SOUTHWEST ae

Patient Registration Form

CARE A%

Please print «encDate»
Patient Information
Last Name FirstName Middlelnitial
Nickname Social Security Number Email Address
Date of Birth Age Sex atBirth
[ IMale [ ]JFemale [ ]Other [ ]Declineto Answer

Marital Status

[]single [ JMarried [ ]Divorced [ |Widowed [ |Separated [ |Domestic Partner [ |Legally Separated

Employment Status
[ JFull-Time [ ]Part-Time [ _|NotEmployed [ |Self-Employed [ |Retired [ |Military

Veteran[ JYes [ |No [ _]Declineto Answer

Seasonal/Migrant WorkStatus [ |[Yes [ JNo [ ]Declineto Answer

Mailing Address

Street: City: State: Zip Code:
Physical Address (if different)
Street: City: State: Zip Code:

Primary Phone
[ JHome []Cell ( ) - OK to leave messages atthis number? [ ] Yes

[ INo [ ]Preferred

Additional Phone
[ JHome []Cell ( ) - OK to leave messages atthis number? [ ] Yes

[ INo [ ]Preferred

Work Phone
( ) - OK to leave messages atthis number? [ ] Yes

[ INo [ ]Preferred

Responsible Party/Guardian Information (if other than self or under age 18)

Name Phone Number Relationship to Patient
( ) -
Address
Street: City: State: Zip Code:

Emergency Contact Information

Name Phone Number Relationship to Patient
( ) -
Address
Street: City: State: Zip Code:

Is Emergency Contact legal guardian?[_|Yes [ |No

Insurance Information Primary Insurance Secondary Insurance

Tertiary
Insurance

Carrier Name:
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Carrier Address:

Subscriber Name:

Identification Number:

Group Number:

Primary Care Provider

Firstand Last Name

Phone Number

( )

Clinic Name

Fax Number

( )

Referring Provider

Firstand Last Name

Phone Number

( )

Clinic Name

Fax Number

( )

Preferred Pharmacy

Name

Phone Number

( )

Address

Fax Number

( )

Preferred Laboratory

Name

Phone Number

( )

Address

Fax Number

( )

Additional Information

Southwest CARE Center offers assistance inapplyingfor New Mexico Medicaid coverage and offers a sliding scale fee for individuals whose
income fallsbelow 200% of the federal povertylevel.

Are you interested in speaking with an eligibility specialist?[_]Yes [ |No

Do you have anAdvance Directive? [ |Yes [ |No (IfYes, please provide a copyof yourdirective at your next appointment.)

[l declineto share the information listed below

Race:

[ ]AmericanIndianorAlaskan Native

[ ]Asian
o AsianIndian oFilipino o Korean oOtherAsian
o Chinese OJapanese OVietnamese

[JHawaiian

0 Native Hawaiian o GuamanianorChamorro oSamoan oOOtherPacificlslander
[ ]BlackorAfrican American
[ ]White/Caucasian [ |Other

Ethnicity:
[ ] NotHispanic [ JHispanic
O Mexican, Mexican American, Chicano oCuban
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O Puerto Rican o Another Hispanic, Latino or Spanish origin

PrimarylLanguage: Preferred Language:

Doyouneedatranslator?[ [Yes [ JNo [_]Preferred

Forthe purposes of SCC’s reportingobligations to our fundingsources, please list your Household Size and estimated Annual Household Income
(including income fromall household members living withyou).

Household Size: AnnualHousehold Income:

Patient Signature

| hereby acknowledge that all information given is accurate and true to the best of my knowledge.

PrintName
X

Patient or Guardian Signature Date
If notsignedbythe patient, please indicate your relationship to the patient:

Acknowledgements

Consent to Treat:

| consentto receivingnecessary health servicesand treatment from authorized providers at Southwest CARE Center. | authorize all providers at
Southwest CARE Center to access my medicalrecords and information as needed for my medical care. As a client of Southwest CARE Center, |
understand that| am voluntarilyreceivingservices fromSouthwest CARE and that | have certainrights, including the right to confidential records
and visits. | alsocertifythat the information| provided on this documentis true and correct to the best of my knowledge. | will notify Southwest
CARE Centerof anychanges inthe information contained in this history.

Assignment of Benefits:

| herebyinstruct myinsurance carrier(s) to make payment as a direct assignment of myrights and benefits under my policyto S outhwest CARE
Center.l alsoauthorize the release of anyinformation pertinent to my case to myinsurance carrier(s). A photocopy of the assignmentand
release shallbe considered as effective and valid as the original.

Financial Agreement:

I understandthatlam responsible forallcharges not paid by myinsurance company(s). | further understand that payment, co-paymentand
deductiblesforalloffice services are due atthe time services are rendered. Payment for s ervices for which | receive aninvoice are due and
payable within 30 days. | request and authorize outpatient care, as my physician, his/her assistant or designee maydeemnecessary or advisable.
In addition, | understand Southwest CARE Centeris not responsible foranyancillary (for example, labs and radiology) servicesordered by our
physidans.

Referrals:

If myinsurance company (including Medicaid) requires a referral, itis myresponsibility to obtain thisreferral from my primary care physician
priorto myfirst medical appointment. Inthe event that| choose to be seenwithout a referral, | understand that | will be responsible forall
charges associated with services rendered.

Pharmacy Services:
Southwest CARE Center offers pharmacyservices. lunderstand | am not obligated to use these services.

Multi-Disciplinary Team Participation:
Southwest CARE Center utilizes a multi-disciplinary team approach to care and services. Medical or Social information pertinent to your care may
be sharedacross disciplines.

Emergency Contact:
| understandthatinthe event of anemergency, the contact person | have listed on this form maybe notified.

| hereby acknowledge the agreement of understanding: Consent to Treat, Assignment of Benefits, Financial Agreement, Referrals, Pharmacy
Services, Multi-Disciplinary Team Participation, and Emergency Contact.

«FirstName» «LastName»
PrintName

X
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Patient or Guardian Signature Date

If notsignedbythe patient, please indicate your relationship to the patient:

Updated: 10-23-18
Location: eCW Page 4 of 4



