	[image: image1.wmf]PRIVATE INSURANCE INFORMATION 

 

Policy Holder’s Name:  _______________________________________

 

Policy Holder’s Date of Birth:  __

_______________________________

 

Policy Holder’s Employer:  ____________________________________

 

Patient’s relation to 

the policy

 holder:

  ___________________________

 

Does this insurance cover other family members?   (Yes)  (No)  

 

     Who?   ______________

________________________________

 

Insurance 

Company

:  _____________

__

______________________

 

Address

:

  ___________________________

_________________

___

 

  INDIVIDUAL

 

  REGISTRATION 

 

  FORM

 

  

Date  ______________

 

 

(Please complete all entries)

 

       

 

IF YOU ARE NATIVE AMERICAN or a dependent of a Native 

American,  please complete:

 

 

   TRIBE ENROLLED  __________________________

__________

 

   Tribe Blood Quantum _____________  ROLL #  ______________   

 

   DEPENDENT of 

 ENROLLED TRIBAL MEMBER: 

 

   

(name) _

_______________________________

________________

  

 

 

Father’s Name  __________________________________________ 

 

Mother’s Maiden Na

me  __________________________________

_

 

CURRENT  

MAILING 

ADDRESS

:

 

Street:  _________________________________________________

 

Cit

y/State/Zip  ___________________________________________

 

Physical Address (if different from mail):

 

Street:  ___________________

______________________________

___

 

City/State/Zip  ___________________________________________

___

 

Home Phone

  ___________________

__  Work Phone  ______________

 

When did you move there? _______________________________

_____

 

   

Previous Address  

______________

______________

___

    

 

City/State of Birth  

____________________________

____

 

HOUSEHOLD COMPOSITION:

 

Number of people that live wi

th you:  ____________________________

 

What is the monthly household income?  _________________________

 

(This information is used

 for mandatory Oregon Health Plan screening 

purposes only.  The information you provide does not change your 

 

eligibility for re

ceiving services at the clinic.)

 

EMERGENCY CONTACT

 (cannot be in household)

 

  

Name  ________________________________________________

 

   Relationship ____________

______________________________

 

   Address  ______________________________________________

 

   City, State, Zip  _________________

_______________________

 

   Phone No.  ____________________________________________

 

 

NEXT

-

OF KIN

 (nearest relative)

 

   Name   ___

____________________________________________

 

   Relationship  __________________________________________

 

   Address  ___________

___________________________________

 

   City, State, Zip  ________________________________________

 

   Phone No. _________________

___________________________

 

 

EMPLOYER  

__________________________________________

 

Street 

Address

 

_______________________________

___________ 

       

Phone #  

________________________________________

_______

 

Spouse’s Employer  _________________________________

_____

 

If minor child,  Mother’s Employer  __________________________

 

Father’s Employer ________________________________________

 

Are you a Veteran?

    (Yes)   ( No)

 

     

Service Branch  ______________________________________

 

       Service Entry Date ______

________Separation Date________

 

       Vietnam Service?     (Yes)  (No)

 

Insurance Company Phone #:  _______________________  

 

Coverage Type:  Medical   Dental   Vision  Pharmacy

 

Group Name ___________

_________  

Group 

Number _____________

 

Eligibility Date  _____________

    Policy ID#  ___________________

 

If you have other insur

ance companies that cover other types of service 

list them here:  Insurance Company ____________________________

 

Coverage Type: 

 Medical   Dental   Vision  Pharmacy

 

Group Name ____________________  

Group 

Number _____________

 

Eligibility Date  _____________

  Primary or Secondary ?

 

Policy Holder:   __________________  Policy ID#  _______________

 

 

CHART

TRIBE

RESERVATION

COMMUNITY

COUNTY

STATE

ROLL NUMBER

TRIBAL QUANTUM

TOTAL QUANTUM

OFFICE USE ONLY                               IHS FACILITY 75

-

82

-

11

 

ELIGIBILITY                                                             

 

STATUS:                                                

                      

 

 

 

DIRECT          (  )                                                                                   

      

 

CONTRACT   (  )                                                                    

 

DENIED          (  )                 

           

DO YOU HAVE HEALTH CARE COVERAGE? 

  (Yes)    (No)

   Circle all that apply:   Medicare    Part A    Part B 

 

 

              

 

              

 

              

 

              

 

              

 

              

 

              

              

                                Medicaid    Veterans    Private

 

Please give details on all types of health care coverage you hav

e and a copy front and back of your card.

 

If  you don’t have any of the above, have you applied for the  OREGON HEALTH PLAN?    

(Yes) 

 If so, when?  _____________    (No) 

LEGAL NAME OF  PATIENT

 

         

 

              

 

              

 

              

 

              

 

              

 

              

 

              

 

              

 

              

 

 

                                

                                

                                

       

LAST  

 

              

 

                  

 FIRST       

 

                  

 

                  

MIDDLE

 

  

 

Have you ever gone by

 

a

ny 

o

ther 

n

ame?  

IF SO, LIST:  __________

_____________________________    

 

Are you  a full time student?   

(Yes)   (No)

 

BIRTHDATE

:  ____________________

   

SEX

:

 

  Male   

Female

   

SOCIAL  SECURITY  NUMBER

 

(required) :

  ________________________

__

 

MARITAL STATUS

:   Single   Married   Divorced   Widow

/Widower   Separated   

 

RACE

: (circle one)   American Indian/Alaska Native   White    Black   Hispanic   Asian or Pacific Island

er

 




Assignment of Benefits ♦ SCHC Financial Policies

All professional services rendered are charged to the patient. All necessary forms will be completed to expedite insurance carrier payments. Please understand that insurance coverage is an agreement between you and your insurance company to pay certain amounts for your medical care. Our office will not accept responsibility for collecting your insurance claim or negotiating a settlement on a disputed claim. Any monies received from an insurance company for services provided by the Clinic are owed to the Clinic.

All patients are required to utilize any alternate resources available to them. Alternate resources (including IHS facilities) are any that are available and accessible to an individual. They would include but not be limited to such sources as Medicare, Medicaid/OHP, Vocational Rehabilitation, Veterans Administration, Crippled Children, Private Insurance, Workers Compensation, Motor Vehicle Insurance, Victim Assistance and other programs. Congress passed a law that requires us to bill health insurance carriers for care provided to Native American patients who use IHS facilities. Federal Regulations waive the Native American patient’s responsibility to pay co-pays or deductibles for office visits. All patients are screened for the Oregon Health Plan prior to receiving services and are required to apply if eligible.

I hereby authorize Siletz Community Health Clinic to furnish information to insurance carriers concerning my illness and treatments and hereby assign to the Clinic all payments for services rendered to my dependents or myself. . I understand that I am responsible for any amount not covered by insurance or Indian Health Service and have received a copy of the Siletz Community Health Clinic financial policies.

Notice of Privacy Practices

You will receive a description of how medical information about you may be used and disclosed and how you can get access to this information. Please review it carefully and sign the acknowledgement of receipt and return it with your registration form. Copies of this notice are also available in the Clinic waiting room. If you have any questions regarding the Notice of Privacy Practices, please report them to the Privacy Officer at the Siletz Community Health Clinic.

I have read and understand the above information and hereby give lifetime authorization for payment of insurance benefits to be made directly to the Siletz Community Health Clinic for services rendered. I understand that I am financially responsible for all charges whether or not they are covered by insurance or the Indian Health Services. I hereby authorize this healthcare provider to release all information necessary to secure the payment of benefits. I further agree that a photocopy of this agreement shall be as valid as the original.

Your signature:

Date: 



