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              School Based Health Center Patient Profile
Student Name:





Date of Birth:


  Male / Female
Nickname:






Social Security #:




Address:






Preferred Language:












Preferred Pharmacy:






City / Zip:






Pharmacy Phone #:





Phone Number:





Prescriptions will be sent electronically to pharmacy
Race:
[  ]White/Caucasian   [  ]Black/African American  [  ]More than One Race  [  ]Asian  [  ]American Indian

Ethnicity:  [  ]Hispanic   [  ]Non Hispanic     Your Relationship to Child (circle): Parent / Foster Parent / Legal Guardian 
PARENT OR GUARDIAN INFORMATION:



BILLING TO INFORMATION: 
Check here if [ ]Same as Parent/Guardian
Name:







Name:






Address:






Address:






City / Zip:






City / Zip:





Phone:
 





      
I wish to enroll my child for:

Medical Services
Dental Services
Medical and Dental Services

Medical Fees

All patients who do not have Medicaid, Medicare or Private Insurance will be self pay and will be billed $30 per  medical visit at the school based health center. Any patient with private insurance will be $55 per medical visits.  
Dental Fees

All patients who do not have Medicaid, Medicare or private insurance will be self pay and will be billed $30 per  dental visit at the school based dental center, with a maximum of $120 per school year (please see the cover letter for more details). Any patient with private insurance will be at the full dental fee rate per visit.  HealthPoint does not bill private insurance.

A billing statement for private insurance patients and self pay patients will be mailed to the billing information address above.  Payment is expected in 20 days.  Please list your total household annual income   
Please check this box if you have commercial medical insurance 

Please check this box if you have commercial dental insurance 

Medicaid   [  ] Ky Spirit Health   [  ] Wellcare    [  ] Coventry    or [  ] Medicare ID:





Ky Medicaid ID #:



    Ky Spirit/Wellcare/Coventry ID #:





I certify the above information is correct.  I hereby consent to treatment including whatever test or procedures may be directed by the medical or dental provider.  I also consent for all state required immunizations.  I authorize HealthPoint Family Care, Inc. to bill my insurance for services rendered.  I further authorize the release of my medical and/or dental information to my insurers or responsible party.  I understand that I will be responsible for all bills if there is not active Medicaid or Medicare.  I also authorize release of medical records as necessary to the School for use as needed in providing Medical Care.















      Signature




Print Name




Date


$








