
Mobile Clinic 
Community Health & Wellness Services

For Appointment & More
Information contact:

Vaccines Day
Please bring immunization record on

appointment day.

MONDAY, JULY 7
9:00 am - 4:00 pm

16200 Downey Ave, Paramount, CA 90723

CCHC serves everyone regardless of immigration status or income. 

Paramount Unified School District
Lisa Kirk

562-602-6035
PupilServices@paramount.k12.ca.us 

CCHC
Alicia Martinez
 (818) 630-6140

aliciam@cchccenters.org

ALONDRA MIDDLE SCHOOL

https://linkprotect.cudasvc.com/url?a=https%3a%2f%2falondra.pusdschools.net%2fapps%2fmaps&c=E,1,-36OcJjp8INFinmI_i6ySZZM4lXIv6CLHE_SaqD3idui0YKaFdGrDJzI6m-Jkwiu7Gut-jeM2PuhsmvB__6yqa8HJaFoybsZMrKUDPlFT6VVL5uw-t8,&typo=1


Organization: ________________________________________ Contact Name: _________________________________ 

Contact Phone Number: _______________________________ Contact Email: __________________________________ 

 

Name: __________________________________________________      Gender:   Male       Female    Other 

Date of Birth: ________________   Primary Language:   English   Spanish   Armenian   Other_________________ 

Phone Number: ___________________________Address: _______________________________________________ 

      

Health Coverage Type:    Medicare   Medi-Cal    Commercial    Uninsured 

Available Services (Check All That Apply): 

 Medical 

 Physical Examination     

   Sports Physical     

    Blood Draw/In Office Labs  

     Hearing  Screenings  

 

 

Immunizations:____________________

 

  Snellen Vision Screening   

 

 

 Weight Management 

 

 

 

 

      

____ Health

 

Coverage

 

Enrollment Services – Medi-Cal, My Health LA, Covered CA

____ Other: ___________________________________________

Organization Information 

Patient Information 

Insurance Information 

 

 Please email completed Registration form to michellet@cchcCenters.org

 If

 

you

 

would

 

like

 

to

 

speak

 

with

 

a

 

team

 

member

 

directly,

 

please

 

call

 

818-630-2297

 
 Keep a copy for your records.

Revised 07/2021

Directions 

     _Parent/Guardian's name: ______________________
____

  

Mobile Community Health  &  Wellness  Services  

 HIV/STD Detection, Treatment Counseling

 

Registration Form

  Pregnancy Testing
  Diagnosis & Treatment of Minor Acute Illness 

Member  ID: _________________

 Dental Screening

ALONDRA MIDDLE SCHOOL                                                         LISA KIRK

562-602-6035                                                                PupilServices@paramount.k12.ca.us 
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