
 

 
• We bill your insurance company as a courtesy to you. It is your responsibility to know your benefits, and you are ultimately 

responsible for payment if a service is not covered. Please be prepared to make a payment or co-payment  
at the time of service. Thank you           

Revised August 16, 2004 

PATIENT REGISTRATION   Date: ________________ 
ROCKY MOUNTAIN PEDIATRIC HEMATOLOGY ONCOLOGY     
 
Patient First Name: ___________________ Last Name: ____________________Nickname: ________________ 
 
Address: ____________________________________City___________________________State:___________  
 
Zip: ____________Home phone:_________________Birthdate_______________Age____________________ 
 
Male_______Female________ SSN_______________________________________ Race__________________________________ 
 
Ethnicity _____________________________________________  Preferred Language ____________________________________ 
 
**Female Caregiver/Guardian:                    Relationship to child if not biological mother: _____________ 
Name (First, Last)____________________________________________________Birthdate_______________ 
Address___________________________________________________________________________________ 
City, State, Zip______________________________________________________SS#____________________ 
Home phone__________________________________Cell phone_____________________________________ 
Email:_______________________________________Occupation: ___________________________________ 
 
**Male Caregiver/Guardian:                        Relationship to child if not biological father: _____________  
Name (First, Last)________________________________________________Birthdate___________________ 
Address___________________________________________________________________________________ 
City, State, Zip______________________________________________________SS#____________________ 
Home phone_________________________________Cell phone______________________________________ 
Email______________________________________ Occupation:____________________________________ 
 
Emergency Contact:     Name:__________________________________   Phone:_______________________ 
 
Pharmacy:   Name: __________________________________________     Phone: ______________________ 
***********************Referring/Primary Care Physician Information:*************************  
 
Physician - Name: _____________________________ Name of Practice______________________________ 
Phone #________________________________ Fax Number: ___________________________ 
Address____________________________________________ 
 
How did you hear about our practice? Primary Care Physician(    )  Website(    )  Friend(    )  Advertisement (    )  

Dex/Yellow Pages(    )   Other:_____________ ___________________ 
 
Group Health Insurance Information  
 
Primary Insurance Name: ______________________ Customer Services Phone#._________________________ 
Policy Holder Name: _______________________________ SSN: _________________ DOB: ______________  
 Group/Policy #: ________________________________ ID Number: _________________________________ 
 
Secondary Insurance Name: __________________________ Customer Service Phone #__________________  
Policy Holder Name: ____________________________ SSN: ____________________ DOB: ______________  
Group/Policy #: ________________________________ ID Number: _________________________________ 
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