Fareeda N. Adeeb, M.D., FAAP
Diplomate American Board of Pediatrics
275 O’Connor Dr. Ste. B
San Jose, CA 95128	Ph: (408)279-8798
Patient Registration		

Is this your first Visit at this office? __Yes   __No			Today’s Date: _____________________

PATIENT INFORMATION
Name: ________________________________________________________________________
Date of Birth: _______________________________________________ Sex: _____M     _____F	
Home Address: _________________________________________________________________
City: _____________________________________ State: ___________ Zip: ________________
Sibling Names and Ages (ex: Jack, 9): ________________________________________________
______________________________________________________________________________

PARENT/GUARDIAN INFORMATION

Preferred Language: ___________________________________________________________
Your Child’s Race/ Ethnicity: ______________________________	Decline to answer _______
PRIMARY FAMILY EMAIL ADDRESS: ________________________________________________
PRIMARY FAMILY PHONE: ________________________________________________________

Father’s Name: ______________________________________ Date of Birth: _______________
SS#: ________________________________ Mobile Phone: _____________________________
Home Address: _________________________________________________________________
City: ________________________________State: ___________________Zip: ______________
Employer: _____________________________ Work Phone: ____________________________

Mother’s Name: ___________________________________ Date of Birth: _________________
SS#: _________________________________ Mobile Phone: ____________________________
Home Address: _________________________________________________________________
City: _____________________________ State: _____________________ Zip: ______________
Employer: ______________________________ Work Phone: ___________________________
Alternate Contact (Relative or Friend)
Name: ________________________________________________________________________
Mobile Phone: _________________________________________________________________
Relationship to patient: __________________________________________________________

Form Completed By:
________________________		_______________________		_____________
Name (Print) 				Signature				Date

	
