Children’s Hospital Boston, International Patient Registration Form
Return email: international.center@childrens.harvard.edu or FAX to: 617-730-0627
	Has the patient seen a doctor or had a test 

At Children’s Hospital Boston?

Yes (             No ( 

	If Yes, What is Your

Patient Medical Record Number?

	Patient’s Name
Last

        First

         Initial

	Sex

M (       F (

	Chief Complaint/ Diagnosis

	[image: image1.png]“D



Address








	

	City                                                                                    Country                                                               Post Code                                                                                                                                                                

	Home Phone No.



Work Phone No. 





	Birth date (Month/Day/Year)

	Do you need an interpreter?
Yes (   No (  

	Guardian’s Name



	Relationship to Patient

	
	

	Email Address #1


	Email Address #2
	Fax No.


PERSON TO NOTIFY IN CASE OF EMERGENCY

	Name
Last



First                                    Initial   




	Relationship to Patient

	Phone No.





	Country                                         
	Email Address


TEMPORARY ADDRESS OR CONTACT INFORMATION IN THE UNITED STATES

	Name
Last



First                                    Initial 
	Email Address



	Phone No.




	Address


                                   City

       State

             Post Code                                                                                                                                                                


PERSON TO BILL

	Name
Last



First                                    Initial   



	Relationship to Patient

	Address




City



Country


Post Code                                                                                                                                                                


	Phone No. 
	Fax No.
	Email Address


INSURANCE INFORMATION

	Name of Insurance Company







	Subscriber

	Address



City




Country


Post Code                                                                                                                                                                


	ID #


	Group #
	Employer 
	Employer’s Phone No. 

	Third Party Administrator
	Phone No.




REFFERING PHYSICIAN/EMBASSY OR HEALTH OFFICE

	Did Physician Recommend A Clinic Appointment?
Yes (  
       No (
	Physician’s Name






 
	Medical Report to be Provided?

 Yes (
                No (

	Embassy or Health Office


	Phone No.

	Fax No.
	Email Address

	   Address

                         



City
                      State / Country

Post Code                                                                                                                                                                
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