
New Patient Registration 

Patient Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

DOB: ☐☐/☐☐/☐☐☐☐ 

Address: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

City: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐  State: ☐☐   Zip: ☐☐☐☐☐ 

---------------------------------------------------------------------------- 

Please select the correct box with an X 

Sex: M ☐ : F ☐ 

Race: American Indian/ Alaska Native ☐ : Asian ☐ : 

 African American / Black ☐ : Caucasian / White ☐ : 

Hispanic ☐ : Native Hawaiian / Other Pacific Islander ☐ : 

Other ☐ : 

---------------------------------------------------------------------------- 

Primary Language ☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Primary Contact Number: ☐☐☐-☐☐☐-☐☐☐☐ 

Secondary Contact Number ☐☐☐-☐☐☐-☐☐☐☐ 

----------------------------------------------------------------------------
Previous PCP: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

PCP Phone: ☐☐☐-☐☐☐-☐☐☐☐ 



PCP Fax: ☐☐☐-☐☐☐-☐☐☐☐ 

----------------------------------------------------------------------------
How did you hear about us? Online ☐ : Friends/Family ☐ : 
Other : ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Which Location Will You Be Visiting? Williams Road ☐ : 
Barnesville ☐ : Thomaston ☐ : 13th Street ☐  

Does the patient have siblings that are patients here? 

Yes ☐ : No ☐: 

Siblings Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Parent Information 

Mothers Name : ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

SSN: ☐☐☐☐☐☐☐☐☐  DOB: ☐☐/☐☐/☐☐☐☐ 

Address: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

City: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ Zip: ☐☐☐☐☐ 

Phone: ☐☐☐-☐☐☐-☐☐☐☐ Work: ☐☐☐-☐☐☐-☐☐☐☐ 

Employer: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

----------------------------------------------------------------------------
Father’s Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

SSN: ☐☐☐☐☐☐☐☐☐  DOB: ☐☐/☐☐/☐☐☐☐ 

Address: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 



City: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ Zip: ☐☐☐☐☐ 

Phone: ☐☐☐-☐☐☐-☐☐☐☐ Work: ☐☐☐-☐☐☐-☐☐☐☐ 

Employer: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

----------------------------------------------------------------------------
Emergency Contact Name: 
☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Phone: ☐☐☐-☐☐☐-☐☐☐☐ 

Relationship to patient: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

----------------------------------------------------------------------------
Pharmacy Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Location: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Patient Portal Communication 

 ☐ : YES, I want Zoe pediatrics to communicate my children’s 
information with me through a secure patient portal system 
that is designed to keep medical information safe. You will 
be notified by email when these is secure information for you 
to review. The email will provide a link that will take you to 
your patient portal. After clicking the link, you will be 
required to log in and enter a password to access your 
information. 

☐ : No, I do not want Zoe pediatrics to use electronic 
communication as a way to communicate my children's 



information to me. I understand that copies of lab results, 
physician statements, and shot records I request to be 
printed, faxed, may incur a fee. 

Email: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Insurance Information 

Policy Holder Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Insurance Company: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Address: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Phone: ☐☐☐-☐☐☐-☐☐☐☐ Effective Date: ☐☐-☐☐-☐☐☐☐ 

Subscriber Number: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Group Number: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Secondary Insurance 

Policy Holder Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Insurance Company: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Address: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Phone: ☐☐☐-☐☐☐-☐☐☐☐ Effective Date: ☐☐-☐☐-☐☐☐☐ 

Subscriber Number: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Group Number: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 



 

Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Signature:_____________________________ 

Date: ☐☐-☐☐-☐☐☐☐ 

Self ☐: Parent ☐: Legal Guardian ☐: Please check “X” one. 

 

Cell Phone Authorization : I hereby authorize Zoe Pediatrics 
to leave a message regarding appointments or tests at my 
residence or cell phone.  

Yes ☐ : No ☐ 

Authorization To Send Appointment Reminders : I hereby 
authorize Zoe Pediatrics to send appointment reminders or 
other alerts via txt message or automated voice message. 

Yes ☐ : No ☐ 



Photo Consent: I hereby authorize Zoe Pediatrics to take my 
picture for my electronic medical record. 

Yes ☐ : No ☐ 

No Show Policy: 

 

Have you read and understood the no show policy? 

Yes ☐ : No ☐ 



Consent for continuing treatment of minor child 

Child Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

I the parent/guardian hereby consent to any diagnosis or or 
treatment rendered under the general or specific instructions 
of physicians at Zoe Pediatrics. This consent is given in 
advance of any specific diagnosis or treatment being 
required, and it is given to encourage those persons who have 
temporary custody of my child, and said physicians, to 
exercise their best judgement as to the requirements of such 
diagnosis or medical treatment. This consent shall remain 
effective until revoked in writing and delivered to said 
physician or to said persons entrusted with the custody, care, 
and control of said minor child. 

Yes ☐ : No ☐ 

----------------------------------------------------------------------------
People Authorized to bring child to medical appointments: 

Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 



I acknowledge that I have been given a copy of Zoe Pediatrics 
Notice of Privacy Practices Documentation. 

Yes ☐ : No ☐ 

Patient Medical History 

Patient Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

DOB: ☐☐/☐☐/☐☐☐☐ Age: ☐☐ 

Previous/Preferred Name: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Gender Idnetity: Male ☐: Female ☐: Other: ☐☐☐☐☐☐☐☐☐ 

Present Health Conditions: 
☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐
☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐
☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐
☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Allergies: 
☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐
☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐
☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐
☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Dentist: ☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Specialist Currently Visiting: 
☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐
☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 



Birthplace Hospital: 
☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Premature? Yes ☐: No ☐ 

Vaginal or C-Section? Vaginal ☐: C-Section ☐ 

History Of Development Delay? Yes ☐: No ☐ 

---------------------------------------------------------------------------- 

Past History “X” all that apply 

Asthma ☐: ADHD ☐:Eyeglasses ☐: Hearing Loss ☐: Vision 
Problems ☐: Autism ☐:Concussion ☐: Birth defects ☐: 
Allergies ☐: Broken Bones ☐: OT/PT Therapy ☐: Epilepsy ☐: 

Ear Tubes ☐: Tonsillectomy ☐: Adenoids ☐: None ☐ 

Hospitalization/ Surgery ☐ 

Family History 

Is the patient Adopted or in Foster Care? 

Yes ☐: No ☐ 

Any history in close relative (parents, siblings, grandparents) 
check all that apply. 

Asthma ☐: ADHD ☐:Eyeglasses ☐: Hearing Loss ☐: Vision 
Problems ☐: Autism ☐: Mental Health ☐: Autoimmune 
disorder ☐ : Concussion ☐: Birth defects ☐: Allergies ☐: 



Broken Bones ☐: OT/PT Therapy ☐: Epilepsy ☐: Heart 
Disease ☐: Hypertension ☐: None ☐: 

Other: 
☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐
☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐☐ 

Social History 

Parents: Living together ☐: Married ☐: Divorced/Separated 
☐. 

If school age what grade? ☐☐ 

Daycare/Afterschool program? Yes ☐: No ☐ 

Exposed To Tobacco? Yes ☐: No ☐ 

Pets In Home? Yes ☐: No ☐ 

Lead Exposure? Yes ☐: No ☐ 

Guns In Home? Yes ☐: No ☐ 

 

Thank you for filling out this form. If you would like a copy or 
to view our privacy policy/sms txt policy. Please visit 
www.zoepediatrics.com 


