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Welcome to Dr. B’s Kids
_______________________________________________________________________
Please provide us with a current copy of your insurance card. We will also need Social Security numbers as is required by most insurances that we file for you.

Patient’s Name:______________________  
DOB:____________ 
SS#:___________________  Male / Female
Mother’s Name:______________________ DOB:____________   SS#:_________________
Address:_______________________________________  Home Phone #:_______________
City:__________________  State:_______  Zip:_______  Work Phone#:________________
Place of Employment:____________________________   Cell Phone#:_________________
Father’s Name:______________________  DOB:____________   SS#:_________________
Address:_______________________________________  Home Phone #:_______________
City:__________________  State:_______  Zip:_______  Work Phone#:________________ 
Place of Employment:____________________________   Cell Phone#:_________________
Insurance Company Name:_________________________  ID#________________________
Primary Insured:____________________ Relationship to Patient:______________________
Primary Insured Address(if different from above)___________________________________
City:__________________  State:______  Zip:_________ SS#____________ DOB________
Names of Brothers/Sisters:

Name:_________________ DOB________   Name_________________ DOB________ 

Name:_________________ DOB________   Name_________________ DOB________ 

Who are the legal guardians of this child?

Name:____________________________ Relationship________________ Phone #



Name:____________________________ Relationship________________ Phone #



I AUTHORIZE THE FOLLOWING TO BRING ______________________ TO Dr. B’s Kids FOR HEALTHCARE.                                             (name of child)

Name:____________________________ Relationship_________________ Phone #_________________
Name:____________________________ Relationship_________________ Phone# _________________
Name:____________________________ Relationship_________________ Phone #_________________ 
Name:____________________________ Relationship_________________ Phone #_________________
______________________________________________________________________________________

By signing this document I assume financial responsibility for the patient named above. I am financially responsible for all charges whether or not they are covered by insurance. I agree to pay all costs of collection and reasonable attorney’s fees. I authorize the provider to release all information necessary to secure the payment of benefits. I agree that a photocopy of this agreement shall be as valid as the original.
PRINT NAME:___________________________________________ 

SIGNATURE:__________________________  DATE:___________ 

*Where did you hear about us?  _________________________










