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Thank you for choosing Community Health Center of Southeast Kansas. To help us meet your healthcare needs, please fill out this form completely in ink. Please print. If you have any questions or need assistance, please ask the receptionist or call 620-231-9873.

PERSONAL INFORMATION

Full Legal Name_____________________________________Wishes to be called____________

Address__________________________City__________________State & Zip_______________

Date of Birth____________________       Social Security Number_________________________

Male     Female               Minor             Single       Married       Divorced        Widowed       Separated

Employment?  Full-time   Part-time   Unemployed    Self-Employed      Retired        Active Military

Employer________________________Occupation______________Work Phone_____________

Are you currently working or have you worked in agriculture or farm work in the last 2 years?      
                                                                    Yes            No

Student Status:     Full-time     Part-time     Not a student

Interpreter needed?     Yes     No       If yes, what language?______________________________

Ethnic Group:   White       Black/African-American       Hispanic or Latino      Asian/Pacific Islander 
                          Native American/Alaskan Native                                          More Than One Race

RESPONSIBLE PARTY
Who is responsible for the account?

Name_____________________________Street Address_______________________________________

City, State, Zip_________________________________________________________________________

Relationship to Patient_________________Birth Date____________Social Security #________________
CONTACT INFORMATION

Home Phone____________________           Cell Phone________________

Where do you prefer to receive calls?     Home          Cell          Work

In the event of an emergency, who should we contact?________________________________________

Relationship?______________Home #______________Cell #_____________Work #________________



INSURANCE INFORMATION

           Primary Insurance				      	   Secondary Insurance

Name of Insured____________________________              Name of Insured_______________________

Relationship to Patient_______________________              Relationship to Patient__________________

Insured’s Birth Date__________________________             Insured’s Birth Date____________________

Social Security #_____________________________             Social Security #_______________________

Employer___________________________________            Employer_____________________________

Date Employed______________________________            Date Employed________________________

Occupation_________________________________            Occupation___________________________

          Other Health Insurance

Name of Insured_____________________________  

Relationship to Patient________________________     

Insured’s Birth Date__________________________

Social Security #_____________________________                             

Employer___________________________________     

Date Employed______________________________ 

Occupation_________________________________              
                                                                                                                                                  08/12/2008
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