PATIENT REGISTRATION

INSURANCE INFORMATION

Who is responsible for this acct?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance [ Yes O No
Subscriber's Name

Birthdate

Relationship to Patient

Insurance Co.

Group #

| certify that | have insurance coverage with

Date
Patient SS #
Patient Name
Last Name
First Name Middle Initial
Address
City
State Zip
E-mail
SexOM OF ‘Age Birthdate
CMarried Owidowed [OSingle COMinor
OSeperated [Divorced [Partnered for yrs
Patient Employer / School
Employer / School Address
Employer / School Phone )
Spouse's Name
Birthdate SS#
Spouse's Employer
Race: Language:

PHONE NUMBERS
Home Phone  ( )

Cell Phone ( )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT

Name of Insurance Company
and | assign directly to Dr.:

insurance benefits, if any, otherwise payable to me for services rendered. | understand that |
am financially responsible for all changes whether or not paid by insurance. | authorize the
use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose such
information to the above-name Insurance Company(ies) and their agents for the purpose of
obtaining payment for services and determining insurance benefits or the benfits payable for
related servcies. This consent will end when my current treatment plan is completed or one
year from the date signed below.

MEDICARE / MEDIGAP AUTHORIZATION

| request that payment of authorized Medicare benefits and, if applicable, Medicare benefits be
made either to me or on my behalf

to
Name Name of Doctor or Clinic
Relationship for any services furnished to be by that provider.
Home Phone  ( )
Work Phone  ( )
To the extent permitted by law, | authorize any holder of medical or other information about
me to release to the Centers for Medicare and Medicaid Services. Medigap Insurer, and their
RESPONSIBLE PARTY agents any information needed to determine the benefits or benefits for related services.
Name
Relationship Signuature of Beneficiary, Guardian or Personal Representative
Home Phone  ( )
Work Phone ) Please print name of Beneficiary, Guardian or Personal Representative
Birthdate SS#

Date Relationship to Beneficiary

CONSENT TO RECEIVE SERVICES AND LIMITED RELEASE OF INFORMATION

| voluntarily consent to the provision of medical diagnosis, physical examination, screening, diagnostic procedures, treatment, nursing care and /or transportation as

provided by the Council Bluffs Community Health Center.

| authorize the CBCHC to release any information considered to be confidential and which the CBCHC has personal knowledge of, or is contained in
files and records maintained by the CBCHC concerning myself or the child named below.

This information may be released ONLY to agencies and/or individuals and/or individual providers actively involved in my care and to those parties from

whom payments for authorized benefits may be sought.

Your signature below indicates that you agree to the above terms and conditions of release of your information.
The undersigned also acknowledges receipt of the CBCHC's Notice of Privacy Practices.

Dated:

Day

Patient Signature

CBCHC Representative Signature



SLIDING FEE APPLICATION (Optional for uninsured patients):

1 Proof of household income (last 30 days of pay stubs, prior year tax return, Social Security benefits)

2 Proof of social security number (if available)

3 Proof of address (current ID or light or gas utility bill)

4 Picture identification (birth certificate or state identification)

5 Proof of dependents / others in household (birth certificate, social secuirty card, school attendance)

6 Minimum fee of $20 for medical and / or minimum fee of $55 for dental is required at the time of
your appointment.

PATIENT INFORMATION:

Type of Visit: Initial Review Account #

PATIENT'S NAME:

DATE OF BIRTH:

ADDRESS:

SOCIAL SECURITY #: - -

TELEPHONE#:

Dependents (others in the household):
Please complete the following information for all dependents living in your household.

Name / Relationship Date of Birth Social Security #

Total number in household:

HOUSEHOLD INCOME VERIFICATION: O 1 DO NOT WISH TO DISCLOSE MY INCOME.
| AM NOT INTERESTED IN RECEIVING ANY DISCOUNTS.
Employed/___ /Unemployed/__ /ADC/___ /Student/___/Disability/ ___/Other/___/

Filed Federal Taxes: Yes___ No___ If yes, whatyear? 20

Place of Employment:

Yearly Gross Income (before taxes):$ Monthly Gross Income:$
Medicaid App Filed: Yes No / if no, why? Patient does not qualify / / Patient declined/ /
General Assistance App Filed: Yes No / if no, why? Patient does not qualify /___/Patient declined/__/

PATIENT AGREEMENT:

By signing this form, | agree that all information given is a complete and accurate statement of my income and
family size to date. | authorize Council Bluffs Community Health Center (CBCHC) to check all information
presented. | agree to report any changes in income or family size to the CBCHC Case Manager immediately.
| understand that any person who obtains or attempts to obtain by illegal means, services to which he/she is
not entitled, may be charged under the applicable state and federal statutes.

Signature of Applicant: Date:

Signature of Intake/Billing Representative: Date:
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