Date: __________________Inpatient Only:
Transfer to OBS, Time                         
Transfer to Skilled, Time                          


Last Name:  		 First Name:	M.I.  	 
[image: P:\JCHC Logos\Logo and Name dark black and white.jpg] Downtime: Basic Registration:
(All New Patients)	

Sex: (circle one):     M / F

Last revised 9/20/18
Birth date:

/	_/
Address:  		 City:  		 State:	Zip:  	

[If multiple phones –circle primary number]
· Home Phone:  	
· Work Phone:  	
· Mobile Phone:  	
Patient Contacts (required if a Minor):
Emergency Contact:
Name:  		 Address:  		 City:  		 State:	Zip:  	
Relationship to patient:                                                 
Phone:                          
Name:  		 Address:  		 City:  		 State:	Zip:  	
Relationship to patient:                                                 
Phone:                          

Who is responsible for this account?                        
If a Minor:
Parents’ Names
Father:                                         	     DOB:                    
Mother:                                       	     DOB:                    

Primary Care Provider:   	

REFERRING PROVIDER:
Provider Name:    	 

MEANINGFUL USE:
· Preferred Language:  	
· Ethnicity: (circle one): Hispanic / Non-Hispanic / Unknown / Declined
· Race: (circle one): African American / Asian / Hispanic / Multiracial / Native American / Hawaiian / Pacific Islander / Unknown – Unspecified / White
Office Use Only:
Circle document type collected
JCHC Consent to Treat: REC’D NOT REC’D UNKNOWN
Permission to Verbally Discuss: 
REC’D NOT REC’D UNKNOWN 
HIPAA:  REC’D      NOT REC’D	UNKNOWN
Insurance Card: REC’D NOT REC’D UNKNOWN
	Subscriber:                                           
	Subscriber’s DOB:                                       
Photo ID: REC’D NOT REC’D UNKNOWN
MSPQ: REC’D   N/A
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