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Demographic and Intake Form
Name (First, Middle & Last): ________________________________________________________
Parent/ Guardian Name: _____________________________________________________________
Date of Birth: ____/____/______    Age:_____        Social Security #: ______-_____-_______
Street Address: ______________________________________________________________________
City: ______________________       State: __________       Zip Code: _____________
Phone Number: (       ) _______-__________ Is this a Mobile Number? Y/N
Email: _______________________________________________________________________
Gender You Identify with: Female Male Transgender
Gender Assigned at Birth: Female Male
Race: Black White Latino Asian Native American Other: ______________
Ethnicity: Hispanic or non-Hispanic
Marital Status: Single Married Divorced Separated Widowed
Tobacco Status:(Circle One) Everyday Someday Never Former
Emergency Contact: ____________________________ 
Relationship to you: __________________ Phone: (      ) _____-_______
Health Insurance: None Medicaid Medicare Private 
Company Name: _______________________
ID #: ________________________
Group#: ____________________
Subscriber’s Name & DOB: _____________________________      ____/____/_______
Pharmacy Name & Location: _______________________________________________________
Why are you being seen today?: ________________________________________________________________________________________________________________________________________________________________________________________________
FOR MEDICARE PART B RECIPIENTS: I authorize the release of any medical or other information necessary to process this claim. I also request payment benefits either to myself or to the party who accepts assignment.
Medicare Beneficiary Claim Number (HIC): ________________________________________



Thank you for choosing our local health department to serve your healthcare needs. We want you to be healthy! The more you know about your health, the better. The following information will help you understand our payment policies and plans. Please read the policy. Ask our staff if you have questions. Then, sign at the bottom.

Insurance
All patients must complete our patient information form before seeing a member of our medical care team. Be sure to use your most recent insurance information. We work with many insurance plans. Not all plans cover all services. If your insurance plan does not cover a service, you are responsible for payment. Please check with your insurance plan to make sure our clinic is in your insurance network.
We will file your claims for you. If your insurance company disagrees with your claim, we will provide them with any additional information they need. Your insurance company sets the rates. It is up to you to understand your coverage. You are responsible for payment of any differences.
If you have questions regarding your insurance, please ask your human resources representative or ask your insurance company. Their phone number or web address should be on your insurance card.
Co-pays
Some insurance companies ask for co-pays. All co-pays must be paid when you check in for your appointment. You may also apply for a financial hardship to assist with lowering the balance your insurance says you owe.
Deductible and Coinsurance

If your insurance company applies any charges to your coinsurance or annual deductible, you must pay those before your next appointment. Any unpaid amounts are also due before your next appointment. Let us know if you need to set up a payment plan. It is up to you to check with your insurance plan about deductibles and coinsurance. You may also apply for a financial hardship to assist with lowering the balance your insurance says you owe.
High Deductible Health Plans (HSA, HRA, FSA participants)
Let us know before your appointment if you are in a High Deductible Health Plan (HDHP), a Health Savings Account (HSA), a Health Reimbursement Arrangement (HRA) or a Flexible Spending Account (FSA). We can help you figure out if you have any of these. Bring your plan information to your appointment.
We will bill your insurance plan first. If there is any remaining amount, we will send you a bill. The amount on the bill is due before your next appointment. We can help you set up a payment plan if you need one. You may also apply for a financial hardship to assist with lowering the balance your insurance says you owe.




Self- pay Accounts
If you do not have a health insurance plan, you must pay for services at your appointment. If you want a service that is not covered by your insurance plan, or if you have an insurance plan that does not have our local health department in its network, you must pay for services at your appointment. Ask our staff about discounts available for cash payments made at your appointment.
We can help you set up a payment plan if you need one.
Payment Details
We accept cash, checks and most major credit cards. We can accept payments over the                                                                 phone with your debit or credit account information. We may process your payment    electronically based on information you provide to us. There is a $35 fee for returned checks. The amount of the returned check and the $35.00 fee must be paid before you schedule another appointment.
Minor Aged Patients
Minors usually need to be accompanied by an adult. The parent or guardian is responsible for payment of any fees not covered by the insurance plan.
If the adult accompanying the minor is not the parent or guardian, he or she will need written permission from the parent or guardian. We may not treat minors unless we have received this written permission. We can make exceptions to this policy for minors seeking reproductive health services or testing for sexually transmitted infections.
Missed Appointments
If you can't keep an appointment, please call us as early as possible. If you miss three or more appointments, we may ask you to attend our walk-in clinic for future appointments.
Account Delinquency
If we don't receive your full payment in a timely manner, your account may be delinquent. We may refuse future service until we receive payment for your past due balance. Let us know if you are having trouble with payments.

	Gross Weekly Income: 
	Household Size: 



I have read the Patient Financial Policy. I understand and agree to this Patient Financial Policy.



Name of Patient or Guarantor	                   Signature	           Date



                                Employee Name (Witness)	                                 Signature	                                   Date
Jackson County Health Department
Notice of Health Care Privacy Practices and Consent
This notice describes how medical information about you may be used and disclosed and how you
can get access to this information. Please, review and sign below.
The Jackson County Health Department (JCHD) may use your health information, information that
constitutes protected health information as defined in the Privacy Rule of the Administrative
Simplification provisions of the Health Insurance Portability and Accountability Act of 1996, for
purposed of providing you treatment, Obtaining payment for your care and conduction health care
operations. The JCHD has established policies to guard against unnecessary disclosure of your
health information.
Treatment –My signature on this form also indicates that I have requested services from the Health
Department personnel that are deemed essential for my wellbeing and healthcare. The JCHD may
use your health information to coordinate care within the JCHD and with others involved in your
care, such as your attending provider and other health care professionals who have agreed to
assist the JCHD in coordinating care.
Payment – The JCHD may include your health information in invoices to collect payment from third
parties for the care you receive from the JCHD. The JCHD also may need to obtain prior approval
from your insurer and may need to explain to the insurer you need for the services that will be
provided to you.
My signature on this form acknowledges that I have been informed of the Jackson County Health
Department’s Notice of Privacy Practices. I understand that this document provides an explanation
of the ways in which my health information may be used or disclosed by the Jackson County
Health Department and of my rights with respect to my health information.
If my insurance is billed for services and it is denied, I acknowledge that I am financially
responsible for the services provided.
My signature on this form acknowledges I have read or had explained to me the Vaccine
information Statement for the vaccine(s) given and understand the risks and benefits.
I GIVE CONSENT to the Jackson County Health Department and its staff for the person named on
this form to be vaccinated with this vaccine.


______________________________________________________________________________
Patient/ Parent/ Guardian Signature                                                                       Date














Consent for the Provision of Medical Services and to Obtain and/or Release Records

NAME OF PATIENT: 	DATE OF BIRTH: ____________________


Before you give your consent, be sure you understand the information given below. If you have any questions, we will be happy to talk about them with you. You may ask for a copy of this form. As a state/federally supported program, the Reproductive Health and Wellness Program is required to provide data to the Ohio Department of Health about the clients we serve and our clinic activities. I have been given information about the test(s), treatment(s), procedure(s), to be provided including the benefits, risks, possible problem/complications and alternative choices. I understand that I should ask questions about anything I do not understand. I understand that a clinician is available to answer any questions I may have. No guarantee has been given to me as to the results that may be obtained from any services I receive. I know that it is my choice whether or not to have services and services are received on a voluntary basis. I know that I can change my mind at any time. Receipt of family planning services is not a prerequisite of any other services offered. Services will be provided in a confidential manner; however, I understand that if tests for certain sexually transmitted infections are positive, reporting of positive results to public health agencies is required by law. I will be given referrals for further diagnosis or treatment if necessary. I understand that if referral is needed, I will assume responsibility for obtaining and paying for this care. I have been told how to get care in case of an emergency. I understand that confidentiality will be maintained as much as legally possible. A copy of the HIPPA guidelines will be provided to me at my request. I hereby request that a person authorized by the Jackson County Health Department provide appropriate evaluation, testing, treatment (including birth control drug, if I request it). I understand that the information released may include treatment for physical and mental illness, alcohol, or drug use, AIDS or HIV testing.
I, 	, understand the need for medical care and consent to the services provided by the Jackson County Reproductive Health & Wellness Clinic/Primary Care Clinic. These services include: social and educational services, laboratory procedures, medical treatment, examinations, diagnostic procedures and other services deemed necessary by the clinician. I have been told and understand that the services provided are for medical care only and do not include emergency services. I give permission to OBTAIN and/or RELEASE my medical records to a Provider or organization concerned with providing further care or services to me. I release the staff of the Reproductive Health & Wellness Program/Primary Care Clinic from any liability resulting from disclosure of information in those medical records.

Patient Signature: 	  Witness: 	
Date: 		Date: 	
If patient is a minor under 18:
Parent/Guardian Signature: 		Relationship: 	




For Under 18 Minors WITHOUT Parental Consent Only

I, 	, a minor, have been told by the staff of the Jackson County Reproductive Health & Wellness Clinic the following: 1) the legal implications of not having the consent of a parent/guardian for care and services provided in this clinic. 2) that it is advisable to have written permission from a parent/guardian for the care and treatment provided in this clinic.

☐I do not, at this time, wish to inform my parent/guardian of my medical condition/pregnancy or of my involvement with the Reproductive Health & Wellness Program. The clinic staff has requested that I obtain the above-mentioned permission and I refuse to do so. This decision has been my own and I take full responsibility for my actions.

Patient: 	Witness: 	 Date:__________
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