TRAVEL HEALTH AND INFECTIOUS DISEASE, LLC

Patient Information
Patient’s Name____________________________________  Social Security # ______________   

Sex  (M/F) ____ DOB   _______________________ Home Phone  (____)____________

Address __________________________________________ City ___________________________     

State _______       Zip ____________    

Primary care physician::

Name:___________________________________________________Phone:______________________

Adress: _______________________________________City:________________________Zip:______
 Self  / Parent (Guardian) Information
Mother’s First Name______________________    Last Name __________________________ DOB  ___________
Occupation ___________________________________________          Cell Phone (____)___________________
Employer Name   __________________________   Work Phone (____)___________________Ext_____________
Employer Address ____________________________________________________________________________

Father’s First Name___________________    Last Name ____________________________ DOB   ___________
Occupation ___________________________________________          Cell Phone (____)___________________
Employer Name   _________________________   Work Phone (____)___________________Ext_____________
Employer Address ____________________________________________________________________________

Parent’s Marital Status __________________ Child resides with (check)  _________       _____      ____       ____
						                                     both parents        mother       father        other

To receive our email news bulletins please enter your email address:  _________________________________

Primary Insurance (Person who holds insurance)
[bookmark: _GoBack]Insurance Company _________________________

 ID # _____________________________________________ Group Name or ___________________

Policy Effective Date _____________________ Copay Amount: ______________

Insured’s Name ________________________________            Social Security # _________________
 
DOB  _______________________           Relationship to Patient ______________________________

Secondary Insurance  (If child has multiple insurance coverage)
Insurance Company ______________________
 ID # ________________ ________Group Name or # __________________
Policy Effective Date _____________________ Copay Amount: ______________
Insured’s Name ________________________________  Social Security # _________________
 DOB  _________________________Relationship to Patient ______________________________
Insurance Assignment & Release of Information
 I authorize the release of my child’s any medical information necessary to process insurance claims.
 I authorize the release of payment of medical benefits to my child’s provider.
 I have received notice of this organization’s privacy practices.
 I understand that I am financially responsible for any deductible & coinsurance fees, and charges for non-covered      
  services.  

____________________________________________________________________________________ ___________________  Revised 1/3/13
Guarantor’s Signature                                                                                  Date
