Ninilchik Traditional Council Community Clinic

15765 Kingsley Road Ph. (907)567-3970
P.O. Box 39368 Fx. (907)567-3902
Ninilchik, AK 99639 www.ninilchiktribe-nsn.gov

Ninilchik Traditional Council Community Clinic
2016 Health Information Consent

| understand that as part of my healthcare the NTC Community Clinic originates and maintains
health records describing my health history, symptoms, examination, test results, diagnoses,
treatment, and plans for future care or treatment.

| understand that the NTC Community Clinic uses and discloses protected patient health
information to provide treatment, to obtain payment, and for healthcare operations. This
disclosure of protected patient information includes administrative purposes. | further
understand that the NTC Community Clinic complies with federal and Alaska state law,
regarding privacy protection and/or disclosure of the patient’s protected health information.
By signing below, | consent to such use and disclosure of the protected health information. |
also consent to the use and disclosure of health information from which all identifying
information has been removed.

Today, | have received, or declined to receive, a copy of the NTC Community Clinic’s Notice of
Information Practices as to how my protected health information may be used and disclosed. |
understand that the NTC Community Clinic may change its information practices. | further
understand that before changing information practices a notice will be posted in the waiting
area and in each examination room. | may contact the NTC Community Clinic Tribal Health
Director at (907)567-3370, ext. 2301, at any time, to request a copy of the notice.

| understand that | have the right to revoke this consent, in writing, except where the NTC
Community Clinic has already made disclosures in reliance on my prior consent.

Print Name of Patient, Authorized Representative, or Responsible Party Relationship to Patient
Signature of Patient, Authorized Representative, or Responsible Party Date Signed
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Ninilchik Traditional Council Community Clinic
2016 Patient Registration

Patient Demographic Information

Last Name: First Name: MI:
Date of Birth: Social Security #:

Sex: Race: Ethnicity:

Mailing Address: Physical Address:

City: State: Zip:

Contact Information

Home Phone: Cell Phone:

Work Phone: Work Phone Ext:

E-Mail Address:

Guarantor Information:

Guarantor First & Last Name:

Guarantor Home Phone: Cell Phone:
Relationship to Patient: Address:
City: State: Zip:

Emergency Contact Information:

Contact First & Last Name:

Contact Phone: Relationship to Patient:

Insurance card & photo ID are required at the time of your visit.

By signing below, | attest that the above information provided is true and accurate.

Patient Signature Date Signed
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Ninilchik Traditional Council Community Clinic
2016 Patient Responsibility Form

1. Individual’s Financial Responsibility:
> lunderstand that | am financially responsible for my health insurance deductible, co-

insurance, and any non-covered service.
> lunderstand that co-payments are due at time of service.

Y

If my plan requires a referral, | must obtain one prior to my visit.

> Inthe event that my health plan determines a service to be “not payable”, | will be
responsible for the complete charge, and agree to pay the costs of all services provided.

> If lam uninsured, | agree to pay for the medical services provided to me, at the time of

service.

2. Insurance Authorization for Assignment of Benefits:
| hereby authorize and direct payment of my medical benefits to the Ninilchik Traditional
Council Community Clinic, on my behalf, for any services furnished to me, by the providers.

3. Authorization to Release Records:

| hereby authorize the Ninilchik Traditional Council Community Clinic to release to my insurer,
governmental agencies, or any other entity financially responsible for my medical care, all
information, including diagnosis, and the records of any treatment or examination rendered to
me needed to substantiate payment for such medical services, as well as information require
for precertification, authorization, or referral to other medical providers.

4. Medicare Request for Payment:

| request payment of authorized Medicare benefits, to me or on my behalf, for any services
furnished to me, by or in the Ninilchik Traditional Council Community Clinic. | authorize any
holder of medical, or other, information about me, to release to Medicare, and its agents, any
information required to determine these benefits, or benefits for related services.

Print Name of Patient, Authorized Representative, or Responsible Party Relationship to Patient

Signature of Patient, Authorized Representative, or Responsible Party Date Signed
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Ninilchik Traditional Council Community Clinic
2016 Patient Billing Information

Primary Insurance

Insurance Company: Co-Pay:
Insurance ID/Subscriber #: Group #:

Insured First Name: Last Name: Mil:
Date of Birth: Social Security #: Relationship to Patient:
Mailing Address: City: State: Zip:
Insured Phone: Insured Employed By:

Business Address: City: State: Zip:

Additional Insurance, if applicable

Insurance Company: Co-Pay:
Insurance ID/Subscriber #: Group #:

Insured First Name: Last Name: Ml:
Date of Birth: Social Security #: Relationship to Patient:
Mailing Address: City: State: Zip:
Insured Phone: Insured Employed By:

Business Address: City: State: Zip:

Advance Directive: [1Yes [INo Filed at Medical Facility:

By signing below, | attest that the above information provided is true and accurate.

Patient Signature Date Signed
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