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PATIENT REGISTRATION FORM – PLEASE PRINT
           present Drivers License or Photo Id

           to help protect you from Identity Theft
	Patient INFORMATION

	Last name:______________________________________ First name:______________________________________  MI:_______              

Date of Birth:   ______/______/___________       (  Male     (  Female            Social Security#:   _____-  _____-_____ ( none   
Mailing Address: _________________________________________________________________County:____________________ 

City:________________________________________________________________State: __________Zip Code: ______________          
Telephone # (        ) __​​​​____-____________     Cell Phone# (      ) _____-_____________     (  No Phone
Household email address: __________________________________________________

	Patient is:             ( Married                ( Single               ( Separated              ( Widowed               ( Divorced       

If married, spouse’s Last Name: _______________________First: ________________MI:____ Spouse’s DOB:____/____/_____ 
	

	What language is patient best served in?  
 ( English ( Spanish  
 ( Other __________________
	Is patient a student?  ( YES    ( NO        
                           If Yes:     (  Full-time       (  Part-time 

	Is patient a Veteran?  ( YES  ( NO  

Is patient Amish?       ( YES  ( NO 
Special Needs: (Please list any special accommodations you may require in order for us to serve you better, ie: hard of hearing; need help filling out forms, etc.) ______________________________________
	Who do you see for your Healthcare needs? 
 ( Dr. Elizabeth Bade ( Gloria Degenhardt PA-C ( Stacey Markuson FNP
 ( Lynne Polodna FNP
 ( Other _______________________ Name of Clinic __________________
 Who do you see for your Dental needs?

( Dr. James Jenders ( Dr. David Lowman ( Dr. James Sueppel 

( Dr. David Townsend ( Dr. Ryan Yakowicz 

( Other: _____________________ Name of Dental Clinic: ________________

	Race:    (  White     (  Asian     (  Black/African American     (  American Indian     (  Alaskan Native     (  Native Hawaiian
                        (  Other Pacific Islander     (  More Than one race
Ethnicity:   (  Hispanic or Latino     (  Not Hispanic or Latino


	Has patient ever used a different last name?   ( Yes  ( No    *If yes, What name? _____________________________________

	Is patient employed? ( Yes ( No     Employer’s Business Name: ___________________________  Phone#:_________________
Employer’s Address, City, State, Zip: ___________________________________________________________________________  

	Is someone other than patient responsible for healthcare decisions?  ( YES → if yes fill in below ↓   
                                                                                                  ( NO, then skip to the Back of this form 
Are you related to the patient?  ( YES    ( NO     How are you related?  _____________________________                          
Are you a Foster Parent/Legal Guardian?         ( YES    ( NO       If guardian, please provide documentation.
Parent/Guardian Full Name: __________________________________________  Date of Birth:  ______/______/___________ 
Street Address (if different than above): ________________________________________________________________________

City: _________________________________State:__________ Zip:_______________ Telephone #:_______________________


	Any other parent/legal guardian? ( YES    ( NO     How are you related?  _____________________________                          

	Parent/Guardian Full Name: __________________________________________  Date of Birth:  ______/______/___________ 

Street Address (if different than above): ________________________________________________________________________

City: _________________________________State:__________ Zip:_______________ Telephone #:_______________________




OVER

	Billing INFORMATION

	Who is responsible for paying patients bill? What is the relationship to the patient?
  ( Self   ( Spouse   ( Mother   ( Father   ( Step Mother    ( Step Father   ( Guardian   ( Foster Parent    ( POA

	Person responsible for bill(s) if different than patient:   
Last:_______________________________________________________ First: ____________________________ MI:__________         

Street Address: ____________________________________________________________________________________________         

City:____________________________________ State: ________ Zip:_______________ Telephone #:____________________      
Social Security #: __​​​​_____-_______-___________           Date of Birth:_______/_______/__________
Employer’s Business Name: ___________________________________________________ Telephone #: ____________________
Employer’s Address, City, State, Zip: ___________________________________________________________________________


	InSURANCE

	Is the patient covered by insurance? ( Yes ( No

Please present insurance cards to front desk staff.  Without accurate insurance information, Scenic Bluffs is unable to accurately submit claims on your behalf.

Primary Insurance
                                                           Medical                                                               Dental
Insurance Company Name:  ____________________________________/___________________________________________

Name of Policy Holder:        ____________________________________/___________________________________________

Policy Holder’s Employer:     ____________________________________/___________________________________________

ID Number:                        ____________________________________/_________________________________________​__

Secondary Insurance
Insurance Company Name:  ____________________________________/___________________________________________

Name of Policy Holder:        ____________________________________/___________________________________________

Policy Holder’s Employer:     ____________________________________/___________________________________________

ID Number:                        ____________________________________/_________________________________________​__

How do you plan to pay for services that are provided but are not covered by insurance?

                                (  Cash       (  Check       (  Credit Card       (  Automatic Withdrawal

We offer a sliding fee program – the Healthy Neighbor Plan – to those who qualify.  Are you interested in more information?

                                (  YES                     (  NO                         (  Already enrolled



	I authorize that this information is true to the best of my knowledge. 

	_______________________________________________________________________________ _______________________

Patient/Guardian/Parent  Signature                                                                                         Date 

Print Name
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