
OFFICE USE: 
 
Baby Boy / Girl  DOB: ____/____/____  Source:_______________________________ 
 
Notes:__________________________________________________________________________________ 
 

 WUCA—Blue Fish Pediatrics    Family Information  WUCA—Blue Fish Pediatrics  

 

Who will be your baby’s doctor? Dr. Arter / Dr. Batty / Dr. Eaton / Dr. Finn / Dr. Wurzel 
       (Circle one) 

Baby Information:  

Child’s Name (if you know):___________________________________________________________ 
               Last            First            MI          Nickname (what you will call him) 

Birth Hospital: Mercy / Mo. Bap. / St Luke’s / Other:_________________         OB/Gyn: __________________ 
            (Circle one) 

Estimated Due Date: ____/____/____         At birth, do you plan to Breast feed, Bottle feed or both? 
     M         D           Y                   (Circle one) 

How did you find us? 

How did you hear about Blue Fish? OB/Gyn / Family / Friend / Social Media (FB, Google) / Other 

If referred by a specific person or other source, who or what? ______________________________ 

How did you select the specific doctor you chose? _______________________________________ 

 

Family Information:  

Home Address:______________________________________________________________________ 
   Street      City  State  Zip 

Best Phone: (_____)_____________      Best Email Address: _________________________________ 

Parents’ Information:           Marital Status: Single / Married / Div./ Widowed 

Parent’s Name:__________________________ 

Birth Date:____/____/____ 
                        M          D          Y 

Cell or Work Phone: (_____)__________________ 

Occupation:____________________________ 

Parent’s Name: _________________________ 

Birth Date:____/____/____ 
                        M          D          Y 
Cell or Work Phone: (_____)__________________ 

Occupation:____________________________ 

 

Insurance Information: 

Insurance Plan:__________________________ 

Subscriber’s Name:______________________ 
(The person who is primary on the insurance plan.) 

Subscriber’s SS#______-_____-________ 

Employer’s Information: 

Subscriber’s Employer:_____________________ 

Employer’s 

Phone Number: (_____)__________________ 

 

 

 

Signature:______________________________________    Visit Date: _______________ 

 
 


