
 

SUPPLEMENTAL FORM FOR ADDITIONAL CHILDREN 
 
 

Legal Name of Patient: __________________________________   
 
Date of Birth: ______________ 
 
Nickname of Patient: ___________________________ 
 
Gender:  ____ Male   ___ Female      
 
Race/Ethnicity:  
___White/Caucasian    ___Asian    ___Southeast Asian   ___ African  ___African-American     
___Middle East    ___ Hispanic/Latino    ___Native American    ___Pacific Islander    
___Mixed Race    Other:__________________________   
___Prefer not to answer 
 
School Information: 
 
Current grade: _________________ 
 
Name of School: ________________________________________________________ 
 
 
Name of Sibling who is an established patient: _______________________________ 
 


