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Patient Name: Patient DOB:
Patient Phone Number:

Salina Regional Health Center Contact List /Authorization to Verbally Release
Protected Health Information Contact List:

I authorize Salina Regional Health Center health care providers to provide verbal information
concerning my health care to those that | have listed below while | am a patient. Verbal

requests for information from other friends, family, caretakers, concerning my heaith care

will not be disclosed without an additional authorization from me. (Exception: Health information
may be disclosed without authorization in an emergency situation or if SRHC determines

that the disclosure is in my best interest and the information disclosed is limited to those
persons involved in my care).

Name of Family Member/Caretaker Relationship Phone Number  Allow Messages

YI'N

YIN

YIN

I may revoke this authorization at any time by notifying my nurse. | have read the above and
authorize verbal disclosure of my medical condition. | understand that treatment is not
conditioned upon the execution of this authorization. | understand that if the person or entity
that receives the information is not a health care provider or health plan covered by federal
privacy regulations, the information described above may be-disclosed and no longer
protected by those regulations.

X X _

Date Signature of Patient or Authorized Agent/Representative
Printed name of authorized agent/representative Relationship to patient

Address of Authorized agent/representative Telephone # of authorized agent/representative

(Note: Any requests for restriction/communication accommodation should be forwarded to the Privacy Office
for approval on the "Request for Disclosure Restriction/Communication Accommodation Form")
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Salina Regional

Neurosurgery
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Patient Name: Patient DOB:
Patient Phone Number:
REGISTRATION FORM

PATIENT INFORMATION
Date:
Patient Name: Maiden/Olher Name

First M( Last
Birth Date: SSN: Sex:
Race: (circle) Asian 8lack Hawaiian Hispanic Native American White Other N/A
Maiting Address:
City: State: Zip:
Home Phone: Cell Phone:
Email Address: —
(circle):  Single  Married Widowed Divorced Other:
Relgion: Affiiation:

Referring Physician:

Primary Physician:

Have you ever been seen by one of our Neurosurgeons before? Yes No if so, when?
(cicle) Manguoglu Whitlow Boswell

Have you ever had Back/Neck surgery?  Yes No }f so, when?

Dr.’s name Facity

EMPLOYMENT

(circte):  Fulltime Pan-time Retired Self-Employed Unemployed Disabled Miior
If Disabled, are you disabled due to your current pain? Yes No

Employer:

Address:

City: Stale: 2ip:

Phone: (Ext: }




PERSON RESPONSIBLE FOR BILL
(circle):  Same as Patient Parent/Guardian Other:
(if other than patient please fill in the following information)

Name: SSN:

Address: Phone Number:
City: State;

Zip:

(circle): Ful-time Part-time Retired Self-Employed Unemployed Disabled

We cannot file insurance without a copy of your insurance cards for verification of coverage

INSURANCE
Primary Health Insurance: Member ID #:
Policy Holder: {circle): Same as Patient Spouse Parent/Guardian Other:;

{if other then patient please fill in the following information)

Name of Insured (policy holder):

Address of Insured:

City: State: Zip:
Home Phone: Other Phone:

DOB of insured: SSN of insured: Sex of insured:
Secondary Insurance: Member D #:

Poticy Holder: (circle): Same as Patient Spouse Parent/Guardian Other:

(If other then patient please fill in the following information)

Name of Insured (policy holder):

Address of Insured:

City: State: Zip:
Heme Phone: Other Phone:
DOB of insured: SSN of insured: Sex of insured:

WORKERS COMPENSATION

*Was the ilnessfinjury due to a work related accident / condition? (circle) Yes No  Claim Number:

Date of injury / liness?

Authorization Number to see Neurosurgeon:

Claim Adjuster Name: Claim Adjuster Phone Number:

Claim Adjuster Address:




EMERGENCY INFORMATION
Next of Kin: Relaticnship to patient:

Phone number:

(circle): Address is same as patient Different address (please fill in the following information)
Address:

City: State: Zip:
Person to Notify: Relationship to patient:

Phone number:

(circle): Address is same as patient Different address (please fifl in the following information;
Address:
City: State: Zip:

I hereby authorize my provider to furnish my insurance company or its representative

or permit my insurance company or ifs representative to review any information
requested with respect fo any iliness or accident, medical history or copies of hospital
and medical records. A photostatic copy of this autherization shall be considered as
valid as the original. | hereby authorize payment directly to my provider for this ilness

or injury, of the provider's benefits otherwise payable to me, but not to exceed my
indebtedness to said provider. 1agree o pay the provider for all my charges whether

or not covered by this assignment. The responsible party hereby agrees that the
provider's office or the party responsible for the biling of these services may check

credit with any source to obtain credit information. | authorize any holder of medical
information about me to release any information needed to determine these benefits
payable for related services. This release may include information which may be
considered a communicable or venereal disease which may include, but are not limited
to diseases such as hepatitis, syphilis, gonorrhea and the human immunodeficiency virus,
also known as acquired immune deficiency syndrome (AIDS). | understand all of the
above and hereby state that the information is correct to the best of my knowledge. My
signature indicates that | have read the above and grant the request of authorizations.

| have been notified that [ may receive services from the Nurse Practitioner or Physician
Assistant at this location.

PLEASE NOTE: The patient portion of the bill is due at the time of service unless prior
arrangements have been made.

X Date:
Patient or Authorized Person's Signature
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Medicare Secondary Payer Questionnaire
(To be completed for Alf Medicare Patients ONLY)

Patient Name: Date of Birth:

Payer Questions
1. Are you receiving Black Lung Benefits?
Yes No

2. Are the services to be paid by a government program such as a Research Grant?
Yes No

3. Has the Department of Veteran Affairs (DVA) authorized and agreed to pay for care at this facility?
Yes No

4. Is this medical condition due to an accident of any kind?
Yes No
if Yes was the injury:
Work related
Auto related
Injury in your home
Other Please explain:

5. Is the patient covered by an employer's health insurance plan through their own employment or that of a family member?

Yes No
6. Are you entitled to Medicare based on:
Age: Yes No
Disability: Yes No
ESRD: Yes No

(end stage renal disease)

Date:

Patient's Initials:

Initials of Interviewer:
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Patient Name: Patient DOB:
Patient Phone Number:
MEDICATION LIST
Medication Name Dose How often are What is the Reviewed Date
vou takina? medicine for?

Allergies:
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Patient Name: Patient DOB:
Patient Phone Number:

TREATMENT AUTHORIZATION AND PRIVACY ACKNOWLEDGEMENT
Salina Regional Healih Center Fhysician Clinics, Induding its acute case rehabilitation unit, emergericy departments, outpatient surgesy and oupalient deparinents are
herein referrex! to as "medical greup®.
1. CONSENT FCR TREATMENT: |consent lo x-ray exeminations, laberalory procedures, anesthesia, medica or surgical treaiment, hospital senvioes, and/or othes sesvices
rendered under the general and spedal Instructions of my attending or consulting physicans, lundesstand that my lreatment is under the control of my altending physicians,
Ihelr assistants or designees. Finther, | undeistand that among those who sttend patients at this ved!cal group are medical. nirsing, and other health cace personned in
Iraining and volunteer studerl obseners wi, uniess requesied othenwise. may be present during patlent care as a part of their education. | admitted, lunderstand thal ifl
desite private duty nwirsing cara, it is agreed that such must be arranged by myselfor my fainity and the medical group shall be refeased from any and all liability aiising
frem such are. | understand thatif further diag nostic studies ¢r trealment prosedures (hat are considered majorin nalure, such as an operalion, are required, | will be asked
lo give specific consent for these prior to them being carried oul. ¢ understand that the practice ¢f mecicine and suigesy is not an exact scence, and acknoadedge that no
guaranliees have been made tome as to the results of care, treatment, and the provision of medical sérvices.
2. CCNSENT FCR BLCOD/BODY FLUID TESTING: I the event that a health caro viocker or emergency rasponse person(s) is suspected 10 have had exposure to my blood
arcfor body fluids orifil is likely that a health care woiker or emergency response persorys) is expased to my blood and/or body fluids, due tomyiliness or an urcamirion rare
disease, | ccnsen to have the medical group detennitie by serological lesting whether er not my blood contained contagious viruses. | understaid that the information oblained
from such tests will anly be isclosed as necessary to adequatety preiect my ovm heaith and the heaith of my family, as well as e heaith of these haallh care personnet oo
emergency response person(s) w10 may have beers or become invoived in my ticasment.
3. CONSENT TO DISPOSAL OF TISSUE/FLUIDS/SPECIMENS: | agree thal the medical group may utitize, desiroy, or dispose of any tissues, fluids, or specdmens taken
from me during testmenl.
4. AGREEMENT TO PAY FOR SERVICES: 1agree. swhether | sign this as an agent or as a pavent, that i n consideration of senvices o be renderest tome, | hereby individually
obligale inysetl to pay lha chaiges of the medical group in accordance with its regular rates and lenms.
5. ASSIGNMENT OF INSURANCE BENEFITS: |hereby assign my insurance benefits olheiwise payable to me lo be paid directly to the medical groeup. ! understand that |
am financialy responsible for charges not covered by Ihis assignment ard further agree {o guaramae full payments of all chaiges not covered by third-party payess. (fldo nol
pay
the amount due as$ agreed, 1 agsee 81$0 to pay the ro3sonable cosf of eollection, including but net limited to attorney feas and collection agency fees.
6. MEDICARE/MEDICAIDANSURANCE BENEFITS: | authorize the medical group fo release to Medicare andlot Medicaid, fo the Social Security Administrafion andZes its
intermedlaries or casriers, and ‘o any peer review crganizalions, any information needed for this or a retated Medicare and/or Medicald claim. | request payment of authorized
benefits to he made on my behal ( to the medical group for sevices furnished me, and toihe physicians involved for their senvioss, indudinglhese physiciansispedalisls doing
their own billing, white | was a patlent in the Haospitat.
7. AUTHCRIZATION FCR DISCLOSURES TO REGULATORY OR OVERSIGHT BODIES AND
WAIVER OF ACCOUNTING: |understand that as past of its health case cperations, Ihe medical group s cequired by tawto disciose cestain of my protected health Information
to public health agencies, regulatory and oversight bodies. | hereby authorize the hospilal to iake such disdosures vithou! any aceounting of sud disclosures sintcs they aze
required by law.
8. CONTRABAND WEAIPONS/DRUGS: t agree that should the medieel group find coniraband weapons and/or nonpresaiiption diugs riot sold over-the-counler with my
passexsion, these ftems will be confscated and the police will be contaced.
9. TCBACCO PRCDUCTS: Snlima Regional Health Cen’er is a 10b30co free campus. Tobacco use is piohibited on all hospital owned properties induding cutdoor areas,
slaways. parking lots and garages, medical office bislding propeslies ard entryways. Please send your smoking ma‘enals home. # you do smcke, please consider asking
your nurse rega:ding Infoimalicn on smoking cessation programs,
10. PROVIDER NON-DISCRIMINATION ACT: (understand {hal this is an equal oppartunity institution.
Theteis no diserimination bacause of race, color, raligion. nalixal cigin, age. $6x, handicap, or inability to pay.
11. PATEENT RIiGHTS INFORMATICN: | have reviewed/ieceived “Patienl Right and Responsibliiies” and umderstand my rights as described in thal document.
12, NOTICE: Your health information related to work-related dinesses or injuries or o medical surveillance of the woik place may be disclosed t o your employer.

PATIENT/PERSONAL REPRESENTATIVE MUST CCMPLETE BY SIGNING CRINITIALING

X
PATENT/PERSONAL REPRESENTATIVE INITIAL

13. ACKNOWI.EDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES. (hereby acknowsedye that § havereceived a copy of the medical group's Notice of
Privacy Practices.

X

PATIEN /P ERSONAL REPRESENTATIVE INITIAL

I cestify that  have read and fully undersiand this document and that | have received a copy of it. 1. 85 the patient/personal representative. agree to sign this document
indicating Ihat | ayree wilh all of i's temns and slatements,

X "
PalientPersonsl Represenlafive Signalure Relationship {o Patient  Date

Signature, Witness



Beloit Clinic
Mitchell County Hospital Health System
400 West 8th St

Beloit, KS

(785) 738-2266




Hutchinson Regional Medical Center
1701 E 23rd Ave,
Hutchinson, KS

(620) 665-2000
E26th Ave.
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Stonecreek Family Physicians
4101 Anderson Ave
Manhattan, KS

(785) 587-4101

D




Memorial Hospital
1000 Hospital Drive

McPherson, KS 67460

Phone: 620-241-2250
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Russell Regional Hospital
200 S Main St
Russell, KS

(785) 483-3131




Salina Regional Neurosurgery
501 S Santa Fe Suite 300
Salina, KS 67401

(785) 823-1032
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Trego County-Lemke Memorial Hospital

North 13th Street

WaKeeney, KS

2182

(785) 743
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514 CLEVELAND - GREAT BEND, KS - (620)792-8833
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or patients havin rgica cedures & pain dinic ap
Enter through the North door on the west side of the building
There is a sigh marked “Surgery” on the canopy.

t i :
Enter through the south door on the west side of the building. There is a sign marked
“Imaging, X-ray and Lab". Direct phone # is (620) 791-6236

. | ions e 2
Enter through the east entrance marked “Emergency”. This entrance is for general
admissions and visitors to enter. This includes OB, Pediatrics, 1CU, Medical/Surgical and

all other admissions. o

W o o ith Clinic:

/ (The offices of Dr. Roger Marshall, Dr Jodi Henrikson, Dr Mark Van Norden, Dr Todd ™~
| Brown, Dr Roy Danks, Dodie Martin, PAC and Julie McClaren, APRN) %
Enter the entrance on the northeast corner of the hospital marked “Heartland Medical h
Building”. Offices are on the second floor. Follow the signs. Phone # for OB/GYN is )
- (620) 792-2151. Clinic phone # is (620)793-7520.
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