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Last Name______________________ First Name______________________ MI_______ Date of Birth________________
Birth Sex   Male  Female       SS#________-______-________        Preferred Name_____________________________ 
Address___________________________________ City______________________ State_________ Zip______________
Parent/Guardian/Primary Contact _______________________________ Relationship to Patient __________________
Phone (_____)_________________  May Leave Message  Yes  No
Staff may speak with contact regarding the following:   Appointments    Clinical/Medical    Financial
Parent/Guardian/Secondary Contact _______________________________ Relationship to Patient _________________
Phone (_____)_________________  May Leave Message  Yes  No
Staff may speak with contact regarding the following:   Appointments    Clinical/Medical    Financial
Appointment Reminders – Check One   Call   Text – Check One  Parent/Guardian 1  Parent/Guardian 2  Home
Primary Language   English  Spanish  ASL  Other _______________ Interpreter Needed   Yes  No   
Primary Care Physician________________________ Pharmacy/City___________________________________________
	Race:
	 American Indian/Alaska Native
	 Asian
	 Black/African American

	
	 Native Hawaiian/Other Pacific Islander
	 White
	 Other
	 Unknown

	Ethnicity:
	 Hispanic/Latino
	 Not Hispanic/Latino
	 Unknown



Guarantor – Person Financially Responsible

Last Name______________________ First Name______________________ MI_______ Date of Birth_______________
Relationship to Patient______________ SS#________-______-________ 
Address___________________________________ City______________________ State_________ Zip______________
Phone (_____)____________________  Home  Cell      Employer__________________________________________
Insurance Information
 Self-Pay
Primary Insurance_______________________________________ Policy/ID# ___________________________________
 Same as Patient Information (If the patient is NOT the Subscriber please provide additional information) 
Subscriber Last Name___________________________ First Name___________________________ MI______________ 
Relationship to Patient _________________________ Date of Birth________________ SS#________-______-________     
Subscriber Employer______________________________________________________ City_______________________ 
Secondary Insurance_____________________________________ Policy/ID# __________________________________
 Same as Patient Information (If the patient is NOT the Subscriber please provide additional information)
Subscriber Last Name___________________________ First Name___________________________ MI______________ 
Relationship to Patient _________________________ Date of Birth________________ SS#________-______-________     
Subscriber Employer______________________________________________________ City_______________________ 
Authorization to Treat a Minor (Ages 0-18th Birthday):
If there are circumstances when I am unable to bring my child to the office for his/her appointment, I authorization for the following persons (over the age of 18) to obtain medical care for my child and to speak with regarding the following:   Appointments    Clinical/Medical    Financial (Please check all that apply)
Name/Addl Contact 1 __________________________ Relationship________________ Phone (_____)_______________
Name/Addl Contact 2 __________________________ Relationship________________ Phone (_____)_______________
I attest that the above information is correct to the best of my knowledge. 


____________________________________________________________________________________________________________	
Parent/Guardian/Authorized Representative Signature                                                    	 Date
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