
 

Name: Last_________________________ First ____________________________MI_______ 
Patient Information: 

Patient’s SS#: _______-______-_______ Date of Birth__________________ Gender________ 
Street address___________________________________________ Apt.#_________________ 
City_________________________________ State______________ Zip__________________ 
 

Name: Last_________________________ First ______________________MI______________ 
Mother / Legal Guardian Information  

Street address____________________________________________ Apt.#_________________ 
City________________________________ State________________ Zip__________________ 
Phone: Home ________________ Cell __________________Work ______________________ 
Social Security #: _______-______-_______ email address _____________________________ 
 

Name: Last_________________________ First ______________________MI______________ 
Father / Legal Guardian Information  

Street address____________________________________________ Apt.#_________________ 
City________________________________ State________________ Zip__________________ 
Phone: Home ________________ Cell __________________ Work ______________________ 
Social Security #: _______-______-_______ email address ______________________________ 
 

Are you Self-pay?  YES or NO 
Primary Insurance Information: 

Does your child have Medicaid?  YES or NO  If Yes which MCO (Amerigroup, Priority Partners, MD Physician) 
Does your child have Medicaid and Private Insurance?  YES or NO   
Does your child have Private Insurance? YES or NO 
Insurance Name:
Subscriber Name __________________ DOB: ___________ SS#: ______________________  

 ___________________________________  

Relationship to patient: ___________________________  
Subscriber Number: ________________________ Group Number: _____________________ 
Secondary Insurance
Insurance Name: ___________________________________  

: 

Subscriber Name __________________ DOB: ___________ SS#: ______________________  
Relationship to patient: _____________________________  
Subscriber Number: ________________________ Group Number: _____________________ 

List any allergies to food or drugs: ________________________________________________________ 
Other information: 

 
Person to contact in case of an emergency if unable to reach the parent/legal guardian listed above. Please list two people who 
are authorize to discuss your child’s account information (medical history and account balance) 
Name: __________________________ Phone:________________ Relationship to patient: ___________________  
Name: __________________________ Phone:________________ Relationship to patient: ___________________ 
Parent / Legal Guardian Signature ______________________________________________Date___________________ 


