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Downriver Community Services, Inc.

⁬Algonac         ⁬New Haven      ⁬Port Huron

Patient Registration Form

Patient’s Name____________________________Birthdate______________Today’s Date_____________

Street____________________________City______________________State___________Zip__________

Home Phone #___________________Cell #_____________________E-Mail Address________________

County_______Social Security Number_______________Sex__Marital Status______Spouse___________

Employer_________________Address_____________________________Work Phone_______________

ALGONAC / NEW HAVEN / PORT HURON SITES ARE A 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 services rendered.

Race: ⁬Am Indian/Alaska Native  ⁬Asian  ⁬African American  ⁬Native Hawaiian  ⁬Pacific Islander  ⁬White

Language Spoken:  ⁬English  ⁬Spanish  ⁬Other    Ethnicity: ⁬Hispanic/Latino  ⁬Not Hispanic/Latino
Housing Status: ⁬Homeless Shelter  ⁬Doubling Up  ⁬Street  ⁬Not Homeless    Veteran Status:  ⁬Yes    ⁬No
Agricultural Status:  ⁬Seasonal Worker    ⁬  Migrant Worker    ⁬  Dependant of a Seasonal/Migrant Worker
Full-Time Student: ⁬Yes    ⁬No  Employment Status:  ⁬Full-time  ⁬Part-Time ⁬Unemployed  ⁬Disabled

Annual Family Income:$______________________
Number of Family Members:_____________________________
Who is responsible for the patients Medical Expenses?

⁬  Parent  ⁬  Spouse  ⁬  Self (If self, go to insurance section)  Parent’s or Spouses Name____________________________________

Insurance:

Primary Insurance Company Name:__________________________________Member ID#_______________Group#_____________

Subscribers Name:_______________________________________________Covers:  ⁬ Self     ⁬ Family  Effective Date:_________

Secondary Insurance Company Name:________________________________Member ID#_______________Group#____________

Subscribers Name: _______________________________ _________________Covers:  ⁬ Self     ⁬ Family Effective Date: ________

Person to Call if Unable to Reach You:

Name:________________________________________________________Relationship To You:__________________________

Street Address:_____________________________________City/State:________________________Zip_____________________

Home Phone #:___________________________Cell#:_____________________________

Do you wish to receive information on Advanced Directives?  :  ⁬Yes    ⁬No

I REQUEST THAT PAYMENT OF AUTHORIZED BENEFITS BE MADE ON MY BEHALF TO DOWNRIVER COMMUNITY SERVICES, INC., 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.
Signature:_________________________________(self, parent, guardian)  Date:___________________
For Office Use Only: :  ⁬Advance Directives offered   Staff Initials_________ 


