
                 
 In the Sea Of Healthcare Choices, Let Us Be Your Anchor.     I CAME HERE TODAY TO SEE DR. ___________________. 
                            

                                                                                                DATE:  _______________________ 

                                                                               (Pg. 1 of 2, PLEASE READ 2nd Page)                        Peds Version--Updated 11/10/06 

 

 
PARENT INFORMATION:  (Please Print Complete Information) 

 

FATHER’S INFORMATION 
NAME:                             ____________________________ 
STREET ADDRESS:      ____________________________ 
Apt. or Unit #:                   ____________________________ 
CITY / STATE / ZIP:       ____________________________ 
HOME PHONE # :           ____________________________ 
CELL / BEEPER # :         ____________________________ 
DATE OF BIRTH:           ____________________________ 
MARITAL STATUS (Circle One):   Single    Married   Other 
SOCIAL SECURITY # :  ____________________________ 
E-MAIL ADDRESS:         ___________________________ 
EMPLOYER:                    ____________________________ 
EMPLOYER’S PHONE # :  __________________________ 
NEAREST RELATIVE / PHONE # / RELATIONSHIP: 
_________________________________________________ 
 

 

 

MOTHER’S INFORMATION 
NAME:                              ____________________________ 
STREET ADDRESS:        ____________________________ 
Apt. or Unit #:                   ____________________________ 
CITY / STATE / ZIP:        ____________________________ 
HOME PHONE # :            ____________________________ 
CELL / BEEPER # :          ____________________________ 
DATE OF BIRTH:            ____________________________ 
MARITAL STATUS (Circle One):   Single    Married   Other 
SOCIAL SECURITY # :   ____________________________ 
E-MAIL ADDRESS:         ___________________________ 
EMPLOYER:                    ____________________________ 
EMPLOYER’S PHONE # :  __________________________ 
NEAREST RELATIVE / PHONE # / RELATIONSHIP: 
_________________________________________________   
 

CHILD’S / CHILDREN’S INFORMATION 
 

1)  NAME:                        ____________________________             SEX (Circle One):              Male                Female   
     DATE OF BIRTH:       ____________________________            SOCIAL SECURITY # :   ____________________________ 
 

2)  NAME:                        ____________________________             SEX (Circle One):              Male                Female   
     DATE OF BIRTH:       ____________________________            SOCIAL SECURITY # :   ____________________________ 
 

3)  NAME:                        ____________________________             SEX (Circle One):              Male                Female   
     DATE OF BIRTH:       ____________________________            SOCIAL SECURITY # :   ____________________________   
 

 
PHARMACY INFORMATION 

 

NAME OF PHARMACY:  ___________________________ 
STREET ADDRESS:        ____________________________            CITY / STATE / ZIP:        ____________________________ 
TELEPHONE # :               ____________________________ 
 

 
INSURANCE INFORMATION 

 

 
 

**NOTE: We will need to make a copy of your insurance card(s) for billing information.  Please complete the following:  
INSURANCE COMPANY:  __________________________            GROUP:  __________________  POLICY / ID # :  ________ 
CLAIM ADDRESS:          ____________________________             
CITY / STATE / ZIP:        ____________________________ 
POLICY HOLDER'S NAME:  _________________________ 
DATE OF BIRTH:            _____________________________ 
SOCIAL SECURITY #:    _____________________________ 
 

 

By signing below, I acknowledge the following: 
 

***A parent or guardian responsible for payment of the bill is accompanying the child at the time of service unless a separate permission form 
has been signed.  Anchor Health Centers cannot be bound by any divorce or other family relationship contracts.
***I hereby authorize insurance benefits, including Medicare benefits, to be paid directly to the physician providing services and recognize it is 
my responsibility to pay for all non-covered services.  I also authorize any holder of medical information about me to release to the Centers for 
Medicare and Medicaid (CMS) and its agents, or any other third party liability or insurance carrier, any information needed to determine these 
benefits or the benefits payable for related services. 
***I have reviewed and understand all the information on the second page of this document, including the HIPAA Notice of Privacy Practices 
Statement, as indicated with my signature and date below. 
 

Parent / Guardian Signature  __________________________________  Date  ________________________ 






