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Registration Record

JESSIE TRICE

COMMUNITY
HEALTH SYSTEM

School Based Program and Primary Clinic

Patient Information

Guarantor/Legal Guardian Information

Date § Time Last Hama First Hame Middle Nams Student ID2
Date of Birth age Sax School Hama Patient I Patisnt Chart#
Addrass ! Apt & Clty, Stata, ZIp Student Phons &

Homea Fhong Work Phong Work Status Employsr Mame

Paflent Emall Aodress Marital Stafus Patient SHding Fea Scale (I applicabla)

Lasat Nama Firat Nams Middie Hame

Date of Birth Ralation=hip to Patlant LToH

Addraas | ApE & Clty, Stata, Zip

Homa Phons Guarantor Emall Addrass Account Numbar

Insurance Information

Primary Ingurance Plan Nama Primary Paolicy # ! Group £ Primary Subacriber Name | DOB

SFWHHBﬂr Insurance Plan HNams S&CDHIIIEW Pl:llkij' 3} GF‘GI.I[.'I : E-WIZII'H:IBF]' Subs=criber Mame I DOS

Emergency Contact Information

Last Hamsa Firat Nama Middls Nams

Redaticnahip to Patlent Work Phong Home Phong

Guarantor Emall Addreza

Demographic

Income R,anga Homeless Public Hnl.lBlI'lE ‘Worker Status HIQF&WEEB&MHI Disabled Vataran Dizsablad

o 11,670 to 34,939 = 75,000 to 39,000 c¥Yei cHND | cYes oMo - Yee o Ho L ¥ * " [
= 35,000 fo 43,395 = 100,000 of more BN M GG DY Dewce:
o 50,000 fo 74,333

Race

o American Indian [ Alaska Maflve o Black or Afrlcan Amercan = Aslan o Mative Hawallan or Another Pacific lslandsr o Whits =

GENERAL CONSENT FOR TREATMENT, RELEASE OF MEDICAL INFORMATION AND
AUTHORIZATION FOR INSURANCE PAYMENT

I, the undersigned or legal guardian grant permission as indicated below to undergo all necessary tests, treatments and other procedures or studies

required for the diagnosis by the medical staff and other employees of Jessie Trice Community Healfth System, Inc. | am aware that the practice of
medicine amd surgerny is not an exact science and | acknowledge that no guarantess have beaen made to me because of treatment and examination

by Jessie Trice Community Health System, Inc.

2. | comsent to the release of medical information to other institutions or agencies accepting the patient for medical or institutional care, and consent to
the release of medical information to patient’s insurer and give permission to release data (both medical and personal) to such govemiment
agencies as is required of Jessie Trice Community Health System, Inc. by law, nules, regulations, or by consent. | consent to the release of medical

and fimancia! informnation for auditing purposes.

3. | hereby authonze payment to Jessie Trice Community Health System, Inc. of benefits due to me in my pending daim andior MAJOR MEDICAL
BEMEFITS, otherwise payable to me, but not (o excesd the health center andfor physician regular charges for this pericod of treatment. | agree that
a copy of this authonzation is a5 valid as the original. | understand that if my insurance does not approve the charges for this visit, [ am fully

responsible to Jessie Trice Community Health System, Inc. for payment.

4.  MEDICARE PATIENTS ONLY: | authorize any holder of medical or other information about me to release to Centers for Medicare and Medicaid
(CMS) or its intermediaries or carmiers, any information needed for this or any subsequent Medicare claims. | permit a copy of this autharization to
be used in place of the orginal, and request payment of medical insurance benefits to the party that accepts assignment for such claim.

n

BY SIGNING THIS DOCUMENT, | ATTEST THAT ALL INFORMATION 15 TRUE AND CORRECT, AMD | WILL MOTIFY JESSIE TRICE

COMMUMNITY HEALTH CENTER, IMC OF ANY CHAMGES TO MY INSURANCE, IMCOME OR CONTACT INFORMATION.

Mame of Patient JTCHS Staff Mame:

Signature of Patient or Legal Guardian JTCHE Staff Signature






