
Cape Fear Orthopaedic 
PEDIATRIC REGISTRATION FORM 

 
For Office Use Only 

Accident Status Y        N        A        W        B        O     Interviewers Initials____________________________ 

Account Type 01      02     03     04     05     06     08     09     11     13     14     16     17     21     23     25     26     27     28     30     31     34     35     37 

Patient Seen by Dr #_____________ Patient Problem_________________________________________________ DOI/Onset__________________________ 

  New Patient       New Problem      Annual Update      Ins Update      Address Change      Phone # Change CHART #___________________________ 

 
**NOTE:  A “Consent to Treat a Minor” form must be on file if the child is not accompanied by a parent or legal guardian** 
 
Patients’ Legal Name_______________________________________________________________   SSN _______________________ 
   (Last)    (First)   (MI) 

DOB: _____/_____/_______         Sex:  � Male   � Female     Age: ______ Home Phone ________________________________ 

Mailing Address_______________________________________________________________________________________________ 
    
Home Address__________________________________________________________________________________________________________ 

Mother’s Name_______________________________________________  Father’s Name________________________________________________ 

Mother Home/Cell Phone ________________________________  Father Home/Cell Phone _________________________________  
 

 (Please Note:  The “RESPONSIBLE PARTY” is the parent who SIGNS the registration paperwork) 

Responsible Party Name____________________________________ SSN__________________________  DOB________________ 

Responsible Party’s Employer Name_______________________________________________ Work Phone _____________________  

Employer Address_____________________________________________________________________________________________ 

Referring Physician_________________________________________________ City________________________________________ 

Primary Care (Family) Physician_______________________________________ City________________________________________ 
 
**EMERGENCY CONTACT: (Please give us the name of the person you would like us to contact in case of an emergency)** 
 
____________________________________________________________________________________________________________ 
(Name)       (Relationship)   (Phone Number) 
 
1.  Primary Insurance Information:   

Insurance Co. Name ______________________________________________________________ Effective Date_____________________________ 

Policy Holder’s Name_____________________________________________________ Sex: __M __F DOB___________________________ 

Pt’s Relationship to Policy Holder:  � Self     � Spouse     � Child Policy ID # ______________________________________________________ 

Policy Holder’s Employer Name/Address______________________________________________________ Group # ________________________ 

 
1.  Primary Insurance Information:   

Insurance Co. Name ______________________________________________________________ Effective Date_____________________________ 

Policy Holder’s Name_____________________________________________________ Sex: __M __F DOB___________________________ 

Pt’s Relationship to Policy Holder:  � Self     � Spouse     � Child Policy ID # ______________________________________________________ 

Policy Holder’s Employer Name/Address______________________________________________________ Group # ________________________ 

 
I hereby certify that the information provided above is complete and correct.  I authorize Cape Fear Orthopaedic 
Clinic, PA to submit claims and assign benefits, on my behalf, to my insurance company.  I agree to be financially 
responsible for services and materials not paid by my insurance benefit plan, unless the treating physician has a 
contractual agreement with my insurance plan prohibiting all or a portion of such charges.  To the extent permitted 
under applicable law, I authorize the release of any health information related to this claim. 
 
X___________________________________________________________________________ ________________________________________ 
     Signature of Parent or Legal Guardian      Date 
 
     FORM CONTINUES ON BACK SIDE……. 



As part of our efforts to comply with HIPAA Privacy Regulations, we ask that you please provide the name of family members or other 
persons, if any, to whom we may release information regarding your general medical condition, financial account, or who have permission 
to pick up information you have requested 
 
Name: ________________________________________________________________________ Relationship: _____________________________ 

Name: ________________________________________________________________________ Relationship: _____________________________ 

I have been given a copy of the Cape Fear Orthopaedic Notice of Privacy Practice, version effective 2/1/2010.  I 
consent to the uses and disclosures of my health information as outlined in the Notice. 
 

X___________________________________________________________________________ ________________________________________ 
     Signature of Patient or Representative      Date 

Representative is the: (   ) Parent or legal guardian of the patient, who is a minor  
   (   ) Guardian of the patient, who has been adjudicated incompetent. 
   (   ) Representative acting under a Durable Power of Attorney for Health Care or Advance Directive for the patient, and  
          has presented a copy of this document to Cape Fear Orthopaedic personnel. 
             Revised 2/2010 
 

 


