
2. Registration Form 

Patient Information 

Child’s Name: Last Name: ________________________ First Name: _____________________ MI: _____ 

Date of Birth (MM/DD/YYYY) ____________________ Age: _______    Sex: □ Male □ Female 

Child’s Address: 

 

 

Preferred Pharmacy: ___________________________ Pharmacy Phone No: ____________________ 

 

Student Grade: ___________________   

 

Parent/Guardian Information:  

Name of Mother: ____________________________________________ Home Phone: ______________  

Work Phone: ________________________  Cell Phone: ____________________________ 

Mother’s Email Address: ________________________________________________________________ 

 

Name of Father: ___________________________________________ Home Phone: ________________  

Work Phone: _______________________  Cell Phone: _____________________________ 

Father’s Email Address: _________________________________________________________________ 

 

Name of Other Guardian: ___________________________________ Home Phone: _________________  

Work Phone: ______________________  Cell Phone: ______________________________ 

Other Guardian’s Email Address: __________________________________________________________ 

 

Best Emergency Contact (if the above can’t be reached): _____________________________________  

Relationship to child: _____________________________  Phone: _________________________ 



Insurance Information: I hereby give my permission for Penn Highlands Healthcare to bill my 

insurance as follows: 

Primary Insurance Information  

Insurance Name: _______________________________________________________________________ 

Insurance Address: _____________________________________________________________________ 

Insurance Phone: ______________________________________________________________________ 

Policy Holder Name: ____________________________________________________________________ 

Policy Holder’s Relationship to Child: _______________________________________________________ 

Policy Holder Date of Birth (MM/DD/YYYY): _________________________________________________ 

Insurance ID: __________________________________________________________________________ 

Group Number: ________________________________________________________________________ 

 

Secondary Insurance Information  

Insurance Name: _______________________________________________________________________ 

Insurance Address: _____________________________________________________________________ 

Insurance Phone: ______________________________________________________________________ 

Policy Holder Name: ____________________________________________________________________ 

Policy Holder’s Relationship to Child: _______________________________________________________ 

Policy Holder Date of Birth (MM/DD/YYYY): _________________________________________________ 

Insurance ID: __________________________________________________________________________ 

Group Number: ________________________________________________________________________ 
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