Oklahoma City Indian Clinic, Patient Registration Form

(Please use BLACK INK only)
Chart Number

PATIENT INFORMATION

Last Name First Middle Maiden
MALE / FEMALE
(Circle One) Date of Birth City and State of Birth Other Names Used
/ / Marital Status: ™M / S / D / W
Social Security Number (Circle One) Tribe Blood Degree
Mailing Address City State Zip
( ) ( ) ( )
Home Phone Number Cell Phone Number Contact Number
Do you have Internet access? YES[__| NO[__] If YES, Where? HOME[__| WORK[__] OTHER

Email Address:

EMPLOYMENT

Are you employed or is your parent employed? FuII—time|:| Part-time|:| Retired |:| Unemployed|:| Active Military|:|

Employer Name Address City State  Zip Phone Number

Spouse or mother/father employed?

Employer Name Address City State  Zip Phone Number

Are you a Veteran? YES|:| NO|:| Branch: Date of Discharge:

FAMILY INFORMATION

Father’s Name City and State of Birth Mother’s Name (Maiden) City and State of Birth

EMERGENCY & NEXT OF KIN CONTACT NUMBERS (List two different contact numbers outside the home.)

Emergency Contact Name Relationship Address City State Zip Phone Number

Next of Kin Contact Name Relationship Address City State Zip Phone Number
INSURANCE INFORMATION
Do you have Medicare? YES NO Medicare Number

Do you have Medicaid/SoonerCare? YES NO Medicaid Number
Do you have Private or Group Insurance? YES NO Do you have Secondary coverage? YES NO




Do you have Insurance through a Tribe? YES NO Tribe:

Do you have Dental or Vision Insurance? YES NO Company Name:

Do you have Prescription or Part D Insurance? YES NO Company Name:
Member ID Number

If you have insurance, we need a copy of ALL insurance cards for both the primary and secondary card holder including Medicare,

SoonerCare (Medicaid), Private Health Insurance, Tribal Insurance, Dental, Vision & Prescription Coverage. The Oklahoma City Indian

Clinic is required by Federal Law (P.L. 100-713) to seek payment from any medical program you are entitled to participate in.

Insurance Company Name Address Phone Number
Name of Policy Holder Policy Holder’s SSN Date of Birth (Policy Holder)  Relationship to Patient
Policy Number Group Number Group Name
Policy Holder’s Address City State Zip

Secondary Insurance

Insurance Company Name Address Phone Number
Name of Policy Holder Policy Holder’s SSN Date of Birth (Policy Holder)  Relationship to Patient
Policy Number Group Number Group Name
Policy Holder’s Address City State Zip

Other Members on Policy
Name Relationship Chart Number Date of Birth

SERVICES AT OTHER INDIAN CLINICS

Clinic Chart Number Clinic Chart Number

FINANCIAL RESPONSIBILITY AND ASSIGNMENT OF BENEFITS

| understand that the information given by me and/or collected is necessary for the Oklahoma City Indian Clinic to provide services for my health
and well being. | understand that the Indian Health Amendments of 1988, Public Law 100-713, requires the Oklahoma City Indian Clinic to seek
payment from any medical program that | might be eligible to participate in and | assign to the clinic benefits for services rendered. The
information given by me is true and correct to the best of my knowledge. | authorize the release of any and all medical information necessary to
process my claims.

Signature Date



Dk: 2/819



