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Welcome!  Please fill out the information below to the best of your ability:*
	Patient (Child) Information:

	Name child goes by:
	     

	Last Name:
	     
	First Name:
	     
	MI:
	 

	DOB:
	  /  /    
	Social Security #:
	     
	Gender:
	 FORMDROPDOWN 



	Parent/Guardian Information (Mother):

	Mother Last Name:
	     
	Mother First Name:
	     
	Mother MI:
	 

	DOB:
	  /  /    
	Mother SS#
	     

	Street Address:
	     
	City, State
	      , TX
	Zip Code:
	     

	Mother’s employer:
	     
	Employer’s address:
	     

	Home Phone:
	     
	Mobile phone:
	          
	Work phone:
	     
	Extension:
	     

	E-mail address:
	     

	Is this person the primary insured?
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	May we contact this person in the event of an emergency?
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

	Do we have permission to discuss health information with this person?
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

	If this caregiver is not the mother please describe your relationship to the child:      


	Parent/Guardian Information (Father):

	Father Last Name:
	     
	Father First Name:
	     
	Father MI:
	 

	DOB:
	  /  /    
	Father SS#
	     

	Street Address:
	     
	City, State
	      , TX
	Zip Code:
	     

	Father’s employer:
	     
	Employer’s address:
	     

	Home Phone:
	     
	Mobile phone:
	     
	Work phone:
	     
	Extension:
	     

	E-mail address:
	     

	Is this person the primary insured?
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	May we contact this person in the event of an emergency?
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

	Do we have permission to discuss health information with this person?
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

	If this caregiver is not the father please describe your relationship to the child:      


	Insurance Information:

	Insured Last Name:
	     
	First Name:
	     
	MI:
	 

	DOB:
	  /  /    
	SS#
	     

	Street Address:
	     
	City, State
	      , TX
	Zip Code:
	     

	Employer Name:
	     

	Insurance Co. Name:
	     
	Claims Address:
	     

	Insurance ID #
	     
	Group #
	     

	Member Services/Eligibility & Benefits Phone Number:
	     


	Emergency Contact: (please list someone not living with the child that we may contact if we cannot reach you)

	Last name:
	     
	First name:
	     
	MI:
	 

	Street Address:
	     
	City, State
	      , TX
	Zip Code:
	     

	Home Phone:
	     
	Mobile phone:
	     
	Work phone:
	     
	Extension:
	     

	Do we have permission to discuss health information with this person?
	 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

	Please describe this person’s relationship to the child:      


	How did you hear about us? (Please check all that apply)

	 FORMCHECKBOX 
 A family member/friend/doctor recommended us 
	 FORMCHECKBOX 
 Letter/Mailing
	 FORMCHECKBOX 
 Insurance company

	     Who recommended us? 
	     
	 FORMCHECKBOX 
 Advertisement
	 FORMCHECKBOX 
 I have seen Dr. Alvis in the past

	 FORMCHECKBOX 
 Other/Not listed (please specify):      
	 FORMCHECKBOX 
 Noticed office driving by
	


	I/We Agree to

	1. Give Dr. Jeffrey Alvis and his staff permission to examine and treat my child.

2. Authorize release of information to my insurance carrier for the purpose of processing claims.  I hereby assign medical insurance benefits to Dr. Alvis

3. Pay for services rendered unless other arrangements are made prior to the visit.

4. This assignment will remain in effect until revoked by me in writing:

	Signature:
	
	Today’s  Date:
	  /  /    


*None of your personal information will be released without your written authorization.
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