
 

Mercy Clinic Pediatrics 
12348 Old Tesson Road. #160 

St. Louis, MO 63128 
Phone: 314/467-3800  Fax: 314/467-3801 

   

  
Patient Information 
 
Child’s Information:   
 
Who is your child’s primary doctor?: ________________________________ 
 
Child’s Name:________________________________________________________________________ 
 
Social Security #:_______________________    Child’s Birth Day: ________/________/___________ 
 
Child’s Home Address:________________________________________________________________ 

 

Home Phone: (____) ____________________   Cell Phone: (____) ____________________________ 

 

Emerg. Contact: ________________________    Emerg. Phone: (____) _________________________ 

 
Parent Information:                                               Marital Status: Single/Married/Div/Widowed 
 
Father’s Name:_________________________    Mother’s Name:______________________________ 
 
Father SS# ____________________________    Mother SS #_________________________________ 
 
Birthdate:_____________________________     Birthdate:___________________________________ 
 
Work Phone: (___) _____________________      Work Phone:(___) ____________________________ 
 
Cell Phone:(___) _______________________   Cell Phone:(___) _____________________________ 
 
Employer:_____________________________    Employer:___________________________________ 
 
Home Address:________________________     Home Address:_______________________________ 
 
City / State / Zip:_______________________     City / State / Zip:______________________________ 

 

Home Phone: (____) ____________________   Home Phone: (____) __________________________ 

 
Insurance Information:                                         Employer’s Information: 
 
Insurance Plan #:_______________________    Subscriber’s Employer:________________________ 
 

Subscriber’s Name:_____________________    Subscriber’s Birthdate:________________________ 

(Subscriber = the person who is employed and carries the insurance) 

 

Subscriber’s SS# _______________________ 

 
Signature: ________________________________ Date:          ____________________________ 
   

By signing this I agree that everything above is correct.  I give permission to fax immunization records to school and 
daycare.  I understand that the Protected Health Information as printed on the back is available to me upon request.) 

 

Filled out by: ______________________________ Relationship:__________________________ 

Tracey Daly-Wilson, MD, FAAP 
Sandeep Rohatgi, MD, FAAP 

Douglas Sakmar, MD 
Amanda Regen, MD, FAAP 

Garland Tschudin, MD, FAAP 
Ann Schulte, RN, CPNP 

Emily J. Riley, RN, CPNP 


