
 
 

Patient Information Sheet for Minor 
(Under 19 Years of Age) 

 
Patient Name ______________________________________________________ Date __________ 
  First   Middle      Last 
 
Address _________________________________________________________________________ 
  Street    City   State   Zip 
 
Home Phone _____________________________  Social Security # _________________________ 
 
Date of Birth ________________  Age __________  Sex [  ] M  [  ] F 
 
With whom does patient reside? ______________________________________________________ 
 
Full Time Student  [   ] Yes   [   ]  No                    School ___________________________________ 
 
Referred by:  [   ] Physician  [   ] Hospital [   ] Friend   [   ] Relative 
[  ] Other  Who?  _______________________________ 
 
Primary Care Physician _____________________________________________________________ 
------------------------------------------------------------------------------------------------------------------------- 
Father 
Name ___________________________________________  Home phone ____________________ 
 
Address _________________________________________________________________________ 
  Street    City   State   Zip 
Employer _______________________________________ Work phone ______________________ 
 
Date of Birth ________________________   Social Security # _______________________ 
 
Mother 
Name ___________________________________________  Home phone ____________________ 
 
Address _________________________________________________________________________ 
  Street    City   State   Zip 
Employer _______________________________________ Work phone ______________________ 
 
Date of Birth ________________________   Social Security # _______________________ 
 
Emergency Contact __________________________   Phone Number ________________________ 
 
Relationship to patient ___________________________ 


