
Asthma Allergy Centre – Tigard, Beaverton, Newberg, McMinnville 
 

 
 Pediatric Patient Registration 

 
Confidential Patient Information 

Date 
-            - 

Child’s Legal Name  Child’s Birthdate 

Father’s Name  -              - 

Father’s Address  Father’s Birthdate 
            -          -  

City/State/Zip  Home # 
            -          - 

Father’s Occupation Father’s Employer/Employer’s Address Work/Cell # 
              -           - 

Father’s SSN Father’s Driver’s License #/State   
       -       -  
   
Mother’s Name  Mother’s Birthdate 

            -             - 
Mother’s Address  Home # 

          -           - 
City/State/Zip  Work/Cell # 

          -           - 

Mom’s Occupation Mother’s Employer/Employer’s Address Employer’s # 
            -           - 
Mother’s SSN Mother’s Driver’s License #/State Name Of Parent   
        -        -  Financially Responsible  

 Person To Notify In Case Of Emergency (not 
living w/child) 

For Medical Bills: 

Name   
          Contact #  

Home Address           -            - 

City/State/Zip   

 
RESPONSIBLE PARTY SIGNATURE: __________________________________Date:_________________ 

Annual Information Update (please initial and date annually in no changes) 
 
Date/Initial                          Date/Initial                         Date/Initial                        Date/Initial                         Date/Initial 
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