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Insurance and Emergency Care Information

___________________________________________________________________________________________
Patient’s Name   




  

  Sex            
  
 Date of Birth      
                

______________________________________________________________________________________________________
Address


         

       City


   State

               Zip Code

______________________________________________________________________________________________________
Home Phone Number
       Cell Phone Number
              Work Phone Number 
   

   Email Address
______________________________________________________________________________________________________ 

Mother’s Name 


Mother’s Date of Birth                                                 Social Security No.

______________________________________________________________________________________________________

Father’s Name


Father’s Date of Birth

                          Social Security No.

______________________________________________________________________________________________________
Father’s Employer

    Phone

       Mother’s Employer

      Phone

______________________________________________________________________________________________________
Name of Insurance Company



        Policy Holder’s Name

______________________________________________________________________________________________________
Subscriber ID/Policy Number



        Group Number

______________________________________________________________________________________________________
Family Physician 



     Phone


             Hospital Preference

______________________________________________________________________________________________________

Passport Provider (Medicaid Only)
______________________________________________________________________________________________________
Emergency Contact
                          Relationship                      Home Phone

Cell Phone

______________________________________________________________________________________________________
Emergency Contact
                          Relationship                      Home Phone

Cell Phone

______________________________________________________________________________________________________
Allergies

	Health Condition
	Symptoms/Sign to watch for
	Actions/Steps to be followed

	
	
	

	
	
	


Prescribed medication that the child is taking: ________________________________________________________________

_____________________________________________________________________________________________________
If we are unable to reach you by phone are we to call the ambulance?   NO ______ YES ______
I hereby authorize the Pediatric Therapy Clinic, Inc. to furnish the insured’s insurance company all information which may be requested concerning my child.  I hereby assign to the Pediatric Therapy Clinic, Inc.  any money for which I am paid for medical expenses related to the services performed at the clinic.   I also agree to above emergency information and care plan.  

_____________________________________________________________________________________________________

Signature of Responsible Party


                             


Date
708 Broadwater Ave.

602 East Park     
 
270 West Kagy, Suite B

Billings, MT 59101     

Anaconda, MT 59711

Bozeman, MT 59715

Phone: 406.259.1680    

Phone: 406.563.0260

Phone: 406.624.6069

Fax 406.259.1777
    



www.ptcbillings.com
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