Staff Instructions:
Return to HIM for Pre-Registration

[Patient Label]

NEW PATIENT-WELLNESS FAIR REGISTRATION FORM

SENECA

HEALTHCARE DISTRICT

PATIENT DEMOGRAPHICS

FuLL NAME
First Middle Last Preferred Name
DATE OF BIRTH SOCIAL SECURITY NUMBER
BIRTH SEX o Male O Female ADMINISTRATIVE SEX o Male O Female
The sex assigned at birth on the birth certificate Is used for administrative purposes such as insurance billing
PHYSICAL
ADDRESS
Street City State Zip Code
MAILING
ADDRESS
Street City State Zip Code
PHONE
Select Preferred o Home o Cell o Other
RACE 0 American Indian or Alaska Native ETHNICITY o Hispanic or Latino
h O Asian h o0 Non-Hispanic or Latino
(C OOS€ UP 5 Black or African American (C O00S€ . pecline to state
to five) o Native Hawaiian or Other Pacific Islander one)
o White
o Any other race not covered above
O Decline to state
PRONOUNS o He / Him / He SEXUAL o Bisexual
h o No Pronouns O Lesbian, gay or homosexual
(C 00se Other, please specify ORIENTATION O Straight or heterosexual
one) O Please Ask (choose o Sexually attracted to neither male/female
o She / Her / Hers one) o Something else, describe
o They/ Them / Theirs o Don’t know
o Choose not to disclose
GENDER O ldentifies as Male O Female to Male (FTM) Transgender o0 Genderqueer, neither excl male / female
BT o ldentifies as Female O Male to Female (MTF) Transgender o Addl gender category or other, please
o Choose not to specify
(choose disclose
one)
IMARITAL STATUS O Single o Married O Separated o Divorced o Widowed
MAIDEN LAST NAME VETERAN 0O Yes o No
PREFERRED LANGUAGE RELIGION
PRIMARY CARE PHYSICIAN
PHYSICIAN NAME PHONE
ADDRESS
Street City State Zip Code
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Staff Instructions:
Return to HIM for Pre-Registration

SENECA

HEALTHCARE DISTRICT

[Patient Label]

NEW PATIENT-WELLNESS FAIR REGISTRATION FORM

EMPLOYMENT STATUS

0o Employed o Unemployed O Retired (year) o Minor Disabled (year)
EMPLOYER PHONE
ADDRESS
Street City State Zip Code
SPOUSE EMPLOYER PHONE
ADDRESS
Street City State Zip Code

IF SPOUSE IS RETIRED, WHAT YEAR?
EMERGENCY CONTACT(S) INFORMATION AND RELATIONSHIP TO PATIENT

PRIMARY

NAME RELATIONSHIP

PHONE
Select Preferred o Home o Cell o Other

ADDRESS

Street City State Zip Code

SECONDARY

NAME RELATIONSHIP

PHONE
Select Preferred O Home o Cell o Other

ADDRESS

Street City State Zip Code

NEXT oF KIN

NAME RELATIONSHIP

PHONE
Select Preferred O Home o Cell o Other

ADDRESS

Street City State Zip Code

HEALTHELIFE ENROLLMENT AKA: MYSENECA

CERNER’s electronic records application is available online or downloadable through your cell phone platform APP store.
The application is free and will link the patient to their available electronic health record through Seneca Healthcare District.
Would you like to have access to your electronic health records from Seneca Healthcare District through HealtheLife?”

o Yes o No EMAIL ADDRESS

Once completed by registration the system will generate an email to the above-captioned email address. Follow the
prompts to complete sign-up. Once email address per HealthelLife Access Account. Minors age 12-17 do not have
HealtheLife Accounts due and these details medical records must be requested through the Health Information (HIM)
Department. Any questions or issues with access, please call 877-621-8014.
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Staff Instructions:

[Patient Label]

Return to HIM for Pre-Registration

NEW PATIENT-WELLNESS FAIR REGISTRATION FORM

FINANCIAL INFORMATION

GUARANTOR IF NOT THE PATIENT (FINANCIALLY RESPONSIBLE PARTY FOR MINOR OR INCAPACITATED ADULT):

SENECA

HEALTHCARE DISTRICT

NAME DATE OF BIRTH
GENDER 0O Male o Female SSN
PHONE
Select Preferred O Home o Cell O Other

HEALTH INSURANCE INFORMATION

INSURANCE CARRIER

PRIMARY INSURANCE

SUBSCRIBER NAME

First

SuUBSCRIBER DATE OF BIRTH

Middle
SUBSCRIBER ID#

GROUP NUMBER

Last

CARRIER CUSTOMER PHONE

RELATIONSHIP TO SUBSCRIBER O Self o Child o Adopted Child
O Spouse o Partner o Other
CLAIMS ADDRESS
Street City State Zip Code
SUBSCRIBER’S EMPLOYER EMPLOYER PHONE
SECONDARY INSURANCE
INSURANCE CARRIER
SUBSCRIBER NAME
First Middle Last
SUBSCRIBER DATE OF BIRTH SUBSCRIBER ID#
GRrouP NUMBER CARRIER CUSTOMER PHONE
RELATIONSHIP TO SUBSCRIBER O Self o Child o Adopted Child
O Spouse o Partner o Other
CLAIMS ADDRESS
Street City State Zip Code
SUBSCRIBER’S EMPLOYER EMPLOYER PHONE
TERTIARY INSURANCE
INSURANCE CARRIER
SUBSCRIBER NAME
First Middle Last
SUBSCRIBER DATE OF BIRTH SUBSCRIBER ID#
GRouP NUMBER CARRIER CUSTOMER PHONE
RELATIONSHIP TO SUBSCRIBER O Self o Child o Adopted Child
O Spouse o Partner o Other
CLAIMS ADDRESS
Street City State Zip Code
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