Medicaid Patient Registration Form

CROSS'I'OVER

Healthcare Ministry

Patient Information

Last Name: First Name: M.1.: Previous Name (if applicable)
Mailing Address: Apt #

City/State/Zip:

Home Phone: Cell Phone: Work Phone:

(Please Select Only One Option) [ Voice [ Text

Preferred Method of Contact for Reminder Calls and Other Electronically Generated Messages:

If Voice, Please Select Preferred Number:
[1 Home 1 Cell [1 Work

Family Physician or Pediatrician:

Patient Information

Date of Birth: Sex:
O Male O Female

Marital Status:

Social Security #:

Employer Name:

Emergency Contact Name:

Emergency Contact Phone #: Relationship to Patient:

How were you referred to CrossOver?

Responsible Party- If the patient is a minor (under the age of 18), the parent or guardian bringing the patient in will be listed as the guarantor

Last Name:

First Name:

Date of Birth: Social Security #:

Phone:

Address of Person Responsible:

City/State/Zip:

Relationship to Patient:

Additional Information (PLEASE FILL OUT ALL SECTIONS BELOW)

Email Address:

Canweleaveamessageregardingyourmedical care&testresults?
O Yes O No

Race (please select):

O White O American Indian or Alaska Native O Asian
O Hispanic O Black or African American
O Other O Decline

O Native Hawaiian or Pacificlslander

Ethnicity (please select one):
O Hispanic or Latino

O Not Hispanic orLatino

O Decline

Preferred Language (please select one):

Additional Information and Responsible Party

O English O Arabic
OSignLanguage 0O Portuguese O Spanish

O Bosnian O Indian (including Hindi & Tamil)

O Russian O Other

Preferred Pharmacy Name & Location:

Primary Medical Insurance

Secondary Medical Insurance

Ins. Co. Name

Ins. Co. Name

Policy Holder Name:

Policy Holder Name:

Policy Holder's Date of Birth:

Policy Holder's Date of Birth:

Policy Holder's Social Security #:

Insurance Information

Policy Holder's Social Security #:

Patient Relationship to Policy Holder:

Patient Relationship to Policy Holder:

I have reviewed a copy of CrossOver Healthcare Ministry’s Privacy Notice.

Signature of Responsible Party: X

(Initials)

Date:

Printed Name of Responsible Party: X

Date:




