
CAROLINA CHILD NEUROLOGY 

 

Registration 

(Please print and return to check-in with your Photo Id and Insurance Card(s)) 

Patient’s Last Name: _______________________________________________________      

First Name: ________________________________Middle: _______________________ 

Address: ________________________________________________________________ 

________________________________________________________________________  

City: _____________________________State:_______________ Zip:________________ 

Home Phone:_____________________ Cell:________________Work:________________ 

Birth Date: ___________________________ SSN: _____________________________ 

Age: ___________Sex:_________ 

MOTHER 

Name:___________________________________________________________________ 

Birth Date: ___________________________ SSN: _______________________________ 

Age: ___________Sex:_________Marital Status: _________________________________ 

Driver’s License #:_________________________________State: ____________________ 

Occupation: ______________________________________________________________  

Employer: _______________________________________________________________ 

Employer’s Address: _______________________________________________________  

E-Mail:__________________________________________________________________ 

City: _____________________________State:_______________ Zip:________________ 

FATHER 

Name:___________________________________________________________________ 

Birth Date: ___________________________ SSN: _______________________________ 

Age: ___________Sex:_________Marital Status: _________________________________ 

Driver’s License #:_________________________________State: ____________________ 

Occupation: ______________________________________________________________  

Employer: _______________________________________________________________ 

Employer’s Address: _______________________________________________________  

E-Mail:__________________________________________________________________ 

City: _____________________________State:_______________ Zip:________________ 

 

Name of Emergency Contact: _________________________________________________  

Relationship to Patient: ______________________________________________________ 



Phone Number of Emergency Contact: __________________________________________  

*Name of Referring MD: ____________________________________________________ 

*Name of Family MD:____________________________________ 

*Phone:_________________________________ 

*Do you have Insurance? Yes_____ No _____,  

If No how do you plan to pay? ________________________________________________ 

Primary Insurance Company Name: ____________________________________________ 

Policy Holder Name:________________________________________________________ 

Policy ID # _________________________Group #:_______________________________  

Effective Date: ____________________________________________________________ 

Secondary Insurance Company Name: __________________________________________  

Policy Holder Name:________________________________________________________ 

Policy ID # _________________________Group #:_______________________________  

Effective Date: ____________________________________________________________ 

Contact us at: (910) 491-2437 office or by email at: carolinachildneurology@gmail.com 

 

mailto:carolinachildneurology@gmail.com

