Grace Clinic
“Passionate about Patient Care”
(509) 326-6474

Registration

Date: First Name: Middle: Last:

Home Phone: Cell phone: Work phone:

Address: Apartment:

City: State: Zip:

Birthdate:.  /  /  Social Security Number: - - Gender: Male [ ] Female [ ]

Marital status: Single [ ] Married [ ] Widowed [ ] Separated [ ] Divorced [ ] Committed [ ]

Patient employer: Occupation:

Insurance

Primary Insurance coverage:

Subscriber name (if different than patient)

Subscriber # Group#

Subscriber social security #: - - Subscriber date of birth: / /
Secondary Insurance coverage:

Subscriber name (if different than patient)

Subscriber #: Group #:

Subscriber social security #: - - Subscriber date of birth: / /

Emergency Information

In case of emergency who should we notify?

Relationship to yourself: Phone number to contact:

Code status: [ JFull [ JNone Comfort] ] DNR[ ] CPRonly[ ]

Would you like to hear about advanced directives? Yes[ ] No[ ]

Additional Information

How did you hear of our clinic?

Are any of your other family members patients here (if so, who)?

Patient Registration Page 1 of 2




Grace Clinic
“Passionate about Patient Care”
(509) 326-6474

Patient Name:

Insurance Assignment and Release

I, the undersigned have insurance with the

(Name of insurance company)
And assign directly to: Grace Clinic all medical benefits, if any,
(Name of provider)
otherwise payable directly to me for services rendered. | understand that | am financially responsible whether
or not paid by insurance. | hereby authorize the provider to release all information necessary to secure
payment of the benefits. | authorized the use of this signature on all my insurance submissions.

If “other health insurance” is found in item “9” on the HCFA 1500 form, or elsewhere on other approved
claim forms or electronically submitted claims, my signature authorizes release of my information to the
insurer or agency shown. In Medicare assigned cases the provider agrees to accept the charge determination of
the Medicare carrier as the full charge, and the patient is responsible only for the co-insurance, deductible, or
non-covered services. Co-insurance and deductible are determined by charge determination of the Medicare
carrier.

(Signature of insured/guardian) Date

Uninsured and Non covered

Not all services are covered in all contracts. Some insurance companies arbitrarily select certain services that
they won’t cover. You need to understand the scope and limitations of your insurance policy, and are
responsible for coverage of any service not covered by your contract.

I, the undersigned, agree to be responsible for payment on all charges for services rendered by Grace Clinic
providers, whether or not covered because | am without insurance, and/or if they are services that my health
insurance does not cover. | understand that I am responsible for full payment on the day of services, for which
I will receive a 15% cash discount, payable at the time of service.

(Signature) Date

Co-Payment

At the time you receive our services, you are responsible for all co-pays, deductibles, and any estimated
fees for items not covered by your insurance plan. We will not bill your co-pay and services will not be
rendered if it is not paid at the time of your visit. As a courtesy we will bill your insurance for the balance but
you are still responsible for any outstanding balance not paid by your insurance. If you have Medicaid, please
provide a copy of your coupon every month. We cannot see you without your current coupon.

(Signature) Date
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Grace Clinic
“Passionate about Patient Care”
(509) 326-6474

HEALTH HISTORY

Today's date

Family History:

Name

Check only if a family member has/had the
following:

Marital status

__ Allergies
__ Diabetes

Number of children

____Thyroid problems
___ Lung problems

Interests:

Heart disease
Stroke

____High blood pressure

Mental or emotional problems

____ Cancer (type):
Other inherited diseases

Hospitalizations and Surgeries:

YEAR REASON OUTCOME

Health Habits:

Do you smoke cigarettes? _ YES _ NO If yes, packs per day? Years smoking?
Do you use other forms of tobacco? __YES _ NO

Do you drink alcoholic beverages? __YES __NO

If yes: beers per week; _ glasses of wine per week, _ mixed drinks per week,

Do you exercise regularly _ YES __NO

If yes, what type of exercise?

Health History
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Grace Clinic

“Passionate about Patient Care”

(500) 326-6474

MEDICAL PROBLEMS: Give the year you had
the problem or place an X__if you have it now.

____Asthma

____Hay Fever
____Tuberculosis

____Heart trouble

__ Rheumatic fever

__ High Blood pressure
____ Stomach or duodenal ulcer
____Bowel trouble
____Liver trouble
____Gallbladder trouble
____Pancreas problem
____Hernia

__Kidney or urinary troubles
____ Stroke
____Neurological disorder
____Convulsions/seizures
____Headaches
____Arthritis/Gout

____Back or neck trouble
____Alcoholism/Drug Abuse
____Psychiatric/Emotional problem
____ Diabetes

____Thyroid problems
____Anemia

____Blood disorder

____ Cancer

____Eye trouble
____Eartrouble

____Sinus trouble
____Weight problem
____Breast mass
____Menstrual problems
____Prostate trouble
____Sexual problems
____Venereal disease
____Skin disease
____Congenital condition
____Radiation therapy

No. of Pregnancies:
No. of Deliveries:

Type of Birth Control:
(If applicable)

SYMPTOMS: place an X if you currently have
any of the following:

____ Persistent hoarseness
____Shortness of breath
____Fever

____ Chest pain/discomfort
____Unusual heartbeat
____Frequent cough
____Swollen ankles
____Leg cramps
____Indigestion/Heartburn
__ Difficulty swallowing

Abdominal pains

: Diarrhea/Constipation

Difficulty achieving erections

Blood in urine

Pain while urinating

: Difficulty controlling urine
____Getting up at night to urinate
____Vaginal discharge

Hot flashes

: Weakness/Fainting

Painful joints

: Unusually tired

Unusually nervous and irritable

: Other: please specify;

Concerns:

Patient Name

Health History
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Grace Clinic
“Passionate about Patient Care”
(509) 326-6474

AUTHORIZATION FOR RELEASE OF INFORMATION

Patient Information:

BD: / / SS:

(Print name of patient)

Information to be released from:

Name of designated facility or provider

Address

Information to be released to: Grace Clinic
West 205 Indiana Avenue, Suite B
Spokane, WA 99205
P: (509) 326-6474
F: (509) 326-2565**

Information to be released:

The most recent 2 years of pertinent information (x-rays, chart notes, labs and special tests)
__X__ All medical records
Specific information (please specify)

Purpose for which disclosure is being made: (Please check one of the following)

Attorney _ X__ Medical provider Insurance Personal

Patient authorization:
I understand that my records may contain information regarding the diagnosis or treatment of HIV/AIDS,
sexually transmitted diseases, drug or alcohol abuse, mental illness or psychiatric treatment. | give my
specific authorization for the release of these records.

* Exclude the following information from the records to be released: (please initial)

Drug/Alcohol abuse/treatment & diagnosis Sexually transmitted diseases
HIV/AIDS diagnosis/treatment/testing Mental illness or Psychiatric diagnosis/treatment
My Rights:

I understand that | do not have to sign this authorization to receive health care benefits (treatment, payment or
enroliment). | may revoke this authorization in writing. To view the process for revoking this authorization
please read the Privacy Notice to patients posted at the facility where your information if being released. |
understand that once the health information that | have authorized to be released reaches the noted recipient,
that person may re-disclose it, at which time it may no longer be protected under privacy laws.

SIGNATURE: DATE:
(Patient, *guardian or *authorized representative)
(* please provide proof of authority to sign on behalf of the patient)

** WE WOULD APPRECIATE IT IF YOU PLEASE DO NOT FAX RECORDS OVER 20 PAGES
IN LENGTH. THANK YOU FOR YOUR CONSIDERATION.

THIS AUTHORIZATION WILL EXPIRE 90 DAYS FROM THE DATE OF SIGNATURE
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