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CHILDREN’S HEALTH CENTER 

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

CHILDREN’S HEALTH CENTER SPECIALTY CLINIC INTAKE FORM 
Please attach medical documentation related to diagnosis and a demographic sheet 

 

Specialty Clinic Requested _______________________  Date____________________ 
  

Reason for Referral______________________________________________________ 
 

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

 
First Name: ________________________ Last Name: _________________________    
 

Billing Address:  _______________________________________________________ 
 

Home Address:  _______________________________________________________ 
 

City:  ______________________________________   Zip Code: ________________  
 

Home Phone:  _____________________   Mobile Phone: ______________________ 
 

Date of Birth: ___________________ Gender:    M      F     Marital Status:  _________ 
 

Referred by:   ________________________ 
 

PCP: __________________________   PCP Email: _________________________ 
 

PCP Phone:  ____________________   PCP Fax:   ____________________   
   
Responsible Party (Parent/guardian if child): _________________________ 
 

Responsible Party Address: _______________________________________________ 
 

Email Address: _________________________________________________________ 
 
 

Primary Insurance Company: ___________________________ 

Subscriber Date of Birth: _________________ 

Member No: __________________ 

 

Secondary Insurance Company: _________________________ 

Subscriber Date of Birth: _________________ 

Member No: __________________ 

1200 North Beaver Street 
Flagstaff, AZ 86001 
928 773-2054 
928-773-2286 FAX 
1-800-232-1018 

 


