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SOUTHERN DOMINION
HEALTH SYSTEM, Inc.
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PATIENT REGISTRATION FORM
Please Fill In All Information

	PATIENT INFORMATION (PLEASE PRINT)

	Date of Birth:
	Social Security Number:

	Patient’s  Last name:                                                      First:                                       Middle:
Mother’s Maiden Name:                                          Place of Birth:
	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
	Pharmacy:

 Preferred Clinician: 
	Sex:
( M   ( F

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

	Mailing Address:                                                  Email Address:

	City:                                                    State:                                       ZIP Code:
	Home Phone Number:

(          )


	How Did You Hear About Our Health Center?: (Family  (Friend   (Radio  (Internet  (SDHS Staff  ( Hospital  (CSB  (Head Start  ( Schools  (Local Organization  (Newspaper _________
	Cellular Phone Number:

(          )

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

	Is the patient employed:   ( Yes  ( No
( Full-time  ( Part-time  (  Student
Name of Employer:_____________________

Address:_____________________________

               _____________________________ 

Phone:   _____________________________
	Is the Patient a Veteran?

( Yes  ( No
Native Language: ( English  ( Spanish ( French  
      ( Other, please list:_____________________

Primary Care Physician:

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

(          )

	Parent/Guardian/Guarantor Address, City, State, Zip:          Birthdate:                             SS#                                 Phone #                                  

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

	NAME:

PHONE NUMBER:
RELATIONSHIP TO PATIENT:  ( Spouse     ( Child     ( Parent    ( Other___________
( RELEASE RECORDS     ( PRIMARY CONTACT     ( RESIDES WITH CONTACT     ( PRIMARY CONTACT     (  NEXT OF KIN

( LEGAL GUARDIAN/HEALTH CARE PROXY     ( INCLUDE IN CARE TEAM

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

	Subscriber’s name:
	Insurance Company:
	Insurance Company Address:
	Insurance Company Phone Number:

 (          )

	Employer:
	Birth date:

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

(          )


HIPAA Privacy Authorization Form

Authorization for Disclosure of Protected Health Information to Family and Friends

(Required by the Health Insurance Portability and Accountability Act 0 45 CFR Parts 160 and 164)

Patient Name:​​​​​​​​​​​​​​​​​​​ ______________________________​​​​________ Date of Birth:____________  Pt. #___________

1. I hereby authorize Southern Dominion Health System, Inc. to disclose my protected health information listed below to:

	Name
	Relationship
	Phone Number

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


***Staff will not make disclosures to any family member or friend not listed above***

2. Authorization for disclosure of my health information.

a. [  ] I hereby authorize the disclosure of my health information (including records relating to mental health care, communicable diseases, HIV or AIDS, and treatment of alcohol/drug abuse) to those listed above.
OR

b. [  ]  I hereby authorize the disclosure of my health information with the EXCEPTION of the following information to those listed above:
[  ]  Mental Health Records

[  ]  Communicable Diseases (including HIV and AIDS)

[  ]  Alcohol and Drug Abuse Treatment

[  ]  Other (Please Specify): ______________________________________

3. This medical information may be used by the person(s) authorized above for medical treatment or consultation, billing or claims payment, or other purposes as I may direct.

4. This authorization shall be in force for one year following signature, at which time this authorization expires.

5. I understand that I have the right to revoke this authorization, in writing, at any time. I understand that a revocation is not effective to the extent that any person or entity has already acted in reliance on my authorization.

____________________________________________

____________________________________

Signature of Patient/Legal Guardian



            Date

____________________________________________
            ____________________________________

Print Name of Patient or Legal Guardian



Relationship to Patient
Consent for Evaluation, Treatment, Payment Financial Policy

Patient Name: ______________________________________ SSN: _____________________ DOB:  _____________


Southern Dominion Health System, Inc. (SDHS) is dedicated to providing primary healthcare, dental and mental health services to Southside residents.  Because physical and emotional problems often go together, we believe the best care is given when healthcare providers work together.  SDHS patients may be referred to providers from other healthcare specialties within the SDHS treatment team.


Medical, dental and mental health records are securely stored within the SDHS electronic health record system.  Information about a patient will NOT be given to anyone outside SDHS, including family and friends, unless the patient (parent or legal guardian, if a minor) gives written permission.  However, we may release patient information to others without the patient’s permission if: 1) the patient poses a threat to him/herself or others; 2) the patient is unable to protect him/herself from risk or harm; 3) the patient is in the legal custody of a government agency or facility; 4) there is evidence of child abuse; 5) the patient’s clinical records are requested under court order; or 6) the patient is referred to a collection agency in order to collect on an overdue account.


The professional staff of this facility will depend on statements made by the patient, the patient’s medical history and other information to evaluate his/her condition and decide on the best treatment.  The evaluation and treatment of children and adolescents often requires the involvement of the parent(s) and/or other family members.  Health professions are not exact sciences and no guarantees are made concerning the course of treatment proposed by the provider.  Any questions about the benefits, risks, available options, or the limits of confidentiality should be directed to the treatment staff.  In treating patients, studies including x-rays, laboratory tests, EKGs or psychological tests may be warranted.  There are risks involved in taking any medications and any questions about medications will be answered by the medical staff.

There are fees for all services and patients are expected to make payment/copayment on the day they are seen.  Health insurance policies may cover a portion of the fees and staff will help the patient in filing claims.  Patients are asked to inform SDHS staff about changes in financial status.  The patient is financially responsible for all charges, whether or not paid by insurance.  SDHS does not participate in every insurance plan therefore the patient is responsible for verifying that SDHS is a participating provider in their insurance plan.   Any remaining balance must be paid in full within sixty (60) days.  A thirty percent (30%) fee will be added to any delinquent account if sent to the collection agency for nonpayment.


Qualifying for the SDHS sliding fee scale is based on family income and size which may result in lower charges.  The patient is required to report any income and/or family size changes to SDHS.  The patient is required to update this information at least annually.  Eligibility cannot be determined until all the requested documentation and information has been received and reviewed.  If it is determined that the patient is not eligible for a sliding fee resulting in charges, the patient will be expected to pay the balance owed.  SDHS will assist by arranging a payment plan if needed.  The patient will be expected to pay the estimated cost for each visit until the sliding fee eligibility process is complete.  The remaining cost of the first and subsequent visits will be based on this determination.

By signing this form, (parent or legal guardian signature, if required) I agree that I have read or had this form read and/or explained to me, that I understand it and that any questions I asked have been answered.  I understand that I agree to be truthful in providing information.  I also acknowledge receipt of the SDHS’s Notice of Privacy Practices (HIPAA).


By signing this form, I (parent of legal guardian signature if required) understand that under Virginia Law, if a healthcare provider, a person employed by, under the direction of, or control of a healthcare provider, is directly exposed to body fluids of a patient, which may transmit viruses causing HIV or Hepatitis B or C, the patient will be deemed to have consented to testing for HIV and Hepatitis B or C, and to release such test results to the person who was exposed.  A patient who tests positive will be afforded the opportunity for individual face-to-face disclosure of test results and appropriate counseling.  


I request that payment of authorized Medicare/Medicaid benefits be made on my/the patient’s behalf for any services furnished by or in the health center, including physician, dental and mental health services.  I authorize any holder of medical information about me, to release to SDHS for Medicare and Medicaid services, the Virginia Department of Medical Assistance Services and their agents, any information needed to determine these benefits or benefits of related services.  I assign the benefits payable for physician and other healthcare services to the physician or organization furnishing the services and authorize such responsible for any deductibles, copayments and an applicable percentage of remaining charges.

This, I hereby ask and agree to the evaluation and treatment for myself and/or my child(ren), including any studies or procedures that SDHS professional staff decide are necessary.  I also understand that I am responsible for any and all payments not covered by Insurance, Medicare/ Medicaid and/or sliding fee scales.
Patient or Guardian Signature_______________________________________________________
Date ________________

Witness ________________________________________________________________________
Date ________________

INCOME VERIFICATION FORM
Name:_________________________________________Date of Birth___________________Date_________________
Southern Dominion Health System, Inc is a Federally Qualified Health Center (FQHC) which is partially funded by a grant through HRSA (Health Resources and Services Administration). We are required to obtain and report income information on all SDHS Inc. patients as a whole. This information will be used as a final report without names or any patient identifiers. Thank you for your cooperation in helping us to obtain this information.
Persons in Household,





Total Yearly Household Income Level
Including yourself (circle one)





      (Circle one)

1


               
$0.00-$11,170     $11,171-$16,755    $16,756-$22,340    Over $22,340

2




$0.00-$15,130     $15,131-$22,695    $22,696-$30,260    Over $30,260


3




$0.00-$19,090
  $19,091-$28,635    $28,636-$38,180    Over $38,180









4




$0.00-$23,050     $23,051-$34,575    $34,576-$46,100    Over $46,100




5




$0.00-$27,010     $27,011-$40,515    $40,516-$54,020    Over $54,020




6




$0.00-$30,970     $30,971-$46,455     $46,456-$61,940   Over $61,940

7




$0.00-$34,930    $34,931-$52,395      $52,396-$69,860   Over $69,860

8




$0.00-$38,890    $38,891-$58,335     $58,336-$77,780    Over $77,780


More than 8 please enter total here_______         Total Yearly Household Income for more than 8 $________________


*This form must be returned to the main office ASAP to the attention of Director of Patient Financial Services*

