
SHOREVIEW PEDIATRICS, S.C.
PATIENT REGISTRATION 

DATE__________________________________________

Children's Full Names/Nickname if any Sex Date of Birth
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
Live with:  Both parents____________ Parent#1_____________ Parent#2__________  Other________

Parent #1 name: __________________________________SS#______________ D.O.B__________ SEX M or F
Parent #1 address________________________________________________ 
City_________________Zip____________Home phone__________________ Cell phone__________________
Work phone_________________________
Employer_________________________________________________ Occupation_______________________

Parent #2 name: ___________________________________SS#________________D.O.B_____ SEX M or F
Parent #2________________________________________________ 
City_________________Zip____________Home phone__________________ Cell phone__________________
Work phone_________________________
Employer_________________________________________________ Occupation_______________________

Nearest friend/relative/ emergency contact______________________________________________________
Phone number______________________________________________________________________________

Primary insurance ____________________________________Group#________________________________
ID#__________________________________ Subscriber____________________________________________
Secondary insurance__________________________________Group#_________________________________
ID#__________________________________ Subscriber____________________________________________

ASSIGNMENT OF INSURANCE BENEFITS
The undersigned hereby authorizes the release of any information relating to all claims for benefits submitted 
on behalf of myself and/or dependents. I further expressly agree and acknowledge that my signature on this 
document authorizes my physician to submit claims for benefits, for services rendered or for services to be 
rendered, without obtaining my signature on each and every claim to be submitted for myself and/or 
dependents, and that I will be bound by this signature as though the undersigned had personally signed the 
particular claim. 

I (Name of the insured/guardian)_______________________________ hereby authorize my insurance 
company to pay and hereby assign directly to Shoreview Pediatrics, S.C. all benefits, if any, otherwise payable 
to me for his/her services as described on the attached forms.  I understand I am financially responsible for all 
charges incurred. I further acknowledge that any insurance benefits, when received by and paid to Shoreview 
Pediatrics, S.C. will be credited to my account, in accordance with the above said assignment. 

X_________________________________________________________  ______________/________/_______
Authorized Signature of Subscriber  Date 
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