
 
 

PATIENT REGISTRATION 
 

Date _________           Service requested    PT ____    OT ____      

 

Patient Name______________________________ DOB______________ 

Address ____________________________ City_________________ Zip___________ 

Parent/Caregiver Name__________________________________ 

Home # ___________________ Cell # ________________ Alternate #________________ 

 

Email Address: ____________________________________________________ 

 

Emergency/Alternate Contact__________________________________ 

Relationship____________________ Phone #_____________________ 

 

Child Service Coordinator ____________________________Phone#_____________ 

 

Primary Pediatrician ________________________________ Phone #_____________ 

Primary diagnosis______________  Secondary diagnosis______________ 

 

Medicaid or NC Healthchoice Information 

Medicaid Id #____________________________ Carolina Access Dr. _____________________  
 

Private Insurance Information  

Insurance Company Name ______________________________________ 

Subscriber ID ________________________Group #__________________ 

Primary Card Holder ___________________________Primary Cardholder B-day__________ 

Employer ___________________________ 

Insurance Billing Address __________________________________________ 

Insurance Company Phone Number _______________ 

 

If daycare, name/address of facility ___________________________________ 

Directions_______________________________________________________ 
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