
 

PMG AK Pediatric Gastroenterology Clinic  
4001 Dale St, Suite 201 Anchorage, AK 99508  

Phone: 907-212-2240 Fax: 907-212-2872 
 

Please fill out the attached paperwork and fax back to our clinic prior to your 
appointment.  

Please do not mail completed paperwork to our office. 
Please also bring your insurance card and parent/ guardian ID.  

 

If you are a legal guardian or foster parent, you MUST bring in legal documentation to the appointment. If this is 
not provided the appointment will be canceled. 

 

To avoid having to reschedule your appointment please arrive 15 min early. 
 

 
 

 

Wellness Dr. 

Providence Hospital 



PATIENT REGISTRATION 

 

 

PATIENT INFORMATION:     

Last Name: ___________________________  First Name: ____________________________  M.I.:________  

SSN: ________________________________   DOB: __________________________     Gender:  F / M      

Address: ____________________________________  City ___________________ State ____  Zip _________ 

Race: _________________________                    Ethnicity:  □ Non-Hispanic    □  Hispanic 

 

Primary Provider: ____________________________________   Clinic: ______________________________ 
 

PARENT/GUARDIAN/RESPONSIBLE PARTY:  Who is legally responsible for the child? 

Last Name: _____________________________  First Name: ____________________________  M.I.:_______  

Marital Status:  M / S / D   SSN: __________________________  DOB: ________________  Gender:  F / M      

Address: ______________________________________  City ________________  State _____  Zip ________ 

Home Phone: ____________________  Cell Phone: _________________  Work Phone: __________________  

Relationship to Patient: □ Mother □ Father  □ Step-Parent  □ Foster Parent  □ Guardian   Other:_________ 

PARENT/GUARDIAN/RESPONSIBLE PARTY: 

Last Name: ____________________________  First Name: ____________________________  M.I.:_______  

Marital Status:  M / S / D   SSN: __________________________  DOB: _______________   Gender:  F / M      

Address: ______________________________________  City ________________  State ______  Zip _______ 

Home Phone: ___________________  Cell Phone: _________________  Work Phone: ___________________  

Relationship to Patient: □ Mother □ Father  □ Step-Parent  □ Foster Parent  □ Guardian   Other:_________ 

PRIMARY INSURANCE: 

Insurance Name: ______________________________  Policy ID #_________________________________ 

Policy Holder: ________________________________  Relationship to Patient: _______________________ 

SSN: _______________________________________  Date of Birth: __________________  Gender:  F / M 

Employer Name:  ________________________________________________________________ 

Address: ________________________________________  City: _________________  Zip Code: __________ 
 

SECONDARY INSURANCE: 

Insurance Name: ______________________________  Policy ID #_________________________________ 

Policy Holder: ________________________________  Relationship to Patient: _______________________ 

SSN: _______________________________________  Date of Birth: __________________  Gender:  F / M 

Employer Name:  ________________________________________________________________ 

Address: ________________________________________  City: __________________  Zip Code: _________ 

 

TRAVEL QUESTIONS:  
 

In the past 21 days, have you traveled to/from Guinea, Liberia, or Sierra Leone? Or, in the last 14 days, have you traveled 

to/from the Republic of Korea or countries in or near the Arabian Peninsula?  YES / NO  
 

In the past 21 days, have you had close contact with someone traveling in Guinea, Liberia, or Sierra Leone who is ill? Or, 

in the last 14 days any close contact with someone traveling in the Republic of Korea or in/near the Arabian Peninsula 

who is ill?  YES / NO 
 

Providence Pediatric Gastroenterology Clinic 
4001 Dale St, Suite 201  Anchorage, AK 99508 

907-212-2240  Fax: 907-212-2872 

 



 



 


