SOUTHERN COOS

HOSPITAL

& HEALTH CENTER

Patient Registration Form — Child

Quality Healthcare With a Personal Touch

Patient Demographic Information

Patient Name: (Last,First, M.1.) Social Security Number: | Preferred Name:

Date of Birth: (m/D/YY)| Sex at Birth: Gen. |dent|ty Ethn|c|ty DNon-Hispanic/Latino/Latina
[IMale [IFemale

[IHispanic/Latino/Latina
Parent’s Marital Status: Patient Lives With: Race:
[IMarried [ISeparated [ IBoth Parents [IWhite [lAsian [INative American [lAlaskan Native
[IDivorced [JWidowed LIFather LIMother [JAfrican American [INative Hawaiian [IPacificlslander
[ IDomestic Partner LIOther: [IMore than one race [1Other:

Communication Preferences

Phone: Email Address:
COHome OCell  ( ) -

Preferred Communication Method: [IMyChart [iText Message [IPhone Call LJEmail L]Other:

Preferred Emergency Contact Name: Relationship to Patient: Emergency Phone Number:
C ) -
Immediate Family Information
Name: Relationship to Patient: Phone Number:
[IFather [IMother [1Other: ( ) -
Home Address: City: State: Zip:
Name: Relationship to Patient: Phone Number:
LIFather [IMother [I1Other: ( ) -
Home Address: City: State: Zip:
Mailing Address: City: State: Zip:

Are you self-pay / uninsured?  ONo  [OYes (skip to next page)

Primary Insurance Company: Policy/Member ID Number: Policy Group Number:

Policy Holder Name: Policy Holder DOB: Policy Holder Social Security Number:

Secondary Insurance Company: Policy/Member ID Number: Policy Group Number:

Policy Holder Name: Policy Holder DOB: Policy Holder Social Security Number:
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SOUTHERN COOS

HOSPITAL

& HEALTH CENTER

Patient Registration Form — Child

Quality Healthcare With a Personal Touch

Health History — Child
Patient Name: Date of Birth: Today's Date:

Immunization Information
A printed copy of your immunization history is needed before you see a doctor
Please use this time to call your previous doctor and request your immunization records

L] Immunization history will be dropped off at the front desk soon L] Immunization history will be brought at first visit

[] Patient is fully up-to-date on immunizations [ Patient is behind on immunizations [ Patient declines immunizations

Current Doctors / Providers / Specialists

Are you transferring from out of state? [ONo  OYes, | am transferring from (city, state):

Provider Type Provider and Provider Type Provider and
Facility Name Facility Name
Primary Doctor Physical Therapy
Cardiologist (Heart) Psychiatrist/Counselor
Gastroenterologist (stomach) Pulmonologist (Lung)
Oncologist/Hematologist (cancer) Social Worker/Case Worker
Other: Urologist (kidney/Bladder)

Current Medications:
List all prescriptions, over the counter, and any other medications that you currently take.
Please include any herbal or nutritional supplements, inhalers, eye drops, ointments, etc.

Preferred Pharmacy and Location:

Medication Dose Frequency
[1Daily [JAs Needed [IOther:

[1Daily [JAs Needed [IOther:
[1Daily [JAs Needed [IOther:
[IDaily [JAs Needed [IOther:
[IDaily [JAs Needed [IOther:
[IDaily [JAs Needed [IOther:

Allergy Information

[INo Known Allergies [ IMedications [ITape/Adhesive (pand-aids) [ ILatex [IFood ingredient (gluten, lactose, etc.)

Allergen Reaction Allergen Reaction

Child Registration Form Updated §4/2025
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Quality Healthcare With a Personal Touch

Patient Registration Form — Child

Surgical History

Operation/Procedure (bilateral, left, right, etc.) Date

Reason

Hospital/Facility

Current Medical Concerns (not past history):
List your current complaints, conditions, and concerns

Examples: Strep throat, ADHD, etc.

[Short-Term

[JLong-Term

[IShort-Term

[JLong-Term

[Short-Term

[JLong-Term

[IShort-Term

[JLong-Term

[Short-Term

[JLong-Term

[JShort-Term

[JLong-Term

[JShort-Term

[JLong-Term

[JShort-Term

[JLong-Term

[JShort-Term

[JLong-Term

[JShort-Term

[JLong-Term

[JShort-Term

[JLong-Term

[JShort-Term

[JLong-Term

Past Medical History:

List any significant medical conditions that have already been treated

Examples: Dandruff, concussion, etc.

Child Registration Form
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Family Medical History:

Mark any family member who has experienced any of the following conditions

[ ] Patient is adopted, unknown family history

L1 Patient is a twin/triplet

Condition Mother | Father| Sister(s) |Brother(s)(Child(ren)] Grandmother Grandfather
Arthritis |_| |_| |_| |_| |_| [CMaternal  [JPaternal | [IMaternal [JPaternal
Cancer (specify) |:| |:| |:| |:| |:| [UMaternal [IPaternal | [IMaternal [JPaternal
Depression |:| |:| |:| |:| |:| [Maternal OPaternal | [IMaternal [JPaternal
Diabetes |:| |:| |:| |:| |:| [Maternal  [JPaternal | [IMaternal [IPaternal
Heart Disease |:| |:| |:| |:| |:| OMaternal CJPaternal | CMaternal [JPaternal
High Blood Press. |:| l:l D D D [OMaternal [JPatemnal | [Maternal [JPaternal
Kidney Disease |:| |:| |:| |:| |:| [OMaternal [JPaternal | [Maternal [JPaternal
Stroke/TIA |:| |:| |:| |:| I:l [(IMaternal [JPaternal | [IMaternal [IPaternal
Substance Abuse |:| |:| |:| |:| I:l [UMaternal [JPaternal | [IMaternal [JPaternal
Other: |_| I_l |_| I_l |_| [UMaternal [JPaternal | [Maternal [JPaternal

Social History
Exercise Routine: | ORunning TOSports COther: Days per Week: Minutes of Exercise:

Nicotine Use: OCigarettes  [1Smokeless Tobacco (chew, pouch, ete)  [1Vaping/Electronic  COther:
Frequency: ONever  ODaily  OSome Days Usage Dates: From to

Number of Packs/Pouches per Day: 0025 005 01 02 OOther:
Vape Use: ONicotine OTHC  ©OCBD  OOther:
Frequency: ONever  ODaily  OSome Days Usage Dates: From to

Number of Cartridges per Day: 100.25 005 01 02 0OOther:
Alcohol Use: COWine [OBeer Cliquor OOther: Num of Drinks per Sitting: 01-2 03-4 05-6 06+
Frequency: ONever [12-4 Times per Month  02-3 Times per Week 04+ Times per Week JAlcoholic

Sexual Activity:

Are you sexually active?

OYes ©ONo

Partner(s):

OMale OFemale

Birth Control: | ONone ©OCondom O

Pill

OPatch  OLU.D Olnjection  OOther:

Women’s Health History

Age Period Began: 09 010 011 012 013 014 015 | Are your Periods Regular each month? OYes ONo
Number of Pregnancies: 00 01 02 03 | Number of Live Births: Number of Miscarriages/Abortions:
Child Registration Form Updated §4/2025
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