
Creekside
Medical

Clinic
Patient Registration Form

2822 Jackson Blvd., Suite 101
Rapid City, South Dakota 57702

Telephone (605) 34 I-1208 ♦ Fax (605) 34 I-3552
tuujLu.CreeksideMedicalClinic.org
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L a s t N a m e : F i r s t N a m e ( U s e l e g a l n a m e n o t n i c k n a m e ) : M . I . : Preferred Name

Address: City/State/Zip:

Cell Phone: Home Phone: Work Phone w/ext:

Social Security #: Date of Birth: Sex: □ Male □ Female
Previous Name (If applicable) (Maiden Name) Marital Status:

□ Single □ Married □ Divorced □ Separated □ Widow

Employer Name: Employer Phone:

Emergency Contact: Phone: Relationship to Patient:
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Person responsible for the bill (Only if different than Patient): Last: F i r s t : M . I . :

Date of Birth: Social Security #: Phone:

Address of Person Responsible: City, State, Zip:

Employer of Person Responsible: Relationship to Patient:
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MUST COMPLETE: Primary Medical Insurance Secondary Medical Insurance

Ins. Co. Name Ins. Co. Name:

Policy Holder's Name: Policy Holder's Name:

Effective Date: Effective Date:

Policy Holder's Date of Birth: Policy Holder's Date of Birth:

Policy Holder's Social Security #: Policy Holder's Social Security #:

Policy Holder's Relationship to Patient: Policy Holder's Relationship to Patient:

Employer Name: Employer Name:
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Email Address: Can we leave a message regarding your medical care, test results &
appointment reminders?

D No D Yes If yes: D Brief □ Extended □ Home □ Cell

Race (please select one): □ White □ Native Americc

□ Hawaiian or Pacific Islander □ Hispanic

n or Alaska Native □ Asian □ Black or African American

□ O t h e r □ D e c l i n e

Ethnicity (please select one): □ Hispanic or Latino □ Not Hispanic or Latino □ Decline

Preferred Language (please select one): □ English □ S p a n i s h D O t h e r

Preferred Pharmacy Name & Location:
Chose clinic because / referred to clinic by (Please check one box)
□ Website □ Phone Book / Yellow Pages □ Newspaper □ Insuranee Plan □ Family □ Physician Office □ Other

Assignment of Benefits - Release of Information - Financial Responsibility

I hereby assign all medical benefits to which I am entitled, including Medicare, private insurance and any other health plan to Creekside Medical Clinic
(CMC). I further authorize assignee to obtain my plan provisions under ERISA and to act as authorized representative on my behalf on insurance
claims. This order will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as the original.
I authorize the use of this signature on all my insurance and/or employee health benefits claim submissions. I understand that I am financially
responsible for all charges whether or not paid by said insurance. I hereby authorize said assignee to release all information, including medical record
copies, necessary to secure payment and to complete disability forms presented to me. In response to any reasonable request for cooperation, I agree
to cooperate with CMC in any attempts by CMC to pursue such claim chose in action or right against my insurers and/or employee health care plan.

Certain physicians (e.g. pathologists, laboratories and radiologists) may interpret your test results. These physicians may not be employees or agents
of Creekside Medical Clinic and you may therefore receive a separate bill from these physicians for their services. You may also receive a separate
charge on a subsequent day from the physicians for these services. The undersigned authorize these physicians to bill you and/or your insurance(s)
for these services and receive any direct payment from any insurance benefit. A $30 plus tax service charge will be assessed against all non-sufficient
funds/closed account checks. I have read and fully understand this agreement.

Patient Parent/Guardian (if applicable) Date




