CHADRON MEDICAL CLINIC, P.C.
825 Centennial Dr., PO Box 431, Chadron, NE  69337  (308) 432-4441

D.D.Johnson, MD          K.K. Johnson, MD           J.L. McLain, MD         M.K. Moody, PA-C
 E.A. Pelton, MD       M.K. Schuckman, MD       C.A. Sutera, MD          H.L. Wess, PA-C
Patient Information

Patient’s Name____________________________________________________SSN#_____________________

                                     (last)                                                                  (first)                                                 (MI)

Patient’s Local Address_______________________________________________________________________

                                                                                   (street and/or box #)                                      (City)                        (State)                     (Zip)

Age______          Birthdate___/___/___           Sex:  Male    Female                      Marital Status:    M   S    W    D    

                                                                                                                   (circle one)                                                                               (circle one)

Race:  African American    American Indian      
     Ethnicity:   US American           Primary Language:  English  Lakota   Spanish
      Caucasian            Hispanic            Other_____________
          Other________________
                           Other______________


(circle one)

(specify)


(specify country)

              (circle one or specify)
Home Phone #__________________Cell Phone #___________________E-Mail Address__________________

Employer Info____________________________________________________Occupation_________________

                                                  (Name)                                (address)                                   (phone #)

Who should we notify in the event of an Emergency?_______________________________________________








(name)                         (relationship)

(phone #)

Please list all ALLERGIES to medications:_______________________________________________________

Financial Responsibility (please notify receptionist immediately if today’s visit is work-related)
Send bill to:________________________________________________________Relationship:______________

                     (Last Name)                                      (First Name)                                 (MI)                                                                (spouse,parent,etc.)

Billing Address:_____________________________________________________________________________

                                           (street)                                                             (City)                            (State)                         (Zip)                 (Home Phone #)

Employer:__________________________________________________________________________________

                                     (Name)                                                     (Address)                                                                                    (Bus Phone #)
Insurance Information-(we must have a copy of your card -please present your card(s) to the receptionist)
Primary – Insurance/ Medicare / Medicaid________________________________________________________

                                             (circle one)                                                                             (List complete name of company or state for Medicaid)

Address to send claims to:______________________________________________________________________

                                                                                                    (street/box#)                                                                         (City, State, Zip)
Policy ID #__________________________________   Group #________________   Effective Date   ___/__/___

Policyholder Info______________________________________________________  ____/___/__    __________

                                                         (name)                                     (address)                                                                           (birth date)                (Soc Sec #)

Secondary – Insurance / Medicare / Medicaid______________________________________________________

                                                          (circle one)                                                                (List complete name of company or state for Medicaid)

Address to send claims to:______________________________________________________________________

                                                                                                    (street/box#)                                                                           (City/State/Zip)

Policy ID#____________________________________ Group #__________________Effective Date___/___/___

Policyholder Info______________________________________________________   __/___/__   _____________

                                                          (name)                                        (address)                                                               (birth date)             (Soc Sec #)
Authorization for care and release of information:
I consent to the treatment necessary for the care of the above named patient.  I authorize the release of medical records to my referring and family physicians and to my insurance companies named above, or to the Centers for Medicare and Medicaid Services (CMS) and it’s agents, if applicable. I also authorize the release of my demographic and immunization information to the Nebraska Immunization Data Base (NeSIIS) for immunizations received at Chadron Medical Clinic, P.C..   I will allow fax transmittal of my medical records if necessary.   I acknowledge full financial responsibility for services rendered by Chadron Medical Clinic, P.C.  I agree to pay all reasonable attorney fees and collection costs in the event of default of payment of my charges.  I further authorize and request that all insurance payments or authorized Medicare Benefits and any Medigap Benefits be made directly to Chadron Medical Clinic, P.C. should they elect to receive such payment for any services furnished to me by Chadron Medical Clinic, P.C. I permit a copy of this authorization to be used in place of the original.  I have read and fully understand the above consent for treatment, financial responsibility, release of medical information and insurance authorization.

_________________________________________________________________________


____________________________    (signature of patient or guardian)


                      (relationship)                                                                                            (date) 

