CHILDREN'S HEALTH CENTER OF NORTHERN ARIZONA
 
1200 N. BEAVER STREET 

              Phone: (928)773-2054 1-800-232-1018
FLAGSTAFF, ARIZONA 86001





    FAX: 928-773-2286





NON CRS INTAKE FORM

	Name of person who initiated the Intake: ________________________________________________________

*ALL FIELDS ARE REQUIRED*



Referral TO Specialty Clinic_____________________________________________Date_______________________
Patient’s  Full name________________________________________________   Sex:   M   F    DOB ________________
_
Mailing Address____________________________________City_______________________Zip Code______________

Home phone __________________________Message  Phone / Contact Person_______________________________

Mother's name____________________________________________ DOB __________ Guarantor  ____Yes ____ No
And/Or
FATHER'S NAME __________________________________________DOB ___________Guarantor ____Yes ____ No

Referring  Person   ________________________________
Phone ___________________
Fax ___________________
Address_____________________________________________________________________________________________
PCP Name  _________________________________________
Phone ___________________ 
Fax ___________________
PCP Address _________________________________________________________________________________________

Reason  for  referral________________________________________________________________________________

Diagnosis and codes:     (1) ______________________ (2) _______________________ (3) _________________________

	Policyholder  Name  ____________________________________________________________________________
Policyholder Employer________________________________________________________Phone:________________________
Employer Address  ______________________________________________________________________________

Primary Insurance /AHCCCS  Plan _______________________________________Phone__________________
ID #  ____________________________Policy /Group  Name ____________________  Group # _______________ 
Secondary Insurance/AHCCCS Plan __________________________________  ID # _______________________
AHCCCS  or Insurance Prior Auth  # _________________________ EFF __________  EXP __________




File under Application Tab
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