
DATE          /        /              DEPENDANT INFORMATION                                   ACCT NO: 

DEPENDANT’S FULL NAME: (please print) E-MAIL ADDRESS 

ADDRESS City & State Zip Code HOME PHONE 

(        ) 

SOCIAL SECURITY NUMBER   SEX              BIRTH DATE          AGE                  CELL PHONE 

 M    F         /      /                           (         )  

FATHER’S/GUARDIAN NAME SOCIAL SECURITY NUMBER  
BIRTHDATE 

    /          / 

FATHER’S ADDRESS                    STREET                      CITY, STATE, ZIP HOME TELEPHONE 

(          ) 

FATHER’S EMPLOYER 

 

WORK TELEPHONE 

(          ) 

MOTHER’S/GUARDIAN NAME 

 

SOCIAL SECURITY NUMBER 
BIRTHDATE 

    /          / 

MOTHER’S ADDRESS                    STREET                      CITY, STATE, ZIP HOME TELEPHONE 

(          ) 

MOTHER’S EMPLOYER 

 

WORK TELEPHONE 

(       ) 

DEPENDANT LIVES WITH: 

□Father & Mothe           □ Grandparent(s) 

□Mother Only              □ Legal Guardian 

□Father Only               □ Other, please specify: 

□Mother-Remarried        □ Father-Remarried      

NEAREST RELATIVE, OTHER THAN PARENTS: ___________________________________________ 

RELATIONSHIP: _________________________________ 

ADDRESS:____________________________________________________ 

             ___________________________________________________ 

HOME TELEPHONE      CELL TELEPHONE      WORK TELEPHONE 

(      )                     (      )                    (      ) 

 

INSURANCE INFORMATION 

1ST INSURANCE                                        SUBSCRIBER                         FATHER            MOTHER         OTHER 

 

2ND INSURANCE                                        SUBSCRIBER                        FATHER            MOTHER         OTHER 

 

3RD INSURANCE                                        SUBSCRIBER                        FATHER            MOTHER         OTHER 

            

VISION INSURANCE                                    SUBSCRIBER                       FATHER            MOTHER         OTHER 

 

Please present ALL Insurance Cards and any authorizations or referral documents to receptionist with this form. 

Who is this child / dependant’s Regular Family Physician? 

 

Who referred you to our practice? 

 

Our Policy regarding Divorced Parents…..                    
Our office policy requires that the parent/responsible person accompanying this child / dependant for treatment will be held responsible for all bills.  We cannot bill 

the other parent.  If someone other than yourself is responsible for payment of this child’s bills, it is your responsibility to ensure that the party receives a copy of the 

bills and you will ultimately be held responsible for payment. 

AUTHORIZATION & ASSIGNMENT 
 

If you are unable to keep future appointments, we ask that you kindly give 24 HOUR notice.  NO-SHOWS MAY BE CHARGED A $20.00 FEE and multiple 

NO-SHOW appointments can lead to you being dismissed from the practice. 

 

I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim for this child / dependant.  My 

signature authorizes releasing of the information to the insurer or agency shown.  In assigned cases, the physician or supplier agrees to accept the charge determination 

of the insurance company as the full charge, and I am responsible for the deductible, co-insurance, and non-covered services. 

 

I understand that I am personally responsible for all fees regardless of insurance coverage.  If I do not pay my co-pay at the time of service and I have to be billed for 

this payment, I understand that a $20.00 fee will be added to my bill.  It is customary to pay for services when rendered unless other arrangements have been made in 

advance with our office. 

 

Signature ___________________________________________________     Date    _________________________________ 


