
 
Patient Registration Form 

 
(Please print, complete, and mail / fax this form to Avon Therapeutic Center for 

Children, LLC) 

 
 
Today’s date: ______ / ______ / _______                               
 
Last Name: ___________________________ First Name: _____________________ MI: ______ 
Birth date:      ______ / ______ / _______            Age: ______         Gender:  M / F 
Street Address: _________________________________________________________________ 
City: ________________________________________ State: __________ Zip: ______________ 
Country: _______________________________________________ 
Tel: _____________________________                 Email: _______________________________ 
 
PARENTS INFORMATION 
Father’s Name: __________________________________ Occupation: _____________________ 
Address: _______________________________________________________________________ 
Tel. ______________________________________ 
Mother’s Name: _________________________________ Occupation: _____________________ 
Address: _______________________________________________________________________ 
Tel. ______________________________________ 
 
EMERGENCY CONTACT (OTHER THAN PARENT) 
Name: _____________________________________ Relation to Patient: ___________________ 
Address: _______________________________________________________________________ 
Contact Tel. No. _____________________________ 
 
PATIENT INFORMATION 
Diagnosis / Date Diagnosed: _______________________________________________________ 
______________________________________________________________________________ 
Medications: ___________________________________________________________________ 
______________________________________________________________________________ 
Allergies: 
    Food: _______________________________________________________________________ 
    ____________________________________________________________________________ 
   Medications: __________________________________________________________________ 
   _____________________________________________________________________________ 
   Environmental: ________________________________________________________________ 
   _____________________________________________________________________________ 
   Chemical: ____________________________________________________________________  
 
Primary Care Physician: __________________________________________________________ 
Address: _______________________________________________________________________ 
Tel. ____________________________ 
 

_______________________________________________________________________________________________ 
152 Simsbury Road    Avon, CT 06001 
Tel. 860.773.6320    Fax 860.773.6322 

www.avontherapeuticcenter.com 


