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(Please include two possible options for your Primary Care Physician and Dentist provider.  Please note, the Primary Care Physician and Dentist of your choosing MUST accept the STAR Health Medicaid Program for children in foster care AND follow Texas Health Steps.)

Family Name: __________________________________________________________________


Primary Care Physician Information:

Name: _____________________________________    ☐ MD   ☐ DO
Specialty: __________________________________________________________
Street Address: ______________________________________________________
City/Zip: ___________________________________________________________
Phone: ________________________________    Fax: _______________________

Name: _____________________________________    ☐ MD   ☐ DO
Specialty: __________________________________________________________
Street Address: ______________________________________________________
City/Zip: ___________________________________________________________
Phone: ________________________________    Fax: _______________________


Dentist Information:

Name: _____________________________________    ☐ DDS
Specialty: __________________________________________________________
Street Address: ______________________________________________________
City/Zip: ___________________________________________________________
Phone: ________________________________    Fax: _______________________

Name: _____________________________________    ☐ DDS
Specialty: __________________________________________________________
Street Address: ______________________________________________________
City/Zip: ___________________________________________________________
Phone: ________________________________    Fax: _______________________

______________________________________________________________________________
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ANCHOR FAMILY SERVICES, INC

A CHILD PLACING AGENCY




