
Grow up Great  
A division of Wasatch Pediatrics, INC. 

Preferred Doctor: __________________________Preferred Pharmacy and Phone #:_________________________ 
 
Patients Last Name: _______________ _______First Name: ______________________ Middle Name: _______________________  
 
D.O.B.___________   Sex: ______________ Primary Home Phone of child: _________________________________________    
 
Primary Address where child lives: _____________________________________________________________________________  
 
Zip: _____________ City: _________________________ State_______________   County:_________________________ 
 
 
Fathers  Information:       Email:_________________________________________ 
 
First Name: ______________________ Last Name: __________________   Middle Name: ________________D.O.B.___________  
 
Phone No._______________________ Cell Phone: ____________________________    SS#_______________________________    
 
Address:___________________________________ Zip: _____________ City: _____________________  State: _______________  
 
Employer_________________________   Contact: _________________     Phone No._______________ Fax No. ______________ 
 
Address: ________________________________  Zip___________  City: ___________________________   State:_____________ 
 
Mothers Information:       Email: __________________________________________ 
 
First Name: _______________________ Last Name: __________________   Middle Name: ________________D.O.B.___________  
 
Phone No._________________________ Cell Phone: _______________________________    SS#___________________________    
 
Address: _________________________________________ Zip: _____________ City: _______________ State: _______________  
 
Employer__________________________   Contact: _________________     Phone No._______________ Fax No. ______________ 
 
Address: ______________________________________  Zip___________  City: ___________________________   State:________ 
 
Insurance Information: 
Plan Name________________________________  Policy Holder Name and D.O.B:________________________________________ 
 
Policy No. ____________________________  Group No. ______________________________  Effective Date: _________________ 
 
Address: _______________________________________ Zip: _____________  City: _________________  State: ______________ 
 

Phone No. _________________________     Fax No. _________________________  
Secondary Insurance Information: 
 
Plan Name________________________________ Policy Holder Name and D.O.B:_______________________________________ 
 
Policy No.:  _______________________________ Group No. __________________________ Effective Date: _________________ 
 
Address: ______________________________________ Zip: _____________  City: _________________  State: ______________ 
 

Phone No. _________________________     Fax No. ________________________ 
 
Financial Responsible Party: _______________________________     Relationship to child: _______________________________ 
 
Emergency Contact Name and Number: _____________________________________ Relationship to child: __________________ 
 
 
_____________________________________             ______________________ 
SIGNATURE      DATE: 
 
Additional Children including D.O.B. 
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________ 


