Dependent Registration

(Dependents must be 17 or younger)

Assuran Ce Name of Main Account Holder:

Healthcare & Counseling Center

Please fill out all of the requested information and return via fax, email, or in person.

Dependent #1 Dependent #5

First Name First Name

Last Name Last Name

Middle Initial Gender OM O F Middle Initial Gender M F
Date of Birth Date of Birth

Dependent #2

First Name Address

Last Name

Middle Initial Gender M O F City, State, Zip

Date of Birth

Dependent #3

First Name Emergency Contact Information
Last Name First Name

Middle Initial Gender OM O F Last Name

Date of Birth Phone

Dependent #4 Relationship

First Name

Last Name

Middle Initial Gender O M [JF

Date of Birth

Assurance Healthcare and Counseling Center

Ph 509-823-4650 | Fax 509-823-4652 | info@assurancehealth.org



