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Marine 'of Palient N
(Last) (First) [Mididla)
Horme Address : o
[ Madling | (City) (Stata) LZip
Crate of Birth Agja Male ___ Female Social Security Mumber
Mardtal Status: (Cirche ane) Smngle Married Divorced Widowed
Huoirie Phane Work Phang Qther Phane

How would you Bee to be contacted (cncle one):  Home Phane  Work Phone  Other Phane
Student Status: {Circle one) Yes Mo If ¥es: (Cirche one]  Full Fart

‘feberan Status: (Circle aned Yes Mo Face Ethmicity

Humber of Household Members Househokd Income

Employer Phare .

Address

{Malling) (City) (State) {Zip)

Emergency Contact Fhona

Fame of Guandan Cate af Birth Age
{Last) (First) (Middie}

Bddriess Home Fhone
Mailing) [Coy) (Saale) [Z1p)

Social Security Mumber
Guardian Employer

Primary [nswrance Carrier Card Holder Mams
[Insurance Compary Mame & Address)

Policy Wumber Graup Mumbes Insured Marma _

Secondary [rsurance Carer Card Holder Name
(Irsurance Company Mame & Address)

Poficy Murmber ____ Group Number Insured Mame -
Do you have an advanced directive / Eving will? YES __ NO ___ If you would like information on advanced directives, please inform the raceplionist.

*Motice of Additional Fees
[ imderstand that there may be additionad fees assessed by outside taboratory and/or radiclogical reading services, You will receive a separate
bill for these services, fram the oulside antity,

*Patient Responsibility for Charges

I undarstand that all charges mourmed for my cane are my respansiblty, Commaunity Health & Emergency Sarvices, Inc. will suliemil my insurance
claim as a courtesy. However, [ inderstand that | am ultimatedy responsible for any balance left unpaid by my insurance. if | fail to make a
payment when due and the account becomes delinguent or is tumed over to a collection agency or an attormey for coliection, [ agree to pay all
collection agency fees, court eosls and attomey's fees. | also agree that any patient or guarantor cverpayments on the above account may ba
applied directly to any delinquent account Tor whach 1 or my guarantor is keaally responsible at the time af e callecton of the ovarpayment.

*Motice to Genaral Assistance Patiels
Flagse be aware that General Assistance pays for primary care office visits and medically necessary labaratory tests only, Injections of avy kind
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are not covered. General Assistance patents may apply for our sliding Tee program for any non-covered Services. You are responsible for payrment
of By Services thet are not covened by your General Assistance card,

Consent to and Authorization of Procedures of Cara

[ consent to the administration of all reutine medical and dental examinations and treatments, and all other related care to [ to myself

{or the mingr patient) that may be ordered by physicians, dentists and/far any other providers of Community Healih & Emergency Services, Inc,

This corgent shall remain in et for two (2) years regardless of the number of visits, unliass the undersigned ghves written revocation af this consent

PAYMENT IS EXPECTED AT TIME OF SERVICE LINLESS (FTHER ARRAMGEMENTS HAVE BEEM MADE IN ADVAMCE

Methad of Paying Account
Medicare  InSurance You may b eligible Tor o discount for today's service based on your family size and income
Medicaid Fleaza ask the receptionist for detalls on aur slding fee program,

*Cansent for Purposes of Treatment, Payment and Healthcare Qparation

Al references Lo "me' or ‘my’ refer to mysel or the minor patient whom | am the guardian of:

| consent to the use or disdasure of my protected health information by Commundly Health & Emergency Services, [nc, (CHEST) for the purpese
of dEagnasing or providing treatment to me, obtasning paymant for my health care bills or to conduct the haalth care operations of CHEST,

I understand 1 hawe the right bo request a restriction as to how my protected health information & used or disclosed o caery cul treatment, payment
ar healthcare operations of the prasctice. CHES] is not required to agrea to the restrictions that | may reguest, However, If CHES] agrees to a restriction
that 1 request, the restriction is binding an CHES] and CHESI clini: providers. [ have the mght to revele this cansent, in wnting, at any tme, @xcept to
the extent that CHESI has taken action in reliance on this consent. My “protected health information” means haalth infarmation, induding rmy
demographet informatian, colletted fram me and created or received by physicians, another haatth care prowvider, a beadth plan, my employer or

a health care cleannghouse. This protected health information relates to my past, present or future physical or menizl health condition and idenitifies
me, ar thera |5 a reasonable basis to balieve the information may identily me,

| understand 1 have a right to review CHESI's Motice of Privacy Practices prior o signing this document. CHESI's Motice of Privacy Practices has been
providid o me The Notice of Privacy Practices describes the bypes of uses and disclosures of my protectad haalth information that will oocur in my
reatrment, payment of bills of in the paformance of health care operations of CHESL The Notice of Privacy Practioes for CHESI is also provided at our
CHES] faclty kocations and an the CHES] website at wwv.chesiong. This Notice of Privacy Practices also descrilves my rights and CHEST's dutias

with respect bo my protected health miormation,

CHES] meserées the right to change prevacy practices that are described in the Motice of Privacy Practices. [ may obtain a revised Motice af Privacy
Practicas by wisting CHESI's website, 3l hitp:/wew.chesiorg, calling the office and requesting a revised copy be sent in the mail or asking for ot
al thee G of my nest appaintment

HIPAA INFORMATION: Please check all that apply.

(AREA} (PREFIX) (NUMBER) (AREA} (PREFIX] (MUIMEER)
HIF&A Info Community Health & Emengency Sandces, Inc. may:
Leava message at your homa ! YES MO Leave message at your place of work? _ YES [0
Leave message at schoal? YES KO Leavie a message on a listed cell? YES MO

May we decuss your medical cond®ion with ary member of yaur householkd, famsly, malative or diose personal friend ?

YES MO 11 yes, whom

{RELATIONSHIP TO PATIENT) (TELEPHONE)

Sgditonal HIPAA comments:

PLEASE GIVE RECEFTIONIST A PHOTO 10 (DRIVERS LICENSE) ARD: ALL INSURANCE, MEDICARE AND MEDECALD CARDS.

Signature Duake Refationship

Witness Title




