 HARVEY COUNTY HEALTH DEPARTMENT
CLIENT INFORMATION
LAST: ______________________________________________________FIRST:____________________________________MI:______ 

BIRTHDATE: ________________________________________  SOCIAL SECURITY#_______________________________________
ADDRESS: ________________________________________________________   □ Check box if homeless   COUNTY:______________                   

CITY: ______________________________________________  STATE:_______________________   ZIP CODE:_________________

HOME #: _______________________________ WORK #:______________________________Cell #:___________________________
Sex:     ( Male        ( Female 
         Marital Status:       ( Single        ( Married        ( Widowed
 

Race (mark all that apply):      ( White      ( Asian      ( Black/African American        ( Am. Indian/Alaskan Native     ( Native Hawaiian/Pacific Islander    

  (  Unknown/Not Reported
Ethnicity:      ( Hispanic         ( Non-Hispanic
  

If Hispanic, please choose one:     ( Mexican       ( Cuban      ( Puerto Rican       ( Central/South American       ( Other/Unknown

Language:    ( English       ( Spanish       ( English as Primary        ( Other__________________
Highest Grade Completed________________      ( Associates      ( Bachelors        ( Masters        ( Doctorate
Previous names used at Health Department:____________________________________________________

E-Mail, if over age 18: _________________________________________________________  
May we contact you by:    Home Mail   Yes   No       Home Phone   Yes   No       Cell Phone/Text   Yes   No       Work Phone    Yes   No      

Email   Yes   No       Facebook   Yes   No
May we send text messages to remind you of appointments?    Yes   No    If yes, name of carrier:__________________________

If the answer to the questions above is no, please provide us with alternate information.

Phone:______________________________  Address:____________________________________________________________________
==============================================================================================================
HEAD OF HOUSEHOLD NAME AND ADDRESS

LAST: ______________________________________________________ FIRST:____________________________________ MI:_______ 

BIRTHDATE:  ____________________​​​​______ SS#_________________________  RELATIONSHIP TO CLIENT: _________________________
ADDRESS: _____________________________________________________________________________   COUNTY: _________________________
CITY: _______________________________________________   STATE:_________________________   ZIP CODE:_________________________

HOME #: __________________________________ WORK #:________________________________ Cell#:_________________________________
E-Mail:_____________________________________________________________________________________________________________________
==============================================================================================================
GUARANTOR NAME AND ADDRESS   (Person responsible for paying for services provided)
LAST: ______________________________________________________ FIRST:____________________________________ MI:_______ 

BIRTHDATE:____________________​​​​______ SS#_________________________  RELATIONSHIP TO CLIENT: __________________________
ADDRESS: _____________________________________________________________________________   COUNTY: _________________________
CITY: _______________________________________________   STATE:_________________________   ZIP CODE:_________________________

HOME #: __________________________________ WORK #:________________________________ Cell#:_________________________________

E-Mail:_____________________________________________________________________________________________________________________
==============================================================================================================
PRIMARY CARE PHYSICIAN:

NAME: __________________________________________________________________

ADDRESS: _____________________________________________________________________________   COUNTY: _______________
 
CITY: ___________________________________ STATE: ________________ ZIP CODE: ______________


WORK PHONE: ______________________________________________________
==============================================================================================================
If you are here for Reproductive Health services (age 18 and under):
Do your parents know you are receiving Reproductive Health services at the Health Department?    Yes    No
	The Health Department has a reduced fee scale for some services based on income and number in household.   If no income information is provided, all services will be charged at full rate.
Number of people in your household: _______    
Person receiving income                                                 Gross            Pay Period
_______________________________________     _____________       ______

_______________________________________     _____________       ______

_______________________________________     _____________       ______
_______________________________________     _____________       ______
Other income

SRS Payment                                                             _____________       ______

Unemployment                                                          _____________       ______

Social Security                                                           _____________       ______

SSI Benefits                                                               _____________       ______ 

Child Support/Alimony                                             _____________       ______

Other                                                                          _____________       ______

Employment Status           Full Time      Part Time       Unemployed

Student Status                    Full Time      Part Time       Not a student                         




INSURANCE COVERAGE: 

(check  all that apply)
( KanCare       ( No Insurance       
( Private Insurance     ( MediKan

 ( Other Public Insurance         

( Underinsured*       ( Underserved**      

*Underinsured children are children that have an insurance that does not cover immunizations.
**Underserved children are children that are school age and enrolled in Free or Reduced Lunch Program.  Proof must be provided.
Name of Insurance Provider:
______________________________________________
Policy Number and Group Number (SSN if applicable):
______________________________________________

Name of Policy Holder:
______________________________________________

Policy Holder’s Birth Date:
______________________________________________
===================================================================================================

Please read and initial each item that applies.
 _____      1.  The information above, to the best of my knowledge and belief, is true, correct and complete.
 _____     2.  I understand that services are provided regardless of race, color, creed, national origin, age, handicapped status or ability to pay but this does not     mean that they are free.  
 _____     3.  I understand that I am responsible for payment of the bills for my care. I agree to be fully responsible for any co-pay, co-insurance, deductible or    non- covered services.  Failure to pay an outstanding account balance may result in account being referred to an outside Collection Agency for resolution.
  _____    4.  I request payment of insurance benefits to the Harvey County Health Dept.
X_________________________________________________________________________________________________________________                 
           Signature of Client or Responsible Party

                                Relationship to Client                                                      Date

FOR STAFF ONLY:

Annual Income Assessment: _______________________________
Percent of Pay:_______________






















Payment agreement:

_____________________________________
Signature of Client or Responsible Party
English as Primary Language? 






__________________            ___________  

( Yes  (Speaks/Understands English)






Relationship to Client  
 Date

( No   (Bilingual staff/Interpreter Services Used)

____________________________________________

______________



Signature of Staff





Date
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