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For Office Use Only Location: Account #: Date:



Registration (Please Print)



Patient Information Patient’s Name Last



First



MI



Social Security #



Sex



Age



Birth Date



M F Marital Status Do you have a plan in case you are unable to make your own healthcare decisions?  Single  Married  Widowed  Divorced  Separated  No  Do Not Resuscitate  Living Will  Healthcare Proxy  Mental Health Race Homeless Status  Caucasian  African American  Native Alaskan  Hispanic/Latino  Homeless Shelter  Transitional  Doubling Up  Street  American Indian  Asian/Pacific Islander  Other _____________  Unknown  Other _____________ Physical Address City/State/Zip Code County Home Phone # Text? (



Mailing Address



City/State/Zip Code



)



YN



Alternate Phone # Text? (



Do you live in government/public housing?



Email Address:



Y N Are you employed?



City/State



 No  Disabled  Full-Time  Part-Time  Student



Home Address



Social Security # City/State/Zip Code



Father or Husband Full Name Home Address



Home Address



Birth Date



City/State/Zip Code



Y N Work Phone # ( ) Home Phone # ( ) Work or Alternate Phone #



Employer Social Security #



Legal Guardian (if applicable)



YN



Are you a Veteran



Patient’s Employer/School



Mother or Wife Full Name



)



Birth Date



Employer Relationship to Patient



( ) Home Phone # ( ) Work or Alternate Phone # ( ) Home Phone # ( ) Work or Alternate Phone #



City/State/Zip Code



(



)



Contact Information By signing below, I authorize Cherokee Health Systems to release information concerning me, my minor child, or legal charge as indicated. I understand that I may revoke this consent to release confidential information at any time. Unless I revoke this authorization, this authorization shall remain in effect for one (1) year.



Emergency Contact Name/Relationship



Contact Address



City/State/Zip Code



Contact Phone # (



)



Information to Release to Contact  Appointment  Financial/Billing  Pharmacy Pick-up  Emergency Information  Lab Results Signature



X______________________________________________________



Contact Name/Relationship



Contact Address



Date ____________________ City/State/Zip Code



Contact Phone # (



Information to Release to Contact



)



Please check all that apply below



 Appointment  Financial/Billing  Pharmacy Pick-up Signature



X______________________________________________________



Contact Name/Relationship



Contact Address



Date ____________________ City/State/Zip Code



Contact Phone # (



Information to Release to Contact



)



Please check all that apply below



 Appointment  Financial/Billing  Pharmacy Pick-up Signature



X______________________________________________________



Date ____________________



I authorize Cherokee Health Systems to leave messages on the answering machine(s) at my contact number(s). Signature



X______________________________________________________



Date ____________________ revised 7/2014 MH



Insurance Information (Please give your insurance cards to the receptionist.) Mailing Address City/State/Zip Code



Person Responsible for Payment Employer



Employer Address



Primary Insurance Company Phone #



( ) Secondary Insurance Company



(



Group #



ID#



Group #



)



Who is coverage through?  Self  Mother  Father  Spouse  Other City/State/ZipCode



Claims Mailing Address



Effective Date



Employer/Phone#



( City/State/Zip Code



Claims Mailing Address Effective Date



Phone #



City/State/Zip Code



ID#



Who is coverage through?  Self  Mother  Father  Spouse  Other



)



Insurance Authorization There are fees for all services provide by Cherokee Health Systems (CHS.) It is expected that patients pay on the day they are seen. Health insurance policies may cover a portion of the fees and CHS staff will assist you in making claims. It is expected that you will inform us of changes in your family status or health insurance coverage. Please read the Authorization for Insurance Billing/Release of Information section below, fill in the name of your insurance company(s), and sign.



Authorization for Insurance Billing/Release of Information By signing below, I authorize Cherokee Health Systems to assist me in obtaining third party benefits, to file benefit claims on my behalf, and to release any information necessary for the processing of my claim(s) to: Name of Insurance Company, Behavioral Health Organization, or Other Third



Party Benefit Agents(s).



I understand that such information may include diagnosis, dates of service, types of treatment, results of evaluations/assessments, actual progress notes, and other information about services received. This release shall remain in effect until all claims filed on my behalf have been processed. I authorize and request direct payment of my health insurance benefits to Cherokee Health Systems. This authorization shall apply to all covered health services that I receive at the Center. If requested, I have been provided with a copy of the fee scale. Patient’s signature (or legal guardian’s, if applicable)



X______________________________________________



Date __________________



Witness ________________________________________________ Date __________________



Statement of Privacy Practices I have received Cherokee Health System’s Statement of Privacy Practices. Signature



X_____________________________________________________________



Date ____________________



For Office Use Only



I provided CHS’s Statement of Privacy Practices to (Patient’s Name) ___________________________________________________________. CHS Staff Signature _______________________________________________________



Date ____________________



Client Rights and Grievance Procedures I have received Cherokee Health System’s Client Rights and Grievance Procedures and I understand my rights will be explained to me upon request. Signature



X_____________________________________________________________



Date ____________________



For Office Use Only



I provided CHS’s Client Rights and Grievance Procedures to (Patient’s Name) ___________________________________________________. CHS Staff Signature _______________________________________________________



Date ____________________



Well-Child/TENNder CARE Programs If under the age of 21, I have received information about Tennessee’s EPSDT Program and Cherokee Health System’s Well-Child Program. Signature



X_____________________________________________________________



Date ____________________



For Office Use Only



I provided information about Tennessee’s EPSDT Program and CHS’s Well-Child Program to (Patient’s Name) _________________________. CHS Staff Signature _______________________________________________________



Date ____________________



revised 7/2014 MH
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