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PIONEERS

MEeDIcAL CENTER




   Welcome to Meeker Family Health Center
PATIENT NAME_________________________________________________________DATE OF BIRTH___________________ SEX      M   F




Last


First


Middle




(Please circle)

MAILING ADDRESS___________________________________________CITY_______________________STATE______ZIP_____________

HOME PHONE #__________________________CELL PHONE #______________________SOCIAL SECURITY #______________________

MARITAL STATUS:  MARRIED  SINGLE  DIVORCED  WIDOWED


RACE: WHITE,  HISPANIC, ASIAN, AMERICAN INDIAN




(Please circle one)




AFRICAN AMERICAN, OTHER  (Please circle one)

PLEASE COMPLETE IF PATIENT IS A MINOR:

FATHER’S NAME_________________________________________________DATE OF BIRTH___________________SOCIAL SECURITY #___________________

MAILING ADDRESS________________________________________________CITY_________________________________STATE_________ZIP______________

MOTHER’S NAME________________________________________________DATE OF BIRTH___________________SOCIAL SECURITY #__________________

MAILING ADDRESS________________________________________________CITY_________________________________STATE________ZIP______________

[image: image2]
INSURANCE INFORMATION (PLEASE PRESENT INSURANCE CARD(S) AND DRIVER’S LICENSE TO REGISTAR)

MEDICARE #_____________________________________MEDICAID #__________________________________

INSURANCE COMPANY________________________________________________MEMBER ID#____________________________________

POLICY HOLDER____________________________________DATE OF BIRTH____________________SOC SEC #______________________

INSURANCE COMPANY________________________________________________MEMBER ID#____________________________________

POLICY HOLDER____________________________________DATE OF BIRTH____________________SOC SEC #______________________


[image: image3]
PATIENT/GUARANTOR EMPLOYER______________________________________MAILING ADDRESS_______________________________

CITY_____________________________________STATE___________ZIP______________PHONE #________________________________

 SHAPE 



EMERGENCY CONTACT

NAME_______________________________________________________RELATIONSHIP___________________________________________

MAILING ADDRESS___________________________________CITY______________________________STATE________ZIP_____________

HOME PHONE #_________________________________________CELL PHONE #_________________________________________________

 SHAPE 



FINANCIAL POLICY:

I ASSUME FULL RESPONSIBILITY FOR ALL MEDICAL CHARGES INCURRED BY THE PATIENT. PAYMENT IN FULL (OR YOUR CO-PAY) IS DUE AT THE TIME OF SERVICE. AS A COURTESY TO OUR PATIENTS, MEEKER FAMILY HEALTH CENTER WILL FILE YOUR INSURANCE CLAIM IF THE INSURANCE INFORMATION IS PROVIDED. IF INSURANCE INFORMATION IS NOT PROVIDED AT THE TIME OF SERVICE, YOUR ACCOUNT WILL BE “SELF PAY” UNTIL SUCH TIME YOU PRESENT YOUR INSURANCE INFORMATION. IF YOU BELIEVE YOU MAY QUALIFY FOR FINANCIAL ASSISTANCE, PLEASE SEE THE FINANCIAL COUNSELOR. IF YOUR ACCOUNT REMAINS UNPAID FOR OVER 120 DAYS, IT MAY BE TRANSFERRED TO OUR COLLECTION AGENCY. 

I HAVE READ AND UNDERSTAND THE ABOVE STATEMENTS AND AGREE TO ALL TERMS STATED WITHIN.

I AUTHORIZE TREATMENT FOR THE CARE OF THE ABOVE-MENTIONED PATIENT.

SIGNATURE_______________________________________________________________DATE_________________________

IF MINOR, PARENT OR GUARDIAN SIGNATURE_________________________________________DATE______________

