DEER PARK PEDIATRICS
590 Nicolls Road

Deer Park, New York 11729
(631) 242-7171

Today’s Date __/__/____
NAME ___________________________________________Jr. __or Sr.__ Male __Female__
ADDRESS _______________________________________________________________
HOME PHONE (____________ ) WORK PHONE(_______________) Data of Birth __/__/__
MOTHER’S NAME:______________________FATHER’SNAME:_______________________
INSURANCE INFORMATION
HMO____ PPO____ POS___ Managed Care____
Insurance Company Address_________________________________________
Name of Policy Holder ________________________Relationship to Patient______________

Insured’s Date of Birth ___________ Insured’s Social Security Number__________________
Employer_____________________________________________________________
Employer’s Address ____________________________________________________
Insurance ID Number ____________________ Group No.___________ Union No._________
What is your co-payment?
$_____________

MEDICAL INFORMATION 

NEWBORN INFORMATION:
WEIGHT ________________ HEIGHT_____________
HOSPITAL NAME:_____________________________  TYPE of DELIVERY_________
BREAST_________ OR FORMULA______ 
ANY ALLERGIES TO FOODS OR DRUGS_______________________________________

List any MEDICATIONS that you are taking_______________________________________

Describe any Conditions that the Doctor should know about:___________________________
___________________________________________________________________________
List any Surgical procedures that your child has undergone____________________________
___________________________________________________________________________
Does your child have diabetes?________ or asthma?_______
ADDITIONAL SIBLING INFORMATION:
NAME_____________________________ DATE OF BIRTH __/___/____
NAME_____________________________ DATE OF BIRTH __/___/____
NAME_____________________________ DATE OF BIRTH __/___/____
ADDITIONAL INFORMATION:___________________________________________________

___________________________________________________________________________
