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    PATIENT REGISTRATION

                    AND

   INCOME DETERMINATION
                                     PLEASE PRINT

 (All items refer to the individuals for whom services are requested.)   
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            ID Proof Code        ______ /_____/_____ Date Privacy Policy Signed 

1.  ____________________________  _____________________    __________________   __________________     2. ________________________

     PATIENT NAME:  Last                                       First                                   Middle                         Maiden                        PATIENT ID NUMBER

3.  _____________________________________   _________________________  _____________________  ____________________   _________                                            

     (MAILING) ADDRESS                                                               CITY                                COUNTY                              STATE                     ZIP CODE
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    __________________________________________________________________________________________                       Residence

                  DIRECTIONS TO HOME (IF NEEDED)                                                                                                                               Proof Code

4.  ______ /_____/________

             BIRTHDATE

5.  SEX (Check One)      6. RACE (Check one or more)                                     ETHNICITY (Check One)                       7. SPECIAL ELIGIBILITY

	              
	Female
	
	
	W)  White 
	
	Y) Hispanic or Latino
	
	VOC

	 
	
	
	
	
	
	
	
	

	
	Male
	
	
	B)  Black or African American
	
	N) Not Hispanic or Latino
	
	WIC Household

	
	
	
	
	
	
	
	
	

	
	
	
	
	N) American Indian or Alaska Native
	
	 
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	A) Asian
	
	 
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	H) Native Hawaiian or Other Pacific Islander
	
	 
	
	


8.  Is it OK for us to phone or send mail to your home?      Yes,    Phone Number (Home) ________________________  (Work) ___________________

                                                                                             No    If NO, how can we contact you? ____________________________________________

     Emergency Contact: ______________________________________________________________________________________________________

                                      Name (First & Last)                                       Address                                                                                      Phone Number

    

     Is it OK for us to use an automated telephone message to remind you of your appointments?        Yes          No

9. Person responsible for Payment: ___________________________________________________________________________________________

10. COMPLETE THIS ITEM WHEN APPLICABLE-  Mother’s Maiden Name:____________________________ 


11: Do you have a Medicare Card?     Yes,   __________________________          No

                                                                            Medicare Card Number


12. Do you receive KTAP?        Yes,               Proof Code                 No                                                      


13. Do you receive Food Stamps?       Yes,               Proof Code           No


14. Do you have other health insurance?       Yes,   _______________________________________________                                        No

                                                                                                Insurance Company Name                                   Insurance Code

                                                                                 ____________________________________________     Assigned (INSCD)

                                                                                                      Subscriber Name          

                                                                                 __________________________________

                                                                                                      Subscriber Number

15. Third Party Payor?      Yes,  ____________________________________________                                    No

                                                                          Third Party Payor Name                            Contract Code 

                                                                                                                                             Assigned (CnctC)                                                                                                                                                                                                             

16. PCP/FQHC?             Yes              No                FQHC # ________

17. Fixed Full Charge  (FFC) ?       Yes


18. Do you have a Medicaid Card?       Yes , __________________________       No      Applied       Mother     KCHIP      Presumptive              Proof                                                                              

                                                                             Medicaid Card Number                                                                               Eligibility                     Code 

19. KENPAC Physician Name  __________________________________________      KENPAC Physician Number __________________________

     or Medicaid Managed Care Partnership?       Yes,   If Yes, what is the Partnership Number? _______________________________            No    

You are not required to complete the income section on the back of this form if you have a Medicaid Card or if income and household size are not required. However, you will be asked to sign to determine financial responsibility.

                                                                                                                                                                                                        CH-5B (Rev. 04/01/14)

NUMBER IN HOUSEHOLD                       NUMBER OF PERSONS WITH INCOME 

20.  Fill all blanks for each household member (include patient) with a full or part-time job.

       If a household member has more than one job, list each job separately (include self-employment).

	SALARY AND INCOME OF PATIENT AND HOUSEHOLD MEMBER(S)

	Name of Household Member(s)
	Name of Employer(s)
	Proof 

Code
	Monthly 

Amount

$
	Annual Amount

$

	 
	 
	
	$
	$

	 
	 
	
	$
	$

	 
	 
	
	$
	$

	 
	 
	
	$
	$


	OTHER INCOME OF PATIENT AND HOUSEHOLD MEMBER(S)   State the gross monthly amount of the following:

	       * Enter Proof Codes in these blocks for each source of income reported.
	Total Other Income

	Name of 

Household Member(s)
	*KTAP
	*SSI
	*Ret.

  Pension
	*Black 

   Lung
	*Social

  Security 
	*Vet.

 Benefits
	*Unem/Work

   Comp.
	*Child Support

   Alimony
	*Other

     Specify
	Monthly 

Amount
	Annual 

Amount

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	21. Has this been the average income for the past 12 months?                       Total Income From ALL Sources:

            

             YES           NO    If NO, what was the average? __________________________________________ 

  (Average income should be asked only if patient has not been employed by the same place or has not had the same income for a period of time.)

__________________________________________________________________                   ______________________________________________________

               Signature of Financial Screener                                                                      Title of Financial Screener                                                     
	
	

	
	                      % Private

                           Pay


FINANCIAL CERTIFICATION:

	I certify that my answers are correct and complete to the best of my knowledge and I have reported all my household income, KTAP, Medicaid, and Food Stamp benefits to determine program eligibility. I understand  that I may be asked to provide proof of household income, KTAP, Medicaid, and Food Stamp benefits.


I understand that some of the health department’s  fees for service are based upon ability to pay which is determined by an assessment of household income. Since I prefer not to supply this information I agree to pay full charges.   


CONSENT FOR HEALTH SERVICES: (Expires 1 year from date signed) 

Of my own free will I consent to care which may include screening, exams, lab tests, treatment, medicine, x-ray, and any other health service given to me by staff or agents of this health department. I understand that no Guarantees are being made as to the effect of any exam or treatment on me. I also understand I may be tested for (HIV) infection, Hepatitis B, or any other disease carried by blood or body fluids if such a test(s) is needed for a diagnosis, to assist in my medical treatment, or if a health care worker is exposed to my blood, body fluids or tissue.

FINANCIAL CERTIFICATION AND CONSENT FOR HEALTH SERVICES:

WITNESS _________________________________________________________     ______________________________________________       __________________

                      If  Patient Cannot Sign                                                                              Signature of Patient or Other Authorized Person                       Date


Signature of  Patient or Other Authorized Person                                                 Date 

Signature lines below can not be used for WIC.    WIC requires a new CH-5 for each certification and recertification.

WITNESS _________________________________________________________     ______________________________________________       _______________

                      If  Patient Cannot Sign                                                                              Signature of Patient or Other Authorized Person                       Date

WITNESS _________________________________________________________     ______________________________________________       _______________

                      If  Patient Cannot Sign                                                                              Signature of Patient or Other Authorized Person                       Date

PAYMENT FOR SERVICE/ASSIGNMENT OF BENEFITS  MUST be signed for every patient who has a third party payor. Name of health department MUST            

                                                                                                            be SPELLED OUT.
	
ASSIGNMENT OF BENEFITS:  I request that payment of authorized medical insurance benefits be made to ________________________________________   ___________________________________________________________   on my behalf, for services I  received.  I also authorize the local health department to release medical information about me to Medicare, Insurance and other third party payors to determine payment for services. This constitutes permission to release medical information regarding sexually transmitted diseases, if applicable, to third party payors pursuant to KRS 214.420.


I  have read the above and have had an opportunity to ask questions, I understand the item checked above as it applies to me. My signature below indicates I do consent, authorize or declare as stated above. 

WITNESS ________________________________________________________     _______________________________________________       _______________

                      If  Patient Cannot Sign                                                                            Signature of Patient or Other Authorized Person                         Date


WIC RIGHTS AND RESPONSIBILITIES   MUST be signed at every WIC certification and recertification. 

I have been advised of my rights and obligations under the WIC program.  This includes the rights and responsibilities for the eWIC card and any household benefits issued to the cardholder account.  I understand that I am also responsible for ensuring the security of the eWIC benefits card and the PIN. I certify that the information I have provided for my eligibility determination is correct, to the best of my knowledge. This certification form is being submitted in connection with the receipt of Federal Assistance. Program officials may verify information on the certification forms. I understand that intentionally making a false or misleading statement or intentionally misrepresenting, concealing, or withholding facts may result in paying the state agency, in cash, the value of the food benefits improperly issued to me and may subject me to civil or criminal prosecution under State and Federal law.  I have been issued I also understand that my name may be given to other health and welfare programs for eligibility purposes for that program. 
____________________________________________________________        _______________

 Signature of  Patient or Other Authorized Person                                                                    Date                                                                                CH-5B (Rev. 04/01/14)

 (LHD Use ONLY)                       Date:_________________


Patient’s medical record ID# or Household #:__________
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