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Patient Update:

Child’s Full Name:  Afrcan American orBlck
(PLEASE ADD ALL CHILDRENS’ NAMES ABOVE) © American indian/Alaske Native
Social Security #: G Nathe ewain o Pacic Kiander
DOB: Female: __ Male: ol Racl or Ot ned
Primary Pharmacy: Ethnicity
Pharmacy City: 2t
Pharmacy Phone #:

Responsible Party: 0 Mother o Father
Billing Address:
City, State, Zip:
Primary Phone #: Alt. #: Work #:

(circle preferred contact number)
Primary Insurance Co.:

Policy Holder: DOB:

SS#: Relation to Pt. Ins. Eff. Date:
Insurance ID# Group #

Deductible: $ Co pay for OV $

Assignment of Benefits

| hereby authorize payment directly to The Children’s Clinic, PLLC for all insurance benefits otherwise payable to me for services rendered. | certify that the
information | have reported to The Children’s Clinic, PLLC with regard to my insurance is correct. | also authorize the release of any necessary information, including
medical information, if requested by my insurance company. | permit a copy of this authorization to be used in such instances. | authorize the use of this signature on
all insurance submissions. | understand that | am financially responsible for all charges, whether or not paid by insurance and for all services rendered on my behalf
or my dependents.

Responsible Party or Patient (if over the age of 18): Date:




