
PATIENT INFORMATION FORM

 CHILD’S NAME: ______________________________________________________________________

                                     (full legal first name)
             (middle initial)

(full legal last name)

BIRTHDATE:_____________    AGE______             SEX   ( male       ( female

 SSN# _______________ SCHOOL_______________________________ GRADE____

 ADDRESS: ________________________________  HOME PHONE:______________

CITY, STATE & ZIP________________________________________

BROTHERS/SISTERS __________________________ DOB__________( M  (F

                                       __________________________DOB __________( M   (F

                                       __________________________DOB__________ (M    (F

                                       __________________________DOB__________ (M    (F

   __________________________DOB__________ (M    (F

MOTHER/GUARDIAN/STEPPARENT ______________________________________

HOME PHONE (IF DIFFERENT FROM ABOVE) _____________________________

ADDRESS ( IF DIFFERENT FROM ABOVE) _________________________________

CITY, STATE, & ZIP _____________________________________________________

WORK PHONE_______________________CELL/PAGER_______________________

EMPLOYER___________________________OCCUPATION_____________________

SSN:___________________________ DL# AND STATE ________________________

DOB_______________E-MAIL_____________________________________________

FATHER/GUARDIAN/STEPPARENT_______________________________________

HOME PHONE (IF DIFFERENT FROM ABOVE)______________________________

ADDRESS (IF DIFFERENT FROM ABOVE) _________________________________

CIY, STATE, & ZIP______________________________________________________

WORK PHONE______________________CELL/PAGER________________________

EMPLOYER__________________________OCCUPATION______________________

SSN:__________________________DL# AND STATE__________________________

DOB_______________E-MAIL_____________________________________________

PRIMARY INSURANCE _______________________________________​__________

INSURED’S NAME_____________________________ BIRTHDATE_____________

SSN_______________________ POLICY# ___________________________________

GROUP#_____________________ DEDUCTIBLE____________ CO-PAY_________

SECONDARY INSURANCE ______________________________________________

INSURED’S NAME_____________________________ BIRTHDATE_____________

SSN_______________________ POLICY# ___________________________________

GROUP#_____________________ DEDUCTIBLE____________ CO-PAY_________

PLEASE LET US KNOW IF YOUR CHILD IS COVERED BY MORE THAN TWO 

INSURANCE POLICIES.

EMERGENCY CONTACTS:_____________________________________________

_____________________________________________________________________

_____________________________________________________________________

REFERRAL SOURCE (HOW DID YOU FIND US?)

RELATIVES ____     MEDICAID OFFICE____   ANOTHER DOCTOR______

OBSTETRICIAN___   YELLOW PAGES___    EMERGANCY ROOM _____

PROVIDENCE REFERRAL ___  AK REGIONAL REFERRAL ____

FRIENDS ____  OTHER_____________________________________

THE INFORMATION I HAVE GIVEN IS CORRECT TO THE BEST OF MY 

KNOWLEDGE. I UNDERSTAND THAT IT WILL BE HELD IN THE STRICTEST

OF CONFIDENCE.

I CERTIFY THAT MY MINOR/CHILD IS COVERED WITH __________________

AND ASSIGN DIRECTLY TO JAMES BRIGGS, M.D. ALL INSURANCE BENEFITS,

IF ANY, OTHERWISE PAYABLE TO ME FOR SERVICES RENDERED. I 

UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES

WHETHER OR NOT PAID BY INSURANCE. I HEREBY AUTHORIZE THE DOCTOR 

TO RELEASE ALL INFORMATION NECESSARY TO SECURE THE PAYMENT OF 

BENEFITS. I AUTHORIZE THE USE OF THIS SIGNATURE ON ALL MY INSURANCE  SUBMISSIONS WHETHER MANUAL OR ELECTRONIC.

X____________________________________________         _______________________

                    SIGNATURE OF PARENT OR GUARDIAN                                                               DATE 

