
 

 

Purohit Pediatric Clinic, LLC 
516 Quintard Ave, Anniston, AL  36201 -- Phone 256-741-9799 Fax 256-741-9795 

641 Snow Street, Oxford AL  36203 -- Phone 256-831-2601 Fax 256-831-2602 

PATIENT’S INFORMATION 
Patient Name                                                                                                                   

 

Gender  

                                                                                                                     

Male  or  Female 

Patient’s Date of Birth 

Mailing Address City/State/Zip 

 

 

Home Phone 

 

 

Cell Phone Social Security Number 

Patient Language 

 

English  - Spanish - Other 

Ethnicity 

 

Hispanic - Non Hispanic - Other 

Patient Race 

 

Caucasian – African American – Hispanic – Asian –Other________________ 

PARENT’S INFORMATION 

Mother’s Name                                 Mother’s Date of Birth Legal Guardian 

 

Yes   or   No 

Phone Number 

Mother’s Employer 

 

Employer Phone 

 

 

Mother’s Social Security Number 

Father’s Name                                                         Father’s Date of Birth Legal Guardian     

                                                                 

Yes   or   No 

Phone Number 

Employer Phone Employer Phone 

 

 

Father’s Social Security Number 

INSURANCE INFORMATION 

Primary Insurance Carrier 

 

 

Policy Holder’s Name Date of Birth 

Insured ID or Contract Number 

 

 

Group Number 

Secondary Insurance Carrier 

 

 

Policy Holder’s Name Date of Birth 

Insured ID or Contract Number 

 

 

Group Number 

Please give the receptionist your insurance card along with this form as soon as you have completed 

all sections.  Thank You!!! 

I understand that Purohit Pediatric Clinic,LLC will bill my insurance company for services rendered to me.  The 

billing of my insurance is a courtesy provided by Purohit Pediatric Clinic,LLC and I understand and agree that I am 

financially responsible for all charges that are incurred when services are rendered. 

 
Guardian Signature 

 

 

Date Relationship 

 

 



 

 

EMERGENCY CONTACTS (Also list any other individuals that may bring your child to our office.)  

Name 

 

 

Relationship Phone Number 

Name 

 

 

Relationship Phone Number 

Name 

 

 

Relationship Phone Number 

Name 

 

 

Relationship Phone Number 

Name 

 

 

Relationship Phone Number 

____________________________________________________________ 

Acknowledgement of Receipt of Privacy Notice 

By signing This form, you acknowledge that Purohit Pediatric Clinic, LLC has given you a copy of its Privacy Notice, 

which explains how your health information will be handled in various situations.  We must try to have you sign this 

form on your first date of service with, Effective April 14, 2003. 

 

If your first date of service was due to an emergency, we must try to give you this notice and get your signature 

acknowledging receipt of this notice as soon as we can after the emergency. 

 

Check all that are true: 

 

(  ) I have received Purohit Pediatric Clinic, LLC’s Privacy Notice. 

 

(  ) Purohit Pediatric Clinic, LLC has given me the chance to discuss my concerns and questions about the 

privacy of my health information. 

 

______________________________       ________________________________      ______________ 

Print Patient Name                                         Patient or Guardian Signature        Date 

 

 
Purohit Pediatric Clinic, LLC’s staff should complete if Acknowledgment Form is not signed: 

 

Does Patient have a copy of the Privacy Notice? 

 

(  )    YES          (  )   NO 

 

Please explain why the patient was unable to sign an acknowledgment form and Purohit Pediatric Clinic, LLC’s 

efforts in trying to obtain the patient’s signature. 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 


