LINDALOMMUNITY Main Campus
pl) 855 A Avenue NE Ste. LL1
, Cedar Rapids, lowa 52402

COMMUNITY HEALTH CENTER

PATIENT INFORMATION

First Name(Legal) Middle Initiat Last Name Previous Name Date of Birth Sex
Street Address Apt. Number Patient Employer
City State Zip Code Patient's Occupation
Home Phone Number Social Security Number Employer Street Address
Cell Phone Number If not English, in what language do you wish to receive  |Employer City/State/Zip
care?

Race: [ JAsian [Native Hawaiian [_JOther Pacific Islander [ ]Black/African American [ JAmerican Indian/Alaskan Native [ JHispanic/Latino [ White [ JBiracial

Annual Income: Number of Persons Supported by this Income: Do you wish to be considered for the discounted sliding fee schedule? [Jyes [INo
Marital Status: [JSingle [Married [IDivorced [JSeparated [[]Widow | Are you a veteran? Are you currently in school? [] Yes [J No [ Full-time [] Part-time
O If yes, where?
Yes Cno

What is your current living situation? [_] Fixed residence [_] Transitional housing []"Doubling up" with family or friends [] Street or makeshift housing
[[]Homeless shelter [] Facing eviction

In Case of Emergency (Relative or Friend) Phone Number Employer Phone
Spouse /Partner/Parent (if under 18) Spouse/Parent Employer Name Spouse/Parent/Partner Cell Phone
Spouse /Partner/Parent (If under 18) Spouse/Parent Employer Name Spouse/Parent/Partner Cell Phone
BILLING INFORMATION

Responsible Party/Custodial Parent Phone Number Relationship to Patient [Jself [JSpouse [JParent [JOther
Street Address Apt. Number Responsible Party's Employer Phone Number
City State Zip Code Social Security Number Date of Birth

PRIMARY INSURANC SECONDARY INSURANCE
Insurance Company Name and Address or Title 19 Insurance Company Name and Address or Title 19
Effective Date Expiration Date Effective Date ‘ Expiration Date
Policy Holder's Name Relationship to Patient Policy Holder's Name Relationship to Patient
Policy Number Group Number Policy Number Group Number
Policy Holder's Social Security Number Policy Holder's Date of Birth Policy Holder's Social Security Number Policy Holder's Date of Birth
Policy Holder's Employer's Name Policy Holder's Employer's Name
Policy Holder's Employer's Phone Number Policy Holder's Empioyer's Phone Number

ACCEPTANCE OF FINANCIAL RESPONSIBILITY FOR THIS ACCOUNT &
AUTHORIZATION TO RELEASE INFORMATION TO MY INSURANCE COMPANY

| hereby certify that the above information is true. My signature below indicates | accept financial responsibility for this account. It also permits Linn Community Care to release
to my insurance company any medical information necessary to file and process insurance claims for members of my family or me.

Patient or Responsible Party Signature Relationship to Patient Date
INSURANCE COMPANY “Signature on File”

| authorize my insurance company to assign benefits to Linn Community Care. This means my insurance company will pay Linn Community Care for services provided to
members of my family or me.

Patient or Responsible Party Signature Date



