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BASISDATEN 
PATIENT:IN    VOLLJÄHRIG?  JA    NEIN 

Name, Vorname ______________________________________________________________________________________ 

Geburtsdatum und -ort _______________________________________________________________________________ 

Straße, Hausnummer _______________________________________________________________________________ 

PLZ, Wohnort _______________________________________________________________________________ 

Telefonnummer _______________________________________________________________________________ 

email _______________________________________________________________________________ 

MUTTER    SORGERECHT?  JA    NEIN 

Name, Vorname _____________________________________________________________________________________ 

Geburtsdatum und -ort ______________________________________________________________________________ 

Straße, Hausnummer ______________________________________________________________________________ 

PLZ, Wohnort ______________________________________________________________________________ 

Telefonnummer ______________________________________________________________________________ 

email ______________________________________________________________________________ 

VATER    SORGERECHT?  JA    NEIN 

Name, Vorname _____________________________________________________________________________________ 

Geburtsdatum und -ort ______________________________________________________________________________ 

Straße, Hausnummer ______________________________________________________________________________ 

PLZ, Wohnort ______________________________________________________________________________ 

Telefonnummer ______________________________________________________________________________ 

email ______________________________________________________________________________ 
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KINDERÄRZTIN / KINDERARZT 

Name _______________________________________________________________________________________ 

Straße, Hausnummer ________________________________________________________________________________ 

PLZ, Ort ________________________________________________________________________________ 

Telefonnummer ________________________________________________________________________________ 

email ________________________________________________________________________________ 

JUGENDHILFEEINRICHTUNG 

Name der Einrichtung ______________________________________________________________________________________ 

Bezugsbetreuer:in _______________________________________________________________________________ 

Straße, Hausnummer _______________________________________________________________________________ 

PLZ, Ort _______________________________________________________________________________ 

Telefonnummer _______________________________________________________________________________ 

Email _______________________________________________________________________________ 

JUGENDAMT 

Zuständiges Jugendamt ______________________________________________________________________________ 

Name der Sachbearbeiterin ________________________________________________________________________ 

KOSTENTRÄGER / KRANKENKASSE 

Krankenkasse _______________________________________________________________________________ 

Hauptversicherte:r ________________________________________________________________________ 

SONSTIGES (VORMUNDSCHAFT / RECHTL. BETREUUNG) 

_______________________________________________________________________________________________________________________ 

 

 

 


