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PEDIATRIC NEW PATIENT REGISTRATION

Patient Name ________________________ DOB _________  SS# ___________Phone (___) _________ 

Address, City, State, Zip ________________________________________________________________

How did you hear about us? _____________________________________________________________

                     Name              Date of Birth          Occupation/Employer      Work Phone         SS#

Father ________________________________________________________________________________

Mother _______________________________________________________________________________

Emergency Contact ______________________ Address and Phone ______________________________

(other than parents)                                                                   ______________________________

INSURANCE AND BILLING INFORMATION

Person Responsible (  ) Father  (  ) Mother  (   ) Other – Explain ________________________________

Billing Address ______________________________________________ Phone (___) _______________

Payment Required at Time of Service – unless other arrangements have been made.

ASSIGNMENT OF INSURANCE BENEFITS

I hereby authorize direct payment of surgical/medical benefits to Dr. Goridna, for services rendered 

by her in person or under her supervision. I understand that I am financially responsible for any 

balance not covered by my insurance. 

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

I hereby authorize Dr. Gordina to release any medical or incidental information, which can be 

necessary for either medical care or in processing applications for financial benefits. 

A photocopy of these assignments shall be as valid as the original.

PATIENT (Please Print) ________________________________________  Date _____________

PARENT/GAURDIAN (Please Print) _________________________    Signature _____________ 


