
      Concord Children’s Clinic 
1040 Vinehaven Drive, Concord, NC 28025 
Phone (704)-784-1010; Fax (704)-784-1013 

www.concordchildrensclinic.com 

PATIENT REGISTRATION FORM 

PATIENT INFORMATION 

Patient Name ________________________________________________________________________ 
 (Last)    (First)                       (Middle Initial)              (Goes By) 

Date Of Birth _______________________________ Sex _________________ Age ________________ 

Social Security # ____________________________  

Race/Ethnicity ____________________________ Preferred Language __________________________ 
____________________________________________________________________________________ 

PARENTAL INFORMATION 
Mother/Legal Guardian’s Name _________________________________________________________ 

Date Of Birth _______________________________ Social Security #  __________________________ 

Mailing Address ______________________________________________________________________ 

City: ___________________________ State ____________________ Zip Code___________________ 

Cell Phone ____________________________ Alternate Phone ________________________________ 

Email ______________________________________________________________________________ 

Employer ___________________________________________________________________________ 

Marital Status       Single           Married        Divorced        Widowed  

       Stepmother (If applicable) 

……………………………………………………………………………………………………………… 

Father/Legal Guardian’s Name _________________________________________________________ 

Date Of Birth _______________________________ Social Security #  __________________________ 

Mailing Address ______________________________________________________________________ 

City: ___________________________ State ____________________ Zip Code___________________ 



Cell Phone ____________________________ Alternate Phone ________________________________ 

Email ______________________________________________________________________________ 

Employer ___________________________________________________________________________ 

Marital Status       Single           Married        Divorced        Widowed 

    

       Stepfather (If applicable) 

_________________________________________________________________________________________ 

Who does the child reside with? _______________________________________________________________ 

Who has legal custody of the child? ____________________________________________________________ 

Please provide any applicable legal documents. 

Who is responsible for medical bills? ___________________________________________________________ 

Which phone # should we list as your primary contact? _______________________  

Is it ok to leave a message at this #?  Yes       No

What is your preferred method of communication?  

Phone _________________________ Email _____________________________________________________ 

__________________________________________________________________________________________ 

EMERGENCY CONTACT (Other than parent- if applicable) 

Name _________________________ Relationship __________________ Phone # _______________________ 

Name _________________________ Relationship __________________ Phone # _______________________ 

Name _________________________ Relationship __________________ Phone # _______________________ 

Name _________________________ Relationship __________________ Phone # _______________________ 

__________________________________________________________________________________________ 

SIGNATURE OF PARENT/GUARDIAN  

Signature _____________________________________________________Date: ________________________ 
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