NEW HAVEN MEDICAL CENTER

Family Information Sheet

New Haven Medical Center is part of Downriver Community Services, Inc., a non-profit organization dedicated to helping people in our community.  Since we receive monies through grants from the government, it is important that we provide accurate statistics in regard to the people we service.  ALL information is strictly confidential and has no bearing on the fees assessed for service rendered.

I request that payment of authorized benefits be made on my behalf to New Haven Medical Center for any services provided to me by that Agency.  My signature also authorizes release of any medical information necessary to process my claims.  I understand that I am responsible for payment of services not otherwise covered by my insurance.

Chart #__________    How did you hear about us? _______________________________________   Date_______________
Head of Household_____________________________________________________________________________________  

Head of Household Social Security Number____________________________ Male___ Female___ DOB_______________
Address_________________________________________________     ___________     __________     ___     ____________
                                                              Street                                                                                P.O. Box                    City                   State          Zip Code
Home Phone_____________________ Emergency Name & Number_____________________________________________
Marital Status:     Single _____     Married _____     Divorced _____     Separated _____     Widowed _____     Race* _____
*A = Asian  B = Black  BC = Black/Caucasian  C = Caucasian  CN = Caucasian/Native American  H = Hispanic

HB = Hispanic/Black  HC = Hispanic/Caucasian  N = Native American  O = Other  P = Pacific Islander
Place of Employment_______________________________________________ Work Phone__________________________
Work Address__________________________________________________     ________________     ____     ____________
                                                                              Street                                                                            City                                       State           Zip Code   

Seasonal     Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
          Migrant     Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
          Other     Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Family Information
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	Date of Birth
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	Race

	Spouse
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Insurance information (Be sure receptionist has a copy of your card) ___________________________________________
Please circle closest to your annual household income:
A. 0-$5,000     
B. $5,001-$10,000     
C. $10,001-$15,000     
D. 15,001-$20,000     

E. $20,001-$25,000     
F. $25,001-$30,000     
G. $30,001-$35,000    
H. $35,001-$40,000     

I. $40,001-$45,000     
J. $45,001-$50,000     
K. Over $50,001

Signature_____________________________________     _____________________________________     ______________
                                                                                                               
         Printed Name                                                                            Date

For Office Use:     (  ) Durable Power of Attorney Offered     (  ) Copy of Insurance     Staff Initials__________
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