
	
FAMILY	LINKING	FORM		

If you are a patient of Brilz Associate Clinic and another family member of your home is also a 
patient here, please provide us with their name and date of birth so that we may “LINK” your 
files. This allows us to update demographic information across the family when new addresses 
and phone numbers are provided. If we are having difficulty getting a hold of you, we have 
alternate contact information. When referencing “Family,” we refer to a spouse or children in 
your household. Note: We only require one form PER household.  
 

Your Name (First & Last): _____________________________________________ 

DOB (Day Month Year): ______________________________________________ 

 

Family Information 

Please provide ONLY if your family member is a patient at Brilz Associate Clinic 

 
Spouse’s Name (First & Last): _____________________________________________________ 

Spouse’s DOB (DDMMMYYYY): ___________________________________________________ 
 

Child’s Name (First & Last): _______________________________________________________ 

Child’s DOB (DDMMMYYYY): _____________________________________________________ 
 
Child’s Name (First & Last): _______________________________________________________ 

Child’s DOB (DDMMMYYYY): _____________________________________________________ 

 
Child’s Name (First & Last): _______________________________________________________ 

Child’s DOB (DDMMMYYYY): _____________________________________________________ 
 

Child’s Name (First & Last): _______________________________________________________ 

Child’s DOB (DDMMMYYYY): _____________________________________________________ 


