
Rocky Mountain Pediatric Surgery 
Patient Registration 

________________________________________________________________________________________________________________________ 
Patient’s Information: 
Patient’s Name (Last) ________________________ (First) ______________________ Middle:_____________ 
DOB: ________________Age:________________ Male:        Female: 
Address: __________________________________________________________________________________________ 
                    (Street)                                                                                               (City)                                                  (State)                            (Zip) 
Phone: _____________________________ SS#_____________________________ 
 
Mother’s Information: 
Mother’s Name (Last) __________________________ (First) _________________________ Middle: ________________ 
DOB: ________________  EMAIL ADDRESS: __________________________________________________________ 
Address: __________________________________________________________________________________________ 
                    (Street)                                                                                               (City)                                                  (State)                            (Zip) 
Phone: _____________________________ Cell: _________________________ SS#_____________________________ 
Employer’s Name: __________________________________________Employer’s Phone: ________________________ 
 
Father’s Information: 
Father’s Name (Last) __________________________ (First)__________________________ Middle:_________________ 
DOB: _______________ EMAIL ADDRESS: ____________________________________________________________ 
Address: __________________________________________________________________________________________ 
                    (Street)                                                                                               (City)                                                  (State)                            (Zip) 
Phone: _____________________________ Cell: _________________________ SS#_____________________________ 
Employer’s Name: __________________________________________Employer’s Phone: ________________________ 
 
Primary Care/Pediatrician Physician’s Information: 
Physician’s Name:  __________________________________Practice Name: ___________________________________ 
Address: __________________________________________________________________________________________ 
                    (Street)                                                                                               (City)                                                  (State)                            (Zip) 
Phone: ________________________ Fax: _____________________  
 
***Referring Physician’s Information:    (If different from above.) 
Physician’s Name:  __________________________________Practice Name: ___________________________________ 
Address: __________________________________________________________________________________________ 
                    (Street)                                                                                               (City)                                                  (State)                            (Zip) 
Phone: ________________________ Fax: _____________________  
 
Primary Insurance Information: 
Insurance Name: ___________________________________ Customer Service Phone#:___________________________ 
ID#: _____________________________________________ Group #: ________________________________________ 
Claims Address:____________________________________________________________________________________ 
                    (Street)                                                                                               (City)                                                  (State)                            (Zip) 
Name of Insured: __________________________________ DOB: __________________SS#:______________________ 
Insured’s Employer: _______________________________________ Employer Phone #: _________________________ 
 
Secondary Insurance Information: 
Insurance Name: ___________________________________ Customer Service Phone#:___________________________ 
ID#: _____________________________________________ Group #: ________________________________________ 
Claims Address:____________________________________________________________________________________ 
                    (Street)                                                                                               (City)                                                  (State)                            (Zip) 
Name of Insured: __________________________________ DOB: __________________SS#:______________________ 
Insured’s Employer: _______________________________________ Employer Phone #: _________________________ 
 
I agree that the information supplied on this form is accurate and up-to-date to the best of my knowledge. 
Patient (or Responsible Party) Signature: ___________________________________________ Date: _______________ 


