Insurance cards copied?______






Date________________
COMMUNITY HEALTHCARE CENTER

PATIENT REGISTRATION INFORMATION

PATIENT’S PERSONAL INFORMATION:
Marital Status:  M  S  W  D      Sex:  M  F

Last Name:_______________________________First Name:_________________Initial:________

Mailing address:___________________________Physicical address:________________________

City:_______________________State:_______Zip:__________Home Phone:_________________

County of Residence:___________Social Security #:______________Work Phone:_____________

Birthdate:_____________Former name(s):______________________Cell Phone:______________

E-Mail address:___________________________________________________________________

Employer/Name of School:_____________________________Part-time:_______Full-time:_______

Spouse’s Name:_______________________________Spouse’s work phone:__________________

RESPONSIVLE PARTY INFORMATION:  Responsible party:_______________________________

Date of birth:____________________Social Security #:____________________________________

Relationship to patient:  Self_____ Spouse_____  Parent _____  Other (specify) ________________

Responsible party’s address (PO Box, Street, Route)______________________________________

City:_______________________State:_______Zip:__________Home Phone:__________________

Employer’s Name:____________________________Phone:________________________________

Employer’s Address:________________________________________________________________

PATIENT’S INSURANCE INFORMATION:

PRIMARY Insurance Company Name:__________________________________________________

Insurance Address:_____________________City:______________State:________Zip:___________

Name of insured:__________________________________Date of Birth:______________________

Insurance ID number:______________________________Group Number:_____________________

SECONDARY Insurance Company Name:_______________________________________________

Insurance Address:_____________________City:______________State:________Zip:___________

Name of insured:__________________________________Date of Birth:______________________

Insurance ID number:______________________________Group Number:_____________________

EMERGENCY CONTACT (NOT AT YOUR ADDRESS):

Name:_____________________________________Relationship:____________________________

Address:_______________________City:_______________State:______________Zip:__________

Home Phone:______________________________Work Phone:_____________________________

Clinic staff may release my Protected Health Information to__________________________________________________

(*this would most likely be a family member with whom you allow us to share information regarding appointments, prescriptions, lab results, etc.  It does not authorize the above-named person to obtain copies of you medical records)






CONSENT / ASSIGNMENT OF BENEFITS

I hereby grant permission to the clinics dental/medical staff to perform such treatment/procedure(s) they deem necessary.  I know that I will be told the reasons for the treatment/procedure(s), the benefits or risks with it, and other treatment options.  I know that there are risks with the treatment/procedure and the healthcare provider cannot promise success.

I understand that if I carry health/dental insurance, all services furnished are charged directly to me and that I am personally responsible for payment of all services whether or not they are covered by insurance.  This office will help prepare my
insurance forms or assist in making collections from insurance companies and will credit any such collections to my account.

I hereby give authorization for payment on insurance benefits to be made directly to ______________________ for services until I revoke such authorization.  I hereby authorize this healthcare provider to release all information necessary to secure the payment of benefits.  The information I have given is correct.  I agree that a photocopy of this agreement shall be as valid as the original.  I have read the above conditions of treatment and payment and agree to their content.

Signature_______________________________________________Date______________________________________

We are a Community Health Center with some federal funding which allows us to provide services on a sliding fee basis (discounted fee schedule) according to you income.  We are required to report the following information to the Department of Health and Human Services.  We appreciate your help in providing us with this information. 

DO YOU NEED AN INTERPRETER’S SERVICES?  ____Y  ____N

RACE / ETHNICITY / LANGUAGE:  _____White (not Hispanic)





_____Asian/Pacific Islander






_____Black (not Hispanic)






_____American Indian/Alaska Native






_____Hispanic






_____Unknown

INCOME LEVEL:  PLEASE CIRCLE THE NUMBER IN YOUR FAMILY AND THE INCOME LEVEL




NEAREST TO YOURS ON THE SAME LINE:
NUMBER IN FAMILY: 


AUUNAL INCOME
1. Under $10,210
$10,211-$15,315 
$15,316-$20,420
$20,421 and over

2. Under $13,690
$13,691-$20,535
$20,536-$27,380
$27,381 and over

3. Under $17,170
$17,171-$25,755
$25,756-$34,340
$34,341 and over

4. Under $20,650
$20,651-$30,975
$30,976-$41,300
$41,301 and over

5. Under $24,130
$24,131-$36,195
$36,196-$48,260
$48,261 and over

6. Under $27,610
$27,611-$41,415
$41,416-$55,220
$55,221 and over

If you income falls below the last figure behind the number in your family, you are eligible for some discount on your services.  Please request an application from the receptionist.

I REFUSE TO GIVE / DON’T KNOW THE ABOVE INFORMATION.






            SIGNED:______________________________________

Rev 12.07

