Health Center Registration Policy, Appendix A
PRAIRE BAND POTAWATOMI HEALTH CENTER CHART APPLICATION

Please complete one Chart Application for every patient. Please PRINT CLEARLY.

Present this completed form along with copies in order to establish a new patient chart, reactivate or update.

Legal Name: Alias/Maiden:
DOB: / / sex. TIm [F City & State of Birth:
SSN: - - - Race: - Religious Preference:

Marital Status: [] Married [ Divorced [ Single [ Widowed [ Separated

Primary Language: Preferred Language:

Physical Address City, State, Zip: P.O. Box #:
Home Phone: ( ) - Work Phone: ( ) - Cell: ( ) -

What Date Did You First Reside At This Address: / /

IVIIOIT'S INfOITNIAEION oo sins s sesississssssis e et sss st s e o s RS e e e e et

Minor’s Mother Legal Name: Alias/Maiden:

Physical Address City, State, Zip: P.O. Box #:
Home Phone: ( ) - Work Phone: ( ) - Cell: ( ) -

Minor’s Father Legal Name: Alias/Maiden:

Physical Address City, State, Zip: P.O. Box #:
Home Phone: ( ) - Work Phone: ( ) - Cell: { ) -

Whom does the minor primarily reside with? [_] Mother 1 Father Other:

Whom has legal custody of the minor? L1 Mother [ Father Other: Provide Court Order

Applicant Employer Name: Employer Phone: ( ) -

Physical Address City, State, Zip: P.O. Box #:

1 Fulltime [ Part-Time [ Self-Employed [ Retired [ Military [ Temporary [J Unemployed

Spouse Employer Name: Employer Phone: { ) -

Physical Address City, State, Zip: P.O. Box #:
O Fultime [ Part-Time [ Self-Employed [ Retired [ Military [ Temporary [ Unemployed

Number Living in Household: (optional)Total Household income: § -Per? 1 Week [1 Month [ Year

HRN: Est, 12/2017
Staff Initials:




E Health Center Registration Policy, Appendix A
Do you have Internet Access? L1 Yes [TTI No If Yes, Where? Email Address:

Preferred Method of Communication: [ Letter [Z1 Phone

Emergency Contact Name & Address:

Relationship to Applicant: Best Contact Number: ( ) -

Applicant’s Mother Legal Name: Alias/Maiden:

—Applicant’s Mother City & State of Birth:

Applicant’s Father Legal Name: Alias/Maiden:

Applicant’s Father City & State of Birth:

Next of Kin Name & Address:

Relationship to Applicant: Best Contact Number: ( ) -

Tribal Affiliation: Tribal Blood Quantum: Total Native Blood Quantum:

Have you served in the Military? 1 Yes L1 No if Yes, What Branch? Date of Entry: / /

Date of Discharge: ) Do you have a Valid VA Card? [J Yes I No Vietnam Service Connected? L1 Yes I No
Service Connected Disability? [ ves [CINo Describe Disability:

Do you have Private Insurance? ] Yes [T No Do you have State Medicaid? I ves CINo

Do you have Medicare? [ ves [ No Do you have Retirement Railroad Coverage? [[1 Yes [T No

If you have insurance please provide the cord to the Registration Personnel for scanning and complete an Assignment of Benefits & Authorization to Bill form,

Is today’s visit related to a new or pending workplace or home accident or injury? L Yes [ No

If Yes, date of accident: / / If Yes, have you filed a workmans comp or home insurance claim ? [ Yes [ No

If Yes, please provide the Claim Number:

Name & Phone Number of contact Claim:

Is today’s visit related to a reported auto accident? [] Yes I N If Yes, date of accident: /]
If Yes, please provide the insurance claim number:

I understand that after verifying eligibility and completing the Chart Application along with providing all required
information, an electronic health record may be created, reactivated or updated within the Prairie Band Potawatomi Health
Center. | certify that the above information is true to the best of my knowledge and that no information provided is
deliberately falsified.

Signature of Patient or Parent/Legal Guardian of Minor Date
HRN: Est. 12/2017

Staff Initials:




Health Center Patient Registration Policy, Appendix C

Prairie Band Potawatomi Health Center
11400 158th Road Phone: (785) 966-8200

Mayetta, KS 66509 Fax: (785) 966-8393

ASSIGNMENT OF BENEFITS (A.0.B.) & AUTHORIZATION TO BILL

| have requested services from the Prairie Band Potawatomi Health Center on behalf of myself and or my dependents. |
hereby assign all benefits to which | am entitled. | hereby authorize and direct my insurance carrier(s) or other benefits
plan, to issue payment/reimbursement directly to Prairie Band Potawatomi Health Center for services rendered to
myself and or my dependents regardless of my/our insurance benefits plan or health center network status.

| hereby authorize the Prairie Band Potawatomi Health Center to disclose all or part of my record as necessary and
compliant with the Notice of Privacy Practices. | understand that this authorization may include information such as drug
abuse, alcoholism, mental healthcare, sickle cell anemia, communicable or venereal diseases, Human Immunodeficiency
Virus (HIV), Acquired Immune Deficiency Syndrome (AIDS),

This A.O.B. & Authorization to Bill, is valid for all administrative and judicial reviews under the health care reform
legislation, and applicable federal, state and tribal laws. Furthermore, | understand that it is my responsibility to notify
the Prairie Band Potawatomi Health Center of any changes in my health care coverage or personal information.

I, of competent mind, attest to having read and understand this agreement as witnessed by my signature below.

Patient Name/Representative & relationship (printed):

Signature: Date: / /

Legal Name of Policy Holder (if different than patient):

Name of insurance: Policy Holder D.O.B.:

Policy/Member Number: Group Number:

Policy Holder’'s Employer Name, Address & Phone:

HRN: Est. 12/2017
Staff Initials:




Prairie Band Potawatomi Health Center
11400 158th Rd Phone: (785) 966-8200
Mayetta, KS 66509 Fax: {785) 966-8393

AUTHORIZATION FOR VERBAL DISCLOSURE AND COMMUNICATIONS
Patient Name: Date of Birth: / /

[ voluntarily consent to the verbal disclosure and communication (both in person and telephone) of my medical information
including developmental disabilities and financial information by providers and personnel of the Prairie Band Potawatomi
Behavioral Health Center to the persons stated below. [ understand that in order to communicate with the persons listed below,
they will be first asked to verify my name and date of birth and to verify their date of birth. I understand that this form will expire
one year from the date signed, unless otherwise indicated below by a date occurring prior to one year. [ also understand a new
Authorization for Verbal Disclosure and Communications form will need to be completed if I wish to continue to consent beyond
one year. If at any time I wish to revoke this Authorization for Verbal Disclosure and Communications, I must contact the Health
Information Department of the Prairie Band Potawatomi Health Center and state my intent. After I state my intent I understand I
will be asked to complete and sign the bottom portion of the Authorization for Verbal Disclosure and Communications form. By
signing below, I affirm I have read this statement and agree with its intended use for continuity of care while protecting my health
information.

/ /

Printed Legal Name of Individual Date of Birth Relationship to Patient
/ /

Printed Legal Name of Individual Date of Birth Relationship to Patient

[ wish to exclude the following medical conditions from verbal communications:

I wish to limit this Authorization for Verbal Disclosure and Communications to thefollow date: / /

This document does not authorize the release of any written health information. This document also does not authorize disclosure of
information regarding Mental Health, HIV, AIDS, Treatment for Sexually Transmitted Diseases, Alcohol Drug and Substance Abuse and
Psychotherapy Notes unless specifically indicated otherwise below endorsed by my written initials.

[JAlcohol, Drug, and Substance Abuse [OMental Health (other than psychotherapy notes)

[OTreatment/Referral Sexually Transmitted Diseases [JHIV/AIDS related treatment

OPsychotherapy Notes (by checking this box, I am waiving any psychotherapist-patient privilege)

Patient Signature Date

I wish to REVOKE the Authorization for Verbal Disclosure and Communication dated / / .

Patient Signature & Date

HRN:
Staffinitials:

Est. 1/2018
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Health Center Patient Registration Policy, Appendix C

Prairie Band Potawatomi Health Center
11400 158t Road Phone: (785) 966-8200

Mayetta, KS 66509 Fax: (785) 966-8393

RECEIPT OF PRIVACY PRACTICES

I hereby acknowledge receipt of the Notice of Privacy Practices at Prairie Band Potawatomi Health Center.

/ /
Printed Name of Patient Patient D.O.B.
/ /

Patient Signature Date

If the patient is a minor or unable to sign due to mental or physical incapacity, complete patient information and this
section:

Printed Name of Legal Representative

Signature of Legal Representative Date

Signature of PBP Health Center Employee Witness Date

If the patient has no representative, complete the patient information and this section:

Staff Only: Patients Unable to Acknowledge Receipt
I hereby certify that the patient was unable to acknowledge receipt of the Notice of Privacy Practices due to:
State reasons patient was not able to acknowledge:

Signature of PBP Health Center Employee Witness Date

HRN: Est. 12/2017
Staff Initials:




