VistaFamilyHealth

7201 W. Grandridge Blvd. Kennewick, WA 99336 phone: 509.735.2325 fax: 509.735.3222

Sheila K. Dunlop, D.O. Mark D. Flesher, M.D. Byron L. Burrup, D.O. Chiristine Acker, ARMP. FNP-C Rebecca Q.Eng, ARNP

Today’s Date:

Patient (person being seen today):

Last Name: First Name: MI:
Date of Birth: SS#:
Gender: 0 Male Marital Status: O Single 0 Widowed
[0 Female ] Married O Other
0 Divorced
Address:
Street City Srate Zip

Home #:( ) Work#: () __ ext
Cell#: ()
Employment Status: [] Full Time Student Status: ] Full Time

O Part Time (1 Part Time

(] Self Employed O Not a Student

(] Retired

[J Not Employed School:

Occupation: Employer:
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If Patient is a Minor Child (less than 18 years old) please complete the following:

Patient lives with: [0 Father [0 Step-Father
(J Mother [ Step-Mother
0 Both Parents [0 Other:

(Please continue on other side/Twao Sided Document)



Complete the following if patient is a minor child (under 18yrs old)

Father/Guardian

Last Name:

Date of Birth:

First Name; MI:

___Social Security #:_

Address: B
Street City State Zip
Home #:( ) 7 Work#: () ext -
Cell#: () S BRSO
Occupation: - Employer:
Mother/Guardian
Last Name: o First Name: MI:
Date of Birth: Social Security #:
Address:
Street City State Zip
Home#:( ) Work #:( ) - ext
Cell#t: ( )
Occupation: __ Employer:




Insurance- Please provide copy to receptionist

Primary: Effective Date:

1D #: ' Group #:

{Include Alpha Pre-fix if applicable)

Insurance Address:

Street or PO Box. City State Zip

Policy Holder

Last Name: First Name: MI

ID # (if different from patient’s)

Date of Birth: SS#:
{Must have to bill insurance)

Employer: Employer phone #: ()
Employer Address:

Street City State Zip
Patient’s relationship to policy holder: O Self 0 Wife O Other

O Husband O Child
Secondary: Effective Date:
1D #: Group #:
{Include Alpha Pre-fix if applicable)

Insurance Address:

Street or PO Box. City State Zip
Policy Holder
Last Name: First Name: MI

ID # (if different from patient’s)

Date of Birth: S5#:
(Must have to bill Insurance)
Employer: Employer phone #: ()
Employer Address:
Streel City State Zip
Patient’s relationship to policy holder: O Self 0 Wife O Other
O Husband O Child

Do you have additional Insurance Coverage? 0 Yes [ No, if you answered yes, please ask
the receptionist for an additional form,

(Please continue on other side/Two Sided Document)



Emergency Contact:

(Please list someone outside the household with a local address or surrounding
areas if possible)

Last Name: __ First Name:
Address:
Street City State Zip
Home #:( ) Alternative #: () ~ OCell, O Work
Relationship:

Billing Information/Assignment of Benefits:

I hereby assign all medical and/or surgical benefits to which [ am entitled, including Private
Insurance and any other Health Plan to: Vista Family Health.

This assignment will remain 1n effect until removed by me in writing. A photocopy of this
assignment 15 to be considered as valid as an original. I hereby authorized said assignee to
release all information necessary to secure payment. This may include drug and/or alcohol abuse
treatment, HIV status, and/or psychiatric information; including records protected by Federal
Regulation (42 CRF Part 2) as required for health benefit payment.

If the insurance directly sends payment to me, I agree to endorse and forward it to Vista Family
Health along with the explanation of benefits.

I am responsible for the payment of this account regardless of insurance coverage. Vista Family
Health will bill the insurance as a courtesy. [ agree to provide correct and up to date information
for billing purposes.

There will be a finance charge of 1.5% per month added to any balances which has been owed
by the patient for more than 30 days. This is an annual rate of 18%

If it becomes necessary to employ an attorney or collection agency, I understand that reasonable
collection and/or attorney fees may accrue. The venue for court proceeding shall be in Benton

County.

Signature:

Printed Name:

Relationship to Patient:
Date:
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