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Does your family plan to follow the AAP guidance on vaccinations? ________________

What type of insurance does your family have? ________________________________
(Example. Blue Cross Blue Shield, Priority Health, Aetna, Medicaid-Priority Health, etc. This is not an extensive list of the types of insurance that we accept. However, the only Medicaid that we participate with is Priority Health Medicaid.)
Who is the insurance policy holder? _________________________________________
What is the subscriber ID (may also be Member ID or Policy Number) & Group Number?
______________________________________________________________________
Demographics
For full name enter the first and last names.
For date of birth use 2 digit month/ 2 digit day/ 2 digit year. Example. 01/01/26
Patient’s full name & date of birth: __________________________________________
Address: ______________________________________________________________
Guardian’s full name, relationship to patient & date of birth: ______________________
______________________________________________________________________
Guardian's email: _______________________________________________________
(If there is more than 1 legal guardian, enter information for all)

Preferred language to use: ________________________________________________

Primary Care History
Please fill out the information about your previous primary care provider that you are transferring from.
Name: ________________________________________________________________
Address: ______________________________________________________________
Fax number: ___________________________________________________________
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