
Patient Information

---------------------------------------------------------------------------------------------------------------------

Patient Name:  _________________________________        Date of Birth:  ___/___/___

Parent/Guardian:  ________________________________    

Address:  ______________________________________

                ______________________________________

Phone:  _____________________________                  County:  _____________________
---------------------------------------------------------------------------------------------------------------------
Primary Care Physician:  ___________________________________

Address:  ______________________________________

                ______________________________________

Phone:  ________________________               Fax:      _____________________________

---------------------------------------------------------------------------------------------------------------------
Primary Insurance:  ______________________            Phone:  _____________________

Address:  ____________________________            Policy/ID#:  _____________________
                  ____________________________                  Group:  _____________________

Policyholder:  ____________________________               

Employer:  ______________________________        Auth Req.  Yes or No

Payer ID:  _____________           
Pre-cert/Auth Phone#:  _____________________

---------------------------------------------------------------------------------------------------------------------
Secondary Insurance: ______________________          Phone:  _____________________

Address:  ____________________________            Policy/ID#:  _____________________

                  ____________________________                  Group:  _____________________

Policyholder:  ____________________________               SSN:  _____________________

Employer:  ______________________________        Auth Req.  Yes or No

Copay Amount:  _____________          Pre-cert/Auth Phone#:  _____________________

---------------------------------------------------------------------------------------------------------------------
I hereby certify that the information I have given is correct.
_______________________________                    __________________________________

Parent/Guardian Name (Print)                                                            Relationship to Child

__________________________________________                             _______________________________________________

Parent/Guardian Signature

                                         Date

C & L Medical Time Consultants

March 2008

