
Stepfather 

 Lamorinda Pediatrics 

Patient Registration Form 

Your Child'sPediatrician Today's Date 

Child'sFull Legal Name Birthdate Male Female 

Child's nickname Home Phone 

Home Address Patient Cell phone 

City State Zip 

Business Address 

City State Zip 

Parent Cell phone 

Mother Father 

Parent Cell phone 

Mother Father 

Parent Name 

Address 

Birthdate 

email 

email contact is preferred 

sameas home address Single Divorced Remarried Widow(er) 

City State Zip 
Married Separated Domestic Partners 

Employer Occupation Work Phone 

Work Address City State Zip 

Parent Name 

Address 

Birthdate 

email 

email contact is preferred 

sameas home address Single Divorced Remarried Widow(er) 

City State Zip 
Married Separated Domestic Partners 

Employer Occupation Work Phone 

Work Address City State Zip 

Stepparent Name Stepparent Name 

Stepmother Stepmother Stepfather 

Sibling 
sister 

brother 

sister 

Stepsister 

Stepbrother 
Birthdate 

Stepsister 

Sibling 
brother Stepbrother Birthdate 

sister Stepsister 

Sibling 
brother Stepbrother Birthdate 

Insurance Group# Child's ID# 

Policy Holder (required) Pol. Holder Driver'sLic.# 

EmergencyContact (if parentscannot be reached) Phone # 

Nearest Relative (not living with you) Phone # 

Address City State Zip 

PreviousPhysician Address Phone 

SSN 

SSN 

Mother Father Guardian/Foster Parent 

Mother Father Guardian/Foster Parent 
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