Saratoga County Public Health 
Children with Special Healthcare Needs Intake Information		Please fax to:  (518)693-7389


Date:        /      / 			Referral Source:______________________________________


Child’s Name:  _____________________________________________  		Date of Birth:        /      /


Parent / Guardian’s Name:  _______________________________________________________

				(last)                                                             (first)

Parent / Guardian’s Name:  _______________________________________________________


Address:  ______________________________________________________________________  
		(Street)		(Apt or Lot #)		(City/Town/Village)		(Zip) 

[bookmark: _GoBack]BEST Phone number for us to reach to:  _____________  Alternate number:  _______________                   

Race:  												
     (Hispanic)                        (White)  	             (Asian)  	(Am.Indian or 	      (Af.American)	              (Other)	       (No Response)
					                Or Pac.Islander             Or Alaska Native	
	


Insurance:  _____________________________________     None:  

Assistance Needed:  
 Deductible	 Co-pay	 Premium	 Item/Service not covered   Item/ service exceeds limits of benefit package


Primary Care Physician:  _____________________________________________________
