
CHANGE OF RESPONSIBLE  
PERSON & INSURANCE

All information must be completed

First  Middle  Last  M/F  Date of Birth___________________________________________________________________________________________

___________________________________________________________________________________________

Mother/Guardian of Child/Patient ___________________________________    SSN#  ______________________

Address ________________________________   City ____________  Zip ________   Date of Birth  __________

Phones: Home ______________________   Work  _____________________ Cell  ______________________

Employer ____________________________________________   Position  _____________________________

Father/Guardian of Child ____________________________________________    SSN#  ___________________

Address ________________________________   City ____________  Zip ________   Date of Birth  __________

Phones: Home ______________________   Work  _____________________ Cell  ______________________

Employer ____________________________________________   Position  _____________________________

Financially Responsible Party ________________________________________    Email  ____________________

Name of Emergency Contact _____________________________________________________________________

Relationship to Patient  _______________________________  Emergency Contact Phone ___________________

Current Provider ______________________________________________________________________________

Primary Language Spoken by child(ren) _________________   Primary Language Spoken by Parents  _______________

Child(ren) live with ____________________________________________________________________________

Preferred Pharmacy  _________________________________  Address _________________________________

Patient has State of Colorado Medicaid: (circle)  YES or NO  PRIMARY OR SECONDARY

Race: o  Native American/Alaskan Native   o Asian   o Black/African American   o  Hispanic   o White/Caucasian   o Other   o Declined



Insurance Coverage Information
Insurance card must be presented at each visit

Primary Insurance:

Effective Date: _________________________________________________    Today’s Date:  ________________

Insurance Company: _____________________________________________   Co-pay:  _____________________

Policy Holder (Guarantor): ______________________________________________________________________

Guarantor’s Social Security #: ______________________________________    Date of Birth:  ________________

Insurance Policy/ID #: ____________________________________ Insurance Group #:  _____________________

Employer: _________________________________________________  Employer Phone #: _________________

Insurance Address: ___________________________________ Insurance Phone Number: __________________

Names of Children on this policy:

First  Middle  Last  M/F  Date of Birth___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Secondary Insurance:

Insurance Company: _____________________________________________   Co-pay:  _____________________

Policy Holder (Guarantor): ______________________________________________________________________

Guarantor’s Social Security #: ______________________________________    Date of Birth:  ________________

Insurance Policy/ID #: ____________________________________ Insurance Group #:  _____________________

Employer: _________________________________________________  Employer Phone #: _________________

Insurance Address: ___________________________________ Insurance Phone Number: __________________

Names of Children on this policy: _________________________________________________________________

The above information is current and correct. I understand that I am financially  
responsible for all charges incurred whether or not paid by insurance.

______________________________________________________________________   _____________________
Signature     Date

The information in this document is proprietary and may not be reproduced, or converted in whole, or in part, nor may any of the information contained therein  
be disclosed without the prior consent. 
No representation, warranty or undertaking, expressed or implied is or will be made or given and no responsibility or liability is or will be accepted by  
Community Reach Center (“the Company”) or by any of its directors, employees or advisors in relation to the accuracy or completeness of this document  
or any other written or oral information made available in connection with the Company. 
Any form of reproduction, dissemination, copying, disclosure, modification, distribution and or publication of this material is strictly prohibited.


