
DEPENDENT INFORMATION   APPOINTMENT DATE_________________________ 
(Confidential information for your file) 
PLEASE PRINT 

DEPENDENT’S NAME____________________________________   SEX M    F   AGE_____ BIRTHDATE_______________ 
   First         Middle        Last 

RACE_________________ ETHNICITY: __Hispanic __Non-Hispanic   PREFERRED LANGUAGE: _______________________ 

HOME ADDRESS_____________________________________________________________________________________ 
   Street    City   State   Zip 

EMAIL___________________________   CELL PHONE____________________    HOME PHONE_____________________     

SCHOOL ATTENDING________________________________________ 

 

FATHER’S NAME____________________________________________________ BIRTHDATE______________________ 

ADDRESS_____________________________________ CELL PHONE______________ HOME PHONE________________ 

EMPLOYED BY__________________________ OCCUPATION_____________________ WORK PHONE_______________ 

 

MOTHER’S NAME___________________________________________________ BIRTHDATE______________________ 

ADDRESS_____________________________________ CELL PHONE______________ HOME PHONE________________ 

EMPLOYED BY__________________________ OCCUPATION_____________________ WORK PHONE_______________ 

 

DEPENDENT’S PHYSICIAN_______________________ ADDRESS_________________________PHONE_______________ 

REFERRAL SOURCE (How did you find out about us?) _______________________________________________________ 

PHARMACY NAME_______________________ STREET_______________ CITY_____________ PHONE_______________ 

 

EMERGENCY CONTACT__________________________________________________________ 

RELATIONSHIP________________________ CELL PHONE___________________ HOME PHONE____________________ 

 

INSURANCE INFORMATION 

#1 INSURANCE COMPANY NAME________________________ PLAN NAME________________ GROUP #_____________ 

IDENTIFICATION #_______________ISSUE DATE______________ NAME OF POLICY HOLDER_______________________ 

PROVIDER PHONE NUMBER____________________________________ CO-PAY AMOUNT $____________  

#2 INSURANCE COMPANY NAME________________________ PLAN NAME________________ GROUP #_____________ 

IDENTIFICATION #_______________ISSUE DATE______________ NAME OF POLICY HOLDER_______________________ 

PROVIDER PHONE NUMBER____________________________________ CO-PAY AMOUNT $____________  
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