	CHELSEA URGENT CARE
Patient Demographic & Insurance Information

	

	Basic Patient Information

	Patient’s Social Security Number:_____________________________   Gender:     □ F     □ M              Date: ​​​​​____________________
Name of Patient:___________________________________________________________________________________________________

                                             First                                                   Middle                                                      Last
Birth Date:_______________     Drivers’ License & State:  __________________  Email Address _________________________________
Mailing Address:__________________________________________________________________________________________________
Physical Address (if different from above):  ____________________________________________________________________________
City:________________________________________           State:_______________________    Zip:______________________________
Cell Phone: (        )

   
 Work Phone:  (        )
                                  Home Phone:  (      )  ___________________


	Billing Information/Responsible Party/Guarantor for Encounter

	Responsible Party:_______________________________________________________________________________________________
(Person with patient if patient is under 18)           First                                      Middle                                                         Last
Mailing Address:_________________________________________________________________________________________________
City:__________________________     State:________________      Zip:______________  DL Number & State:  ___________________
Birth date:______________    Responsible Party’s SSN _____________________   Gender:   □ F  □   M
Home Phone: (          )
                       Work Phone: (          )


  Cell Phone:  (         )  _____________________
Responsible Party’s Employer: _____________________________________________________________________________


	Insurance Coverage – Primary

	Please present your insurance card & drivers license to the front desk receptionist when returning this form

	Name of Insurance:_______________________________       Policy Number:_______________________________ 
Group Name:_______________________________                   Effective Date: (if applicable)________________________                  
 Co-Pay Amount:_______________________________                   Group Number:        _______________________________

	Patient’s Relationship to Policyholder    □ Self                □ Child          □ Spouse          □ Guardian             □ Other
Name of Policyholder:_____________________________________________________________________________
(If different from Responsible Party)                           First                                                 Middle                                              Last 

Birth Date of Policyholder:____________    Phone: (        )___________________
  Gender:   □ F  □   M
Name of Policyholder’s Employer:__________________________________________________________________________
Address of Insurance Holder:__________________________________________________________________________
(If different than Responsible Party Information)   
                                                                  City:_______________________   State:__________    Zip:______________



	Insurance Coverage – Secondary

	Name of Secondary Insurance: _________________________________________________  

Policy Number:  ____________ Group Number:  _____________________  Effective Date:   ________________



	Patient’s Relationship to Policyholder:   □ Self                □ Child          □ Spouse          □ Guardian             □ Other
Name of Policyholder:_____________________________________________________________________________
                             First                                     Middle                                         Last 

Birth Date:______________     Phone: (        )  
                 
       Gender:    □ F          □  M                           
Name of Policyholder’s Employer:________________________________________________________

Address of Insurance Holder:____________________________________________________________________________

(If different than Responsible 
Party Information)                       City:_______________________________   State:__________    Zip:________



	

	    

	Emergency Contact Information

	Name:______________________________________________________________   Relationship to Patient: ____________________

Home Phone: (         )  _______________________________               Work / Cell Phone:  (        )  ____________________________                                         
Street Address:________________________________________________________________________________________________

City: ______________________________  State:________________      Zip:______________



	Financial  Responsibility Agreement



	Patient History

	                                                                                                                                                            Date:  ___________________________
Patient Name:________________________________________________________________         □ New Patient     □Existing Patient
Chief Complaint for Today’s Visit:     What          When          Where          Why          How Long

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

	Patient Social History


Marital Status:                                      □ Single                □ Married          □ Divorced        □Separated      □ Widowed

Years education completed: _______________________        Native Language:


          Race:  ___________________
Occupation: _________________________________________________________________  Religion:  ________________________

Consumption:    _______ Caffeine _______Tobacco _______  Alcohol ________Recreational Drugs

Military /Travel History: 











    

	

	Please check if you are currently receiving treatment or have received treatment in the past for any of the following conditions:
           Condition                              Self          Family Member             Condition                             Self         Family Member     
Abdominal Adhesions                                                                                          Gallbladder Disease                  ______________________________       
Anemia / Bleeding Disorder                                                                                 Headaches                                 ______________________________

Asthma / COPD                                                                                                   Hepatitis / HIV                           ______________________________             
Backache / Spine Problems                                                                                  Hypertension                             ______________________________

Bone / Joint Problems                         _______________________________    Irritable Bowel Syndrome        ______________________________                                                                             
Breast Lump or Mass                         _______________________________    Lupus / Arthritis                       _______________________________

Cirrhosis / Pancreatitis                                                                                          Mental Illness / Alcoholism      _______________________________              
Constipation / Diarrhea                                                                                         Pneumonia / TB                        ___________________________ ___      
Coronary Artery Disease                                                                                      Reflux / Gastritis / Ulcer            ______________________________

Crohn’s / Colitis / Diverticulitis                                                                           Sleep Disorders                         ______________________________
Diabetes / Thyroid Disorders                                                                                T I A / Stroke                            ______________________________
Early Death / Heart Attack                                                                                    UTI / Kidney Stones                 ______________________________

Endometriosis / Fibroids                     ________________________________  

Cancer / Colon Polyps             Type & Location:_________________________        Self  ___________________   Family Member  _________________

Motor Vehicle Accident with Injuries:  _______________________________________

Other  (Please Specify)_________________________________________________________________________________________________________


                                                                         
 Allergies:  (Circle any that apply)            Penicillin     Sulfa     Cephlasporin     Seasonal     Aspirin       Other  _______________________


	Please list all previous operations
                          Surgery / Orthopedic / Date                                                 Current Prescriptions / Over the Counter Medications

_____________________________________________                          _______________________________________________
_____________________________________________                          ______________________________________________
_____________________________________________                          _______________________________________________
_____________________________________________                          _______________________________________________



CHELSEA URGENT CARE 
Office Payment Policies

New Patients

· New patients are required to have their picture identification and / or insurance cards

· If you do not have your insurance card, you will have to pay full price unless we can verify your insurance

· We do not bill for co-pays or office visits 

· We do bill for deductible balances as indicated by your insurance

· Fill out your paperwork using the name as it appears on your insurance card

Established Patients

· Please sign in using your given name

· Co-pays and office visits are due at the time of sign in

· If you have a balance, it is due with your co-pay and office visit at the time of your visit

· If your insurance changes, you will be responsible for getting us a corrected copy of your insurance card

Responsible Parties

· If you are over the age of 18, you are responsible for your own account

· The parent that comes in with children under the age of 18 will be responsible for the account.  We cannot bill a parent who does not bring the child in to be seen

Insurance

· We file insurance as a courtesy to our patients.  If you have a deductible that has not been met and/or your insurance does not pay, you are responsible for the balance at the time of service.

· Your insurance is your responsibility, your account is also your responsibility
Billing

· We will bill for account balances

· If your account is not paid within a timely manner, we will send your account to our attorney / collection company for processing

· If your account goes to our attorney / collection company, you will be responsible for any additional fees 

· Returned check fee $30 per check

______________________________________________

______________________

Patient / Parent / Guardian Signature




Date
CHELSEA URGENT CARE 
Patient Contact Information Sheet

Patient Name:___________________________________________

Date of Birth: _____________ Social Security:__________________

Any physician, staff, employee or representative of CHELSEA URGENT CARE has my permission to discuss my account and medical conditions which may include symptoms, treatments, diagnosis, test results, medications or any other type of protected health information with the following persons in order to facilitate and coordinate my care, treatment and payment:

_____________________
_________________
_____________


      Name



Relationship


Date

_____________________
_________________
_____________


      Name



Relationship


Date

_____________________
_________________
_____________


      Name



Relationship


Date

_____________________
_________________
_____________


      Name



Relationship


Date

I understand that authorizing the release of my information to the above individual(s) is voluntary and does not affect to treatment. I can refuse to sign this form. I can revoke it by writing to CHELSEA URGENT CARE or completing a new form at any time. This authorization is shared with the above individuals it may be subject to re-disclosure by the individuals.

Patient Signature: _________________
Date: _________________







I/We hereby authorize CHELSEA URGENT CARE to furnish all information regarding my medical history, diagnosis and treatment of myself or my child (if applicable) to an insurance company regarding my claims for benefits.  If however, said insurer fails to meet this obligation in whole or in part, or if I am non-insured, I/We agree to be responsible for the fee and cost involved in the treatment of the above named patient. I understand that CHELSEA URGENT CARE do not accept assignment for Medicaid payments and I am responsible for payment of services rendered.  I/We authorize payment of medical benefits to CHELSEA URGENT CARE and further understand that should my account have to be referred to collections, I am responsible for all fees and costs incurred therein.  I/We hereby authorize CHELSEA URGENT CARE to act on my behalf in accessing hospital records when and if needed.

















____________________________                                       ________________________________________________                               


     Date                                                                                              Patient or Guardian Signature
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