
 
TIMBER LANE PEDIATRICS 
Dear Parent: please fill out this form as completely as possible 

PATIENT INFORMATION 
 
Patient Name: _____________________________________________________________________________________ 

  Last    First    Middle 
 Sex:  M    F  Date of Birth: _____/_____/_____ Race: Unknown   African American    Asian    Caucasian  

Chinese    Filipino    Hispanic     Japanese     Native American    Native Hawaiian   Pacific Islander 

Street  Address: _____________________________________________________________    Hispanic # Yes  # No 

Mailing Address: _______________________________________________________   Primary Language_____________ 
City: _______________________________________ State: _______________________ Zip Code: __________________ 

Home Telephone: (________)________________    Patient’s Cell: __________________ 
…………………………………………………………………………………………………………………………………………….. 
 
Parent 1 : Relationship to patient ____________________________ Custody:  N/A     Y     N      Shared    

      First: _____________________________ Last: ________________________________ DOB: __________ 

          Address: Street: ____________________________________________________ Marital Status:   S    M   D   CU  P 

     Town: __________________________________ State: ___________________Zip Code: ___________ 

 Phone:    Home: ________________________Work: ___________________Cell: ____________________  

Social Security No. ___________________________      Email ____________________________________________ 

 Step-Parent _______________________________________________ 

Parent 2:  Relationship to patient _____________________________ Custody:   N/A     Y    N    Shared 

          First: ____________________________ Last: _______________________________ DOB: __________ 

              Address: Street: __________________________________________________ Marital Status:   S    M   D  CU  P 

   Town: __________________________________ State: ___________________Zip Code: ___________ 

 Phone:    Home: ________________________Work: ____________________Cell: ________________________ 

Social Security No. ___________________________  Email: ________________________________________________ 

 Step-Parent________________________________________________ 

Emergency Contact:: _____________________________ Relationship _______________Phone No. ________________ 

  Other Children               DOB    Name         DOB 

_______________________________        ____________          ______________________________     _____________ 

_______________________________         ____________         ______________________________     _____________ 

_______________________________         ____________         ______________________________     _____________ 

_______________________________         ____________         ______________________________     _____________ 

  Child’s Primary Physician: _________________________________________ 
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