Desired
Provider* 
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Palant
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	Hospital
of Birth: 
	[image: image60.wmf]


	Country
of Birth: 
	[image: image61.wmf]




	[image: image62.wmf] Check here if same address as Guarantor. (You may skip address below.) 

	[image: image63.wmf] Check here if same address as Guardian. (You may skip address below.) 

	[image: image64.wmf] Check here if patient lives separately. 

	Note: Address fields can not include special characters such as $#%.-+&@() etc 


	Home
Phone: 
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	Street
Address: 
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	City: 
	[image: image67.wmf]



	State: 
	[image: image68.wmf]


	Zip: 
	[image: image69.wmf]




	Note: All phone fields can include explanatory text like "ext 234" or "cell" or "daytime only". 

	Work
Phone: 
	[image: image70.wmf]


	Cell
Phone: 
	[image: image71.wmf]




	Please check all appropriate boxes below: 

	[image: image72.wmf]Child is 24 months old or younger.
[image: image73.wmf]Child is older than 24 months. (skip section 6.) 
	[image: image74.wmf]Child is not adopted.  
[image: image75.wmf]Child is adopted.

	
	Date of Adoption:[image: image76.wmf]



	  Patient relationship to Guarantor
	Where did your child live prior to adoption? 

	 [image: image77.wmf]

Child


	[image: image78.wmf]Foster Home   [image: image79.wmf]Orphanage  [image: image80.wmf]Biological Family

	  
	List any notable circumstances or medical issues prior to adoption. 
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	4.Emergency Contact Information (in addition to names above) 

	Full Name: 
	[image: image82.wmf]



	Address: 
	[image: image83.wmf]




	City: 
	[image: image84.wmf]


	State: 
	[image: image85.wmf]


	ZIP: 
	[image: image86.wmf]




	Home
Phone: 
	[image: image87.wmf]


	Work
Phone: 
	[image: image88.wmf]



	Cell
Phone: 
	[image: image89.wmf]


	Relation
To Patient: 
	[image: image90.wmf]




	5.Family Medical History 

	General Health
of Parent/Guarantor: 
	[image: image91.wmf]




	
	

	General Health
of Parent/Spouse: 
	[image: image92.wmf]




	
	


	  

	Please indicate if you (the patient's parents) or someone in your extended family has had any history of the following conditions, and provide any brief comment. 

	Asthma 
	[image: image93.wmf]


	Eczema 
	[image: image94.wmf]



	Food
Allergy 
	[image: image95.wmf]


	Medicine
Allergy 
	[image: image96.wmf]



	Hayfever 
	[image: image97.wmf]


	Other
Allergy 
	[image: image98.wmf]



	  

	Heart
Disease 
	[image: image99.wmf]


	Blood
Disease 
	[image: image100.wmf]



	Cancer 
	[image: image101.wmf]


	Diabetes 
	[image: image102.wmf]



	Tuberculosis 
	[image: image103.wmf]


	Rheumatic
Fever 
	[image: image104.wmf]



	  

	Kidney
Disease 
	[image: image105.wmf]


	Convulsions
Epilepsy 
	[image: image106.wmf]



	Mental Illness 
	[image: image107.wmf]


	Rare/Unusual
Disease 
	[image: image108.wmf]



	Neurological
Illness 
	[image: image109.wmf]


	
	

	  
	
	
	

	Please describe any other pertinent family medical history item not mentioned above. 

	[image: image110.wmf]






	6.Patient Medical History (children 24 months old and younger) 

	Note: Please complete the following questions as best as you can, or provide other medical documents to us from your physician or hospital [image: image111.png]


or by mail or fax or by records transfer request which contain the requested information below. You can also bring the documents with you to your first visit. 


	APGAR Test Results: 
	[image: image112.wmf]


	Duration of
Pregnancy: 
	[image: image113.wmf]



	Birth Weight: 
	[image: image114.wmf]


	Birth
Length: 
	[image: image115.wmf]



	Medications During Pregnancy: 
	[image: image116.wmf]




	During the mother's pregnancy, please indicate if she had any of the following complications or activities. Give detail as necessary. 


	High Blood
Pressure 
	[image: image117.wmf]


	Severe
Vomiting 
	[image: image118.wmf]



	Premature
Labor 
	[image: image119.wmf]


	Infections Needing
Antibiotics 
	[image: image120.wmf]



	Tobacco Use 
	[image: image121.wmf]


	Alcohol Use 
	[image: image122.wmf]



	Illegal
Drug Use 
	[image: image123.wmf]


	Heavy
Bleeding 
	[image: image124.wmf]



	Depression 
	[image: image125.wmf]


	Other
Explain: 
	[image: image126.wmf]






	During birth, delivery, or in the newborn period, please indicate if this baby had any of the following complications. Give detail as necessary. 

	Jaundice 
	[image: image127.wmf]


	Difficulty
Breathing 
	[image: image128.wmf]



	Premature
Birth 
	[image: image129.wmf]


	Heart
Murmur 
	[image: image130.wmf]



	Trauma/
Injuries 
	[image: image131.wmf]


	Surgeries 
	[image: image132.wmf]



	Seizures 
	[image: image133.wmf]


	Other
Explain: 
	[image: image134.wmf]






	During this child's newborn period, please indicate their feeding and digestive routine. Give detail as necessary. 

	Bottle or
Breast Fed: 
	[image: image135.wmf]


	For How
Long: 
	[image: image136.wmf]



	Does formula easily satisfy?: 
	[image: image137.wmf]



	Is diet and appetite satisfactory?: 
	[image: image138.wmf]



	Has weight gain been normal?: 
	[image: image139.wmf]




	Vitamins Use 
	[image: image140.wmf]


	To What Age? 
	[image: image141.wmf]



	Flouride Use 
	[image: image142.wmf]


	To What Age? 
	[image: image143.wmf]



	Iron Use 
	[image: image144.wmf]


	To What Age? 
	[image: image145.wmf]



	Other
Medications: 
	[image: image146.wmf]




	
	


	In this section, please indicate at roughly what age this child performed the following developmental tasks. Give detail as necessary. 

	Sits Unaided 
	[image: image147.wmf]


	Walks Unaided 
	[image: image148.wmf]



	Speaks
more than
Mama/Dada 
	[image: image149.wmf]


	Gets Dressed Unaided 
	[image: image150.wmf]



	Toilet Trained
During The Day 
	[image: image151.wmf]


	Toilet Trained
At Night 
	[image: image152.wmf]




	7.Patient Medical History (all children) 

	Note: Please bring your vaccination administration record with you to your appointment. 

	Note: Please complete the following questions as best as you can, or provide other medical documents to us from your physician or hospital [image: image153.png]


or by mail or fax or by records transfer request which contain the requested information below. You can also bring the documents with you to your first visit. 

	Describe the general health condition
of this patient: 
	[image: image154.wmf]






	Please indicate if any of the following relate to this patient. Give detail as necessary. 

	Hospitalizations (describe) 
	[image: image155.wmf]




	Surgeries (describe) 
	[image: image156.wmf]





	Medicine Allergy 
	[image: image157.wmf]


	
	

	  

	Heart Problems 
	[image: image158.wmf]


	Bleeds Easily 
	[image: image159.wmf]



	Trouble Gaining Weight 
	[image: image160.wmf]


	Trouble Losing Weight 
	[image: image161.wmf]



	Stomachaches 
	[image: image162.wmf]


	Recurrent Constipation 
	[image: image163.wmf]



	Recurrent Vomiting 
	[image: image164.wmf]


	Recurrent Diarrhea 
	[image: image165.wmf]



	  

	Frequent Coughs, Colds or Croup 
	[image: image166.wmf]


	Frequent Ear Infections 
	[image: image167.wmf]



	Bronchitis 
	[image: image168.wmf]


	Pneumonia 
	[image: image169.wmf]



	  

	Chronic Skin Problems 
	[image: image170.wmf]


	Hives 
	[image: image171.wmf]



	Asthma 
	[image: image172.wmf]


	Eczema 
	[image: image173.wmf]



	Food
Allergy 
	[image: image174.wmf]


	Other
Allergy 
	[image: image175.wmf]



	Hayfever 
	[image: image176.wmf]


	Wheezing 
	[image: image177.wmf]



	  

	Convulsions/ Fainting 
	[image: image178.wmf]


	Dizziness 
	[image: image179.wmf]



	Headaches 
	[image: image180.wmf]


	
	

	  

	Trauma/ Injuries 
	[image: image181.wmf]


	Broken Bones 
	[image: image182.wmf]



	Joint or Leg Pain 
	[image: image183.wmf]


	Orthopedic Issues 
	[image: image184.wmf]



	  

	Trouble Hearing 
	[image: image185.wmf]


	Trouble Seeing 
	[image: image186.wmf]



	Trouble with Teeth 
	[image: image187.wmf]


	
	

	  

	Bed Wetting 
	[image: image188.wmf]


	Urinary Difficulty 
	[image: image189.wmf]



	Vaginal Discharge 
	[image: image190.wmf]


	Menstrual
Difficulty 
	[image: image191.wmf]



	Kidney Infections 
	[image: image192.wmf]


	
	

	  

	Left or Right
Handedness 
	[image: image193.wmf]


	Speech Issues 
	[image: image194.wmf]



	School/Learning
Issues 
	[image: image195.wmf]


	Physical Disabilities 
	[image: image196.wmf]



	Developmental Delay 
	[image: image197.wmf]


	Behavior Problems 
	[image: image198.wmf]



	
	Other
Explain: 
	[image: image199.wmf]








	Other Comment: 
	[image: image200.wmf]



	
If you would like to submit information for additional children patients, hit SUBMIT below, then, when you are viewing your submission confirmation page, hit the BACK button on your browser to bring you back to this page where you can change the patient information while retaining your parent contact information. 

	
You will be asked to review the information you have provided and to sign this form when you arrive for your first appointment. 

You must bring your health insurance card with you for your first visit with us. 

	

	_______________________________
________________

Parent or Guardian Signature 
Date [image: image201.png]
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