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2012 PATIENT REGISTRATION FORM






       Please Fill In All Information 

	PATIENT INFORMATION (PLEASE PRINT)

	Today’s date:
	Social Security Number:

	Patient’s  Last name:                                           First:                                           Middle:
Email:
	Marital status: 

(Single (Married (Divorced  ( Separated (Widow

	Race:   ( American Indian   ( Asian    ( Black/African American    ( Caucasian(White)              (  Other Pacific Islander ( Native Hawaiian   (  American Indian/Alaska Native
	Birth Date:
   /          /
	Age:
	Sex:
( M   ( F

	Ethnicity:       (  Hispanic/Latina(o)    (   Non-Hispanic/Latina(o)  ( Refuse to Report
	
	
	

	Street Address:

	City:                                                    State:                                       ZIP Code:
	Home Phone Number:

(          )

	
	Cellular Phone Number:

(          )

	Seasonal Worker:   ( Yes  ( No    
	Migrant Worker:  ( Yes  ( No  
	Homeless:      ( Yes  ( No 

	Is the patient employed:
( Yes  ( No
	Is the Patient a Veteran?
( Yes  ( No
	Native Language: ( English  ( Spanish ( French  ( Urdu  
      ( Arabic ( Hindi  ( Farsi ( Chinese ( Japanese 
      (Slavic Languages ( Vietnamese ( Other, please list:

	If under 18, Parent/Guardian’s Name:
	Parent/Guardian Employer:
	Employer phone number:

(          )

	How Did You Hear About Our Health Center?: (Family  (Friend   (Radio  (Internet  (GPWCHC Staff  (Prince William Hospital

   ( Sentara Potomac Hospital    (CSB    (Head Start    (PWC Schools    (Local Organization   (Newspaper ____________​​​​____

	EMERGENCY CONTACT, IN CASE OF EMERGENCY NAME OF PERSON WE CAN CONTACT: 

	NAME:

PHONE NUMBER:

RELATIONSHIP TO PATIENT:  ( Spouse     ( Child     ( Parent      ( Family Member      ( Other

	INSURANCE INFORMATION (IF NOT INSURED, THEN SKIP THIS SECTION)

	Subscriber’s name:
	Employer:
	Employer address:
	Employer phone no.:

(          )

	Occupation:
	Birth date:

/         /
	Home Address (if different from Patient):
	Home phone no.:

(          )

	Patient’s relationship to subscriber:


	Subscriber’s S.S. no.:
	Group no.:
	Policy no.:
	Co-payment:

$


Consent for General Primary Care

I authorize the physicians, nurse practitioners, nurses and other health care providers of the Greater Prince William Community Health Center to examine and/or treat me or my dependents as named above.  This consent remains in effect as long as I receive care in this facility or until I withdraw my consent.  

In the event that any staff at GPWCHC comes in contact with my body fluids or my child’s body fluids, I consent to be tested for HIV, Hepatitis B and Hepatitis C.
Notice of Privacy Practice

I understand that, as a patient of the Greater Prince William Community Health Center, all information obtained will be kept confidential under HIPAA law.  I acknowledge that I have received the Notice of Privacy Practices from the Greater Prince William Community Health Center.

Late Arrival 

Please be aware that Patient’s that arrive later than 10 minutes will NOT BE SEEN. We will gladly re-schedule the appointment for another day or at a later time, if one is available that same day.  

Permission to Release & Exchange Information

Every year must obtain written consent to release your confidential medical information to any medical providers or other practitioners or agencies that may need your healthcare information for referrals or other medically necessary procedures. In addition, you may want us to release your information to other family members/ other adults that may assist in your care. 

Name of Patient:





Patient Date of Birth:






I authorize the exchange of information between Greater Prince William Community Health Center and the following person or entity.  Write name of person or agency here:
























The reason for such release of information is:

( Release Medical Records to another Provider
( Discuss Treatment with Caregiver/Support Family or Friend 

( Pick-Up Medication (PAP Program) 
  
(Pick-up Lab Orders/Results
(Other Local Agency or School 
 ( Other, please list: ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​














Patient/Parent/Legal Guardian Signature





 
Date

Cancellation Policy

If you need to cancel or change your appointment, please call 703.680.7950. All cancellations require a 24 hours advanced notice, unless it is an emergency. If the clinic is closed or you cannot reach an attendant, please leave a detailed message, and leave your phone number and name.  Failure to cancel an appointment will result in a “No- Show” appointment; after 2 “No-Show” appointments, patients are not allowed to schedule any future appointments and must be seen on a walk-in availability basis.    
Assignment and Release

I hereby authorize my insurance benefits to be paid directly to the Greater Prince William Community Health Center (GPWCHC).  I understand that I am financially responsible for non-covered services, including services that my insurance company may deem unnecessary.  I also authorize the GPWCHC to release any and all information required in the processing of this claim. I authorize the providers of the GPWCHC to perform procedures and treatment including the administration of medicine and local anesthetics along with other surgical and medical procedures that may be necessary. To provide continuity of care, I authorize the release of medical information to specialty physicians who may be consulted for my care. Furthermore, if I am not eligible for insurance, I understand that I am responsible for full payment for services rendered by the Greater Prince William Community Health Center providers.

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize Greater Prince William Community Health Center or insurance company to release any information required to process my claims.

Printed Name of Patient/Parent/ Legal Guardian
Patient/Parent/Legal Guardian Signature





 
Date
Our Mission:

The mission of Greater Prince William Community Health Center is to increase access to high quality, comprehensive and preventative health care that is culturally sensitive in order to improve the health status of the underserved and vulnerable residents of Prince William County and the cities of Manassas and  Manassas Park.
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