
A. PATIENT INFORMATION

Last Name:

Middle Name:
Add ress:

(uru nur" on birth certiflcate or insurance)

ZIP CODE: E-mail:

Do you give Family's Health Care permission to send you text messages regarding appointments or feedback:-yes-No

B. lF CHILD lS BEGIN SEEN MOTHER/GUARDIAN #1 INFORMATION 

-step 
Parent-other

Last Name:

First Name:

Apt:
City: State:

First Name:
Add ress(if different than child's):

c. rF cHrLD rs BENTNG FATHER/GUARDIAN #2

Last Name:
First Name:
Add ress(if different than child's):

Employed by:

DOB: /_J SSN:

C. PREFERRED

Last Name:

First Name:

EMERGENCY CONTAC (Must be differentfrom above in section B)

Add ress(if different that chitd's): E-mail:

DlCALlNFoRMATloNANDMAKEMEDlCALDEClSloNS:

Person #l-:

Person #2:

Person #3:

Date of Birth l*l I
Gender:
La nguage:

Race(s) or Ethnic:
Prefer Phone #:

Home #:

Work #:

Cell#:
E-mail:

Employed by:

DOB:.-.__..--lJ SSN:

I nfO f m atiO n-step Parent-other

Home #:

Work #:

Cell #:

E-mail:

Relationship with patient:

Phone #:



D. INSU RANCE

Medicaid Number (neO and white card)

MCO: MCO lD Number:

lf you being covered by any other insurance (private insurance through a job, parent or spouse, etc.)? yES/NO
*PLEp,SE NOTE: According to Maryland Medicaid, if you have any other medical insurance, Medicaid is always
the payer of last resort and your private policy will be billed first, provided that benefits are properly
coordinated. You Must disclose your primary insurance to Medicaid. lf you fail to repot any other insurance, visit
are retracted, you will be responsible for yours or your child's balance.

D. PIVATE INSURANCE
Primary lnsurance
Subscriber Name
(Petson r,riho enrolled into health plan)

S'-rbscriberDOB / /
Relationship to patient:_

Employers Name

Subscriber lD#

Employers Phone #
Subscriber SSN

Secondary insurance Name (if other than Medicaid)

Subscriber Name
(Perscn,,vnc enrolled into health plan)

Subscriber DOB_/ I
Relatiorrsl'rip to patient:

Subscriber lD #
Employers Name
Employers Phone #
Su bscriber SSN

E" CCINiSENT & AGREEMENT
I herehy (:snsent to the use and disclosure of my Private Health Information (PHt) and individually ldentifiable Health
lnformation (llHl)for payment, treatment and other healthcare operations, accordingto the health insurance Accountability
AnoportabiiityActof 1996,effective April 14,2003. lhavebeengivenanopportunitytoreviewacopyoftheprivacyNotice.
I understand that patient information wili still be stored electronically for my provider's record.
| [3vo 1'otTiarlrgd the Children's IQ Network (CIQN) lnformation Sheet, I understand that patient information willstillbe stored
electronica iy for my provider's record, and that an electronic health summary will be available to other providers through the
CIQN. I also understand that I have the right to not share (opt-out) health information with other providers within the CteN.
(Please request a form if you'd Ilke to opt-out)

i hereby au'iirorize the re{ease of patient medical information to insurances carriers and authorized my insurance benefits to be
lraid iiirectllr to Family's Urgent Care, realizing that I am responsible to pay unpaid services. The medical Services will be
5ui'ni-rrited to my insurance company base on the information I have provided. If payments has not been received within 60 days
of service oR payment has not been received due to incorrect insurance information being given to Family's Urgent Care at
'irrne of se rvice, the account will be turned over to an outside collection agency with additionalfees added.

-[he urro( r'siSi-red hereby consents to the administration of such medical treatment, diagnostic and/or therapeutic procedures
And su|gery as required by the physician rendering care for themselves and/or their child(ren).

Patienr/Parent/Guardian signature:
Parent,/Guardian Print Name:
Today's if ate / _l_


