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CHILDREN’S HEALTH CENTER

Children’s Rehabilitative Services, Children’s Specialty Clinics, Safe Child Center, Audiology

CHILDREN’S SPECIALTY CLINIC INTAKE FORM

Attach medical documentation related to diagnosis and a face sheet from your clinic
Specialty Clinic Requested _______________________Date____________________

Reason for Referral_____________________________________________________

Diagnosis and codes:     (1) _____________ (2) _________________ (3) _____________

Patient’s name_________________________________   Sex:   M   F    DOB _________

Mailing Address__________________City___________________Zip Code___________

Home phone _______________Message  Phone / Contact Person__________________
Cell phone _______________  Emergency Contact ___________________
Parent/Guardian  name_____________ DOB __________ Guarantor  ____Yes ____ No
Parent/Guardian address (If Different)

Mailing Address__________________City___________________Zip Code___________

e-mail (If known)  ___________________________

Referring Person   _______________
Phone _____________
Fax ______________

Address_____________________________________________________________

PCP Name  ___________________
Phone ___________ 
Fax _______________

PCP Address _____________________________________________________________
PATIENT’S INSURANCE POLICY HOLDER NAME:  ___________________________
EMPLOYER _________________________________  PHONE ________________

PRIMARY INSURANCE ________________________ PHONE ________________

ID # ____________________  GROUP NAME ___________________  GROUP #

SECONDARY INSURANCE _____________________ PHONE _____________________

PRIOR AUTHORIZATION NUMBER __________________  EFF __________ EXP______
1200 North Beaver Street


Flagstaff, AZ 86001


928 773-2054


928-773-2286 FAX


1-800-232-1018
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