
 

Children’s Medical Group, PLLC      631 W 38th St Ste. 3  Austin, TX  78705      P (512) 451-5161    F (512) 451-1258 
 

Children’s Medical Group of Austin, PLLC 

Patient Information 

 
Patient’s Name ________________________________________________ Patient’s DOB __________________________ M______ F______ 

Patient’s Address _____________________________________________________________________________________________________  

City _____________________________________________________ State _____________________ Zip Code ________________________ 

 

Parent Name _______________________________________________________________ Parent DOB ______________________________ 

Primary Phone Number ______________________________________________________________________        Cell        Home        Other  
Parent Email _________________________________________________________________________________________________________ 

 

Parent Name __________________________________________________________ Parent DOB ___________________________________ 

Primary Phone Number ______________________________________________________________________        Cell        Home        Other  

Parent Email _________________________________________________________________________________________________________ 
 

WE MUST HAVE A COPY OF INSURANCE CARD AND PICTURE ID TO OBTAIN INFORMATION AND FILE CLAIMS AT THE TIME OF EACH VISIT 

Primary Insurance Policy ______________________________________________________________________________________________ 

Policy Holder’s Name _______________________________________________________ Policy Holder’s DOB _______________________  

Relationship to Patient ________________________________________________________________________________________________ 

Insurance ID Number ______________________________________________________ Group ID Number ___________________________ 

Person Responsible for this bill _________________________________________________________________________________________ 

Billing Address if different than patient’s _________________________________________________________________________________  
Name of Sibling   DOB                  Name of Sibling              DOB 

____________________________       ____________________                       ____________________________                     ___________________ 

____________________________       ____________________                       ____________________________                     ___________________ 

____________________________       ____________________                       ____________________________                     ___________________ 

The following individuals have permission to bring my child in for treatment 
_____________________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________________ 

Emergency Contact 

Name _______________________________________________________________ Relationship  ____________________________________ 

Phone Number ____________________________  Email _____________________________________________________________________ 

Address _____________________________________________________________________________________________________________ 

 
Signature _________________________________________________________________________ Date ____________________________ 

 
 


