
 
 

 
CHILDREN’S MEDICAL GROUP • 1912 W. 35TH STREET • AUSTIN TX 78703 

PH. (512) 451-5161 • FAX (512) 451-1258 
www.cmgaustin.com 

Children’s Medical Group, P.A. 
PATIENT INFORMATION 

Date: _______________                                         Date of Birth: _______________ 
 
Patient’s Name:  _________________________________________________          M ___  F ___ 

Patient’s SSN:    ______________________________ 
 
Patient’s Address:  ____________________________________________________________________ 

City:  _________________________________     State:  ________________     Zip:  _______________ 

Home Phone Number:  (______) ________________ Alternate Number:  (______) _________________ 
 
Mother’s name:  __________________________________________________ 

SSN:  ________________________    Date of Birth:  ____________________ 

Employer:  _________________________________ Work Phone:  (______) _________________ 
 
Father’s name:  __________________________________________________ 

SSN:  ________________________    Date of Birth:  ____________________ 

Employer:  _________________________________ Work Phone:  (______) _________________ 
 
WE MUST HAVE A COPY OF THE INSURANCE CARD AND PICTURE ID TO OBTAIN 
INFORMATION AND FILE CLAIMS AT THE TIME OF EACH VISIT. 
 
Primary Insurance:  ______________________________________________________________________ 

Subscriber’s Name:  ______________________________________    SSN:  ________________________ 

Relationship to patient:  ___________________________________ 

Employer:  _____________________________________________    Group # ______________________ 

Secondary Insurance:  ____________________________________________________________________ 
 
Person responsible for this bill:  ____________________________________ 

Address of billing if different from patient’s:  _________________________________________________ 

City:  __________________________________     State:  _________________     Zip:  _______________ 

 
Name of Siblings:      Date of Birth:  Name of Siblings:      Date of Birth: 

______________________   _____________ ______________________   _____________ 

______________________   _____________ ______________________   _____________ 

 
The following individuals have my permission to bring my child for treatment: 

______________________________________________________________________________________

______________________________________________________________________________________ 

Emergency Contact:  Name _____________________________    Phone # (______) _________________ 

Mailing address:  _____________________________________    Relationship ______________________ 


