
Romeo K. Fernandez, M.D., P.A. 

Pediatric Neurology  

7000 W Palmetto Park Road, Suite 307, Boca Raton, FL 33433 

Telephone:(561) 288-5990  Fax: (954) 391-5008 

Patient Demographics 
 

Patient Name: _______________________________________     Date of Birth: ________________    Date: __________________ 

Referring or Primary Care Physician 

Name of Referring or Primary Care Physician: 

___________________________________________________ 

 

Name of their medical office: 

___________________________________________________ 

 

Office Address: 

____________________________________________________

__________________________________________________ 

Phone Number: (________) ________ - ___________ 

 

Fax Number:     (________) ________ - ___________ 

 

Pharmacy Information 

Name of Pharmacy: ___________________________________ 

 

Phone Number: (_______) _______ - _________ 

 

City:____ ___________________________________________ 

 

 

Demographic Information 

Sex:   M  |  F  |  I             Gender Identity: __________________ 

 

Personal pronouns: 

He/him/his         She/her/hers        They/them/their 

 

Other Pronouns: ______________________________________ 

 

Race: ______________________________________________ 

 

Ethnicity: ___________________________________________ 

 

Language(s) spoken: [  ] English      [  ] Spanish 

[  ] Other: ___________________________________________ 

Contact Information 
 

Parent/Legal Guardian #1  

Name: 

___________________________________________________ 

 

Phone number: 

___________________________________________________ 

 

Email address: 

___________________________________________________ 

 

Home address: 

____________________________________________________

__________________________________________________ 

 

 

Parent/Legal Guardian #2 (optional) 

Name: _____________________________________________ 

 

Phone number: 

___________________________________________________ 

 

Email address: 

___________________________________________________ 

 

Home address (if different from Parent #1): 

____________________________________________________

__________________________________________________ 

 

 

Other people authorized to exchange medical information with 

(I.e. Bring patient to appointments, schedule follow ups, etc.): 

 

Name, relationship to patient, and phone number: 

___________________________________________________ 

____________________________________________________

____________________________________________________

_________________________________________________ 

___________________________________________________ 

 


