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ATLANTA CHILDREN’S CLINICAL CENTER, P.C.
	
	Mother/Parent 1
	Father/Parent 2

	Full Name
	
	

	Date of  Birth
	
	

	Marital Status
	
	

	Home Address, Street
	
	

	City, State, Zip
	
	

	Home or Primary Phone
	
	

	Cell Phone No.
	
	

	Work Phone No.
	
	

	E-mail Address
	
	

	Employer Name
	
	

	Employer Address, Street
	
	

	City, State, Zip
	
	

	Social Security No.
	
	



CHILDREN    (Please list ALL children in the family who are seen by our physicians).
	Full Name
	Sex
	Name Preferred
	Date of Birth

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	INSURANCE
	Primary
	Secondary

	Subscriber
	
	

	Company
	
	

	Address

City, State, Zip
	
	

	Policy Number
	
	

	Group Number
	
	


I, _______________________________________, have reviewed and/or received a copy of the Atlanta Children’s Clinical Center, P.C.’s Notice of Privacy Practices.

I, _______________________________________, have read and understand the Atlanta Children’s Clinical Center, P.C.’s 
Financial Policy.

*Signature    _________________________________________________            Date:   ___________________________
                         (Guarantor)
