__CLOVIS ____MED __DEN                                                                                                                                                                DO YOU HAVE ANY SPEICAL NEEDS?

__PRATHER ____MED __DEN                                                                                                                                                                    ____SIGHT ___ HEARING
_​_NORTH FORK____MED __DEN        CENTRAL VALLEY INDIAN HEALTH                                    _____AMBULATORY  

__TACHI____MED __DEN                                 PATIENT REGISTRATION                                                ____ SPEECH

	 

PATIENT INFORMATION                                                          PATIENT NO:_____________
	 

	LEGAL LAST NAME:                        FIRST:                                 MIDDLE:
 
	

	DATE OF BIRTH:                            CITY OF BIRTH:                               STATE OF BIRTH:
	

	SEX:                                            SOCIAL SECURITY NUMBER:
	

	MARITAL STATUS: SINGLE___ MARRIED__ DIVORCED___ WIDOWED___ SEPARATED___
	

	STREET ADDRESS:
 
	

	CITY:                                            STATE:                           ZIP CODE:

	

	MAILING ADDRESS (IF DIFFERENT FROM STREET ADDRESS):

	

	CITY:                                           STATE:                             ZIP CODE:
	

	HOME PHONE#                                          CELL PHONE#:
	

	DATE MOVED TO PRESENT COMMUNITY:
	

	INTERNET ACCESS: ___YES ___NO WHERE:______________  E-MAIL ADDRESS:_______________
	

	EMPLOYMENT STATUS: __UNEMPLOYED __FULL-TIME __PART-TIME 
                                      __SELF EMPLOYED __RETIRED __DISABLED   ___STUDENT
	

	NUMBER IN HOUSEHOLD_____________      MONTHLY INCOME________________
	

	 (SELF OR PARENT’S FOR CHILD)
	

	(SELF OR FATHER'S)
EMPLOYER NAME:                                               PHONE NUMBER:
	

	EMPLOYERS ADDRESS:
	

	CITY:                                             STATE:                            ZIP CODE:
	

	(SPOUSE OR MOTHER'S)
EMPLOYER NAME:
	

	EMPLOYER ADDRESS:                                         PHONE NUMBER:
	

	CITY:                                             STATE:                             ZIP CODE:
	

	RACE:  __WHITE  __ASIAN __BLACK __FILIPINO __HISPANIC/LATINO
          __PACIFIC ISLANDER __INDIAN/ALASKAN NATIVE   
	

	ELIGIBILITY/RELIGION/TRIBAL DATA
	

	RELIGIOUS PREFERENCE (OPTIONAL):
	

	TRIBE OF MEMBERSHIP:
	

	INDIAN BLOOD QUANTUM:
	

	FATHER'S NAME:
	

	FATHER'S CITY & STATE OF BIRTH:                                              TRIBE:
	

	MOTHER'S NAME:                                              MOTHER'S MAIDEN NAME:
	

	MOTHER'S CITY AND STATE OF BIRTH:                                          TRIBE:
	

	TRIBE ADDRESS:

	

	CITY:                                                  STATE:                         ZIP CODE:
	 

	NAME OF RESERVATION:
	

	OTHER TRIBE INFORMATION:

	

	PLEASE PROVIDE COPY OF TRIBAL VERIFICATION (TRIBAL ID CARD, LETTER FORM BIA, ETC.)               (Rev.10/08)
	


	EMERGENCY CONTACT (IF FOR A CHILD, PLEASE FILL-IN PARENT/GUARDIAN NAME)

	EMERGENCY CONTACT NAME: 

	EC PHONE:
	EC RELATIONSHIP:

	EC ADDRESS-STREET:

	EC ADDRESS-CITY:
	STATE:
	ZIP CODE:

	INSURANCE INFORMATION

	DO YOU HAVE MEDICARE?  YES            NO
	DO YOU HAVE MEDI-CAL?  YES         NO

	DO YOU HAVE PRIVATE INSURANCE?      YES       NO

	INSURANCE NAME:                            POLICY#                     SUBSCRIBER:

	SUBSCRIBER’S DOB:                                                    SOC. SEC. NUMBER:

	ATTACH COPY OF MEDI-CAL, MEDI-CARE OR INSURANCE CARDS

	NEXT OF KIN: (ENTER SAME IF SAME PERSON AS EMERGENCY CONTACT)

	NOK NAME:
	NOK RELATIONSHIP:

	NOK PHONE:

	NOK ADDRESS-STREET:

	NOK ADDRESS-CITY:                              STATE:               ZIP CODE: 

	VETERAN'S INFORMATION

	VETERAN?         YES            NO 
	SERVICE BRANCH (LAST)?

	
	SERVICE ENTRY DATE (LAST)?

	SERVICE SEPARATION DATE (LAST)?

	VIETNAM SERVICE INDICATED? 

	SERVICE CONNECTED?
	CLAIM NUMBER:

	DESCRIPTION OF VA DISABILITY:

	VALID VA CARD?

	ASSIGNMENT AND RELEASE

	AUTHORIZATIONS FOR RELEASE OF INFORMATION AND ASSIGNMENT OF INSURANCE BENEFITS.

I HEREBY AUTHORIZE THE RELEASE OF ANY INFORMATION, INCLUDING DIAGNOSIS OF A MEDICAL CONDITION FOR THE SOLE PURPOSE OF SUBMISSION OF CLAIMS TO THIRD PARTY BILLING INSURANCE CARRIERS. I FURTHER AUTHORIZE CENTRAL VALLEY INDIAN HEALTH TO RELEASE ANY INFORMATION REQUIRED IN THE PROCESS OF THIS CLAIM. I HERBY ASSIGN ANY INSURANCE BENEFITS TO CENTRAL VALLEY INDIAN HEALTH AND AUTHORIZE MY INSURANCE BENEFITS TO BE PAID DIRECTLY TO CENTRAL VALLEY INDIAN HEALTH. I UNDERSTAND I AM FINANCIALLY RESPONSIBLE FOR THE DEDUCTIBLE, CO-PAYMENT AND CHARGES NOT COVERED BY SAID INSURANCE OR GOVERNMENT AGENCY.

I HEREBY DECLARE THAT I HAVE READ THE PATIENT REGISTRATION FORM, AND KNOW AND UNDERSTAND THE CONTENTS THEREOF AND THAT THE INFORMATION PROVIDED ON THIS FORM IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE.

 

SIGNATURE OF PATIENT OR GUARDIAN:                                     DATE:                              

	OFFICE USE:

	RECEIVED INSURANCE CARD:    YES   NO
	RECEIVED INDIAN VERIFICATION:   YES  NO

	TYPE OF VERIFICATION:

	ENTERED INTO SYSTEM ON:                               ENTERED BY:                

	APPROVED FOR (CIRCLE ONE) 
          DC        CC
	REGISTRATION COMPLETE:    YES     NO

	MISSING DOCUMENTS
(Rev.12/09)


