
THH Pediatrics Metropolitan Pediatrics

ADULT PATIENT INFORMATION
For patients 18 years of age and older

PATIENT INFORMATION

Last name: Suffix: First name: Middle: Male Female

Age: Date of birth: Cell phone:

Address:

City / State / ZIP:

Patient portal email:

EMERGENCY CONTACT

Name: Cell phone:

Address: Relationship:

AUTHORIZATION TO LEAVE MESSAGES REGARDING PATIENT INFORMATION

I authorize Mid Atlantic Pediatric Partners (MAPP) to leave voice and/or text messages regarding test results and scheduled appointments at the cell phone
number listed above. Standard message and data rates may apply.

Signature:

CONSENT TO DISCUSS TREATMENT AND BILLING

I authorize Mid Atlantic Pediatric Partners (MAPP) to discuss medical treatment and billing with the following authorized adult(s):

Name: Relationship: Phone:

Name: Relationship: Phone:

Name: Relationship: Phone:

Patient signature: Date signed:

Rev. 08.2026
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