
Auburn Pediatrics, PLLC 
75 Genesee Street Auburn, NY 13021  Phone (315) 255-2255 

 
 

Patient Information Form 
 
Child’s Name:_______________________________________________________________ 
                                  First                                      MI                                                        Last 
DOB ____/____/____         SS# ______-______-______              male/female (please circle)  
 
Father’s Name:_______________________________________________________________ 
Father’s Social Security #_____-_____-_____  DOB _____/_____/_____ 
 
Mother’s Name: _______________________________________________________________ 
Mother’s Social Security #______-______-______  DOB______/______/______ 
 
Home Address:________________________________________________________________ 

Street                                Town                   State             Zip Code 
Home Phone:________________________ 
Mother Cell: ______________________ Father Cell: ________________________ 
 
Father’s Employer:__________________________________ Phone :____________________ 
 
Mother’s Employer:__________________________________Phone:_____________________ 
 
Insurance Information: _________________________________________________________ 
ID#_______________________ Group #__________________ Copay:___________________ 
 
 
Emergency Contact:_____________________ Relation:______________ 
Phone:____________ 
 
 
I understand that my insurance company may not pay for some procedures, due to the 
diagnosis reported by the physician.  If the insurance denies payment, I agree to be personally 
responsible for the charges. 
 
  
 _________________________________________________________ 
  Signature     Date 


