Family Health Center of Joplin
Date

Patient Name___________________________________ Birth date________ Age____________



Last

First

M.I.
Address____________________________________ SSN_______________ Gender__________

_______________________________Race_______________Ethnicity________Language__________

City

State

Zip

Home phone_____________ Cell phone_________________ Work Phone______________________

Marital Status: Married  Single   Widowed    Divorced       Preferred Method of Contact______________

Employer_______________________  Email Address __________________________________

Spouse’s Name _______________________ Preferred Pharmacy ________________________

Emergency Contact Other than Spouse

Name ________________________ Address _____________________________________

Phone # _____________________________________

If you are a Minor

Mother’s Name ________________________ Address ______________________

Employer _____________________Work Phone _________ Home Phone _______________

Father’s Name ___________________________ Address ___________________________________

Employer _____________________Work Phone _______________ Home Phone ____________

Assignment of Benefits/Financial Agreement


I hereby give lifetime authorization for payment of insurance benefits to be made directly to FAMILY HEALTH CENTER OF JOPLIN and any assisting providers for services rendered. I understand that I am financially responsible for all charges whether or not they are covered by insurance. In the event of default I agree to pay all costs of collections and reasonable attorney fees. I hereby authorize this healthcare provider to release all information necessary to secure the payment of benefits. I further agree that a photocopy of this agreement shall be as valid as the original.
Signature________________________________ Date ___________________

Email Authorization 


I authorize FAMILY HEALTH CENTER OF JOPLIN to send secure emails to my confidential email address given above. I understand that these emails will contain personal medical information.

Signature ___________________________ Date _____________________________
Family Heath Center

2504 S Jackson

Joplin MO 64804

OUR FINANCIAL POLICY

Thank you for choosing Family Health Center of Joplin as your health care provider. We are committed to providing you quality care. Please understand that payment of your bill is considered a part of your treatment. The following is a statement of our Financial Policy, which we require you to read and sign prior to treatment.

All patients must complete our Information and Insurance forms before being seen.

FULL PAYMENT IS DUE AT THE TIME OF SERVICE>

WE ACCEPT CASH, CHECK OR VISA/MASTERCARD

Regarding Insurance

Any balance is your responsibility whether your insurance company pays or not. We cannot bill your insurance company unless you give us your insurance information and provider your identification card. Your insurance policy is a contract between you and your insurance company. We are not a party to that contract. If your insurance company has not made payment on your account within 45 days of billing the balance may be billed to you. Please be aware that some and perhaps all of the services provided may be non-covered services and not considered reasonable and necessary under the Medicare Program and/or other medical insurance plans.

Regarding Insurance Plans where we are a participating provider

All copays and deductibles are due prior to treatment. In the event that your insurance coverage changes to a plan that we are not participating providers with, refer to the above paragraph.

Usual and Customary Rates

Our practice is committed to providing the best treatment for our patients. We charge what is usual and customary for our area. You are responsible for payment regardless of any insurance company’s arbitrary determination of customary rates.
Canceled Appointments

Please help us serve you better by keeping scheduled appointments. Please give advance notice when canceling/rescheduling appointments.

I have read the Financial Policy. I understand and agree to this Financial Policy.

_______________________________    Date ______________________________

Signature of patient or responsible party

Family Heath Center

2504 S Jackson

Joplin MO 64804

PRIVACY PRACTICES ACKNOWLEDMENT

Our Notice of Privacy Practices is posted I the patient waiting room. Copies are available upon request.

ACKNOWLEDGEMENT FORM

I have been informed of the Notice of Privacy Practices and Family Health Center of Joplin and I have been provided an opportunity to review it.

PATIENT NAME_______________________________ BIRTH DATE____________________

Patient/Guarantor Signature ______________________________________________

Date _____________________________

Privacy Policy Patient information is confidential

No Identifying information will be released to anyone without the expressed consent of the patient. Consent generally will be written. In certain situations this consent can be verbally given and documented in the chart.

Test results will not be left on answering machines or given to family members without prior authorization of the patient or legal guardian.

I have read and understand the Privacy Policy of Family Health Centeer of Joplin.

I give my permission for health information to be given to or discussed with

_________________________________________________________________________

It is okay to leave messages, including test results, on my answering machine. 
Circle 

YES 


NO

Signature ________________________________________  Date _____________________

