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Proof of ID:

Proof of Address:

Proof of Income:

Are you covered by a family member's health insurance?  

Been approved for Medical Assist in the last 6 months?  

Are you covered by any of the following Insurance plans?  

Work hrs/week:

Employer:

Unemployment Comp: 

Child Support: 

If not full time, ask how many weeks & record here else put 52 ->

SSI: 

VA Benefits: 

Wage/hr: To record Disibility or Unemployment info, click each area below.

Yearly salary:

1Occupation:

 

Family count:  
How employed?

0
Number Working: 0

Employment length:

Patient Information

Emergency contact:

Age

HIPAA Phone #s: HIPAA Contacts: 

Yes
Date patient was new to the Clinic? -->  

Part of Household?Relationship to Patient

Ethnicity: 

Household members: List all people living in patient household (including patient) even if they're not applying for services.
Need Interpreter?

Language 1 & 2: 

Date:  

County:

Saturday

City, State, Zip:

Phone(s):Date of birth: 

Name: Last, First, Middle:

Address 1:

Address 2: email:

Education: 

Eligibility 

    Initials -->

How'd you find Beacon Clinic?

Relationship:

-

  

New Patient to Beacon Clinic?

Yes

Name

Self -Y

Gross Yearly Income:   

form ver  7.1.20260527tm

Notes:

 

Retirement/ Pension:

   Insurance Coverage:

Disability: 

Food Stamps: 

SS Retirement: 

Eligibility Refresh Due:   Next Visit 

Workers Compensation:

 

PM
Sex: Marital Status: 

Work?

-


