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Southeast Community Health Systems
Medical Patient Registration 

Emailcompletedregistrationformto

PATIENT INFORMATION
Last Name First Name MI DOB SS#

Street Address City State Zip County

CONTACT INFORMATION
Primary Phone Number     Secondary Phone Number   

Do you need transportation?      Email:

PATIENT DEMOGRAPHICS

Primary Language Spoken
_________

Race (Check all that apply) 
American Indian/Native Alaskan
Asian Indian  Black/African American
White
Chinese  Filipino  Korean 
Japanese  tnamese 
Native Hawaiian
Guamanian or Chamorro

More than one race

Ethnicity
Non-Hispanic, Latino or Spanish 

Cuban   

Mexican, Mexican American or 
Chicano

Samoan  Yes, Another Hispanic 
or Spanish, 

disclosed
ethnicity

Choose not to disclose
race

Would you like an interpreter?

Place of Birth

City__________________________________

State__________________________________

Marital Status

Married
Divorced
Widowed
Separated

Student
Full-Time

-time
Not a 
Student,

completed? 
_________

Employment 
Status

Full-Time

Not Employed 

Disabled
Student

None

Agriculture
Status

Migrant
Worker

Seasonal
Dependent 

of 
  Migrant
Dependent 

of
  Seasonal
N t 

Housing Status: 

Veteran

No

____________________

GUARANTOR (Person To Be Billed, Check here if same as patient )

Last Name First Name MI DOB SS#

Street Address City State Zip

EMERGENCY CONTACT (Someone outside of your home that we may contact in an emergency)

Last Name First Name     

Street Address City State Zip

(check here if same as emergency contact  
Last Name First Name     

Street Address City State Zip

Primary Care Provider
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Southeast Community Health Systems

Policy #: __________________ Phone # 
______________

_____________________________________________________________________________________________

:

Insurance Company: ____________________________________________________________ 
Member ID #:_____________________________________ Group #:_____________________ 

Street Address:__________________________________ City:_________________ State:_____ 

-
  

2

Insurance Company:  ____________________________________________________________ 
Member ID #:_____________________________________  Group #:_____________________ 

Street Address: __________________________________ City: _________________ State: _____ 

:

paid by insurance or not

  Patient/Guarantor Signature _______________________________________   Date: ______/_______/_________
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____________________

-

-

be used to de

-

-
or other supporting documents you may

- 

- 50 

 B-50% Discount
 C-35% Discount
 D-20% Discount

- 0%   Discount

Last Name ________________________________________First Name __________________________________ 

/________/_________

Date:        /     /

First Name:  Last Name:

Name Income
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Southeast Community Health Systems

___________________________________ Birth date: _____/______/______Date: / / 

have been 
made

I authorize any 

time.

________________________________________________________Date: _____________________

I have received

cannot address it

-

.
_______ ____________ ______________

1.

2.
3.

service rendered.
______________________________________________________    Date: 

emergency

  _________________________________________________   Date: ___________ 

  

  Signature: _____________________________________________________ Date: 
/        /____

     

_________________________



Southeast Community Health Systems 
MEDICAL HISTORY 

Patient Name: _____________________________________ Birth date: ______/_____/_____ Date: ___/____/_____

Past and Present Illness   Surgery Family History 
(state which family member has illness) 

o Diabetes
o High Blood Pressure
o Heart Disease
o Cancer
o Seizures
o Anemia
o Asthma
o Frequent ear infections
o Frequent bladder infections
o STDs
o ADHD
o Anxiety
o Depression
o Developmental delays
o Other:_____________________

o Tonsils
o Adenoids
o Appendix
o Gallbladder
o Heart
o Thyroid
o Stomach
o Hernia
o Ear tubes
o Other:

__________________
__________________
__________________
__________________

Diabetes _______________________________
Heart Attack ___________________________ 
High Blood Pressure ____________________ 
Stroke _________________________________ 
Seizures _______________________________ 
Glaucoma _____________________________ 
Thyroid Disease ________________________ 
HIV/AIDS ______________________________ 
Mental illness __________________________ 
Migraines ______________________________ 
Kidney Disease _________________________ 
Arthritis ________________________________ 
Cancer (indicate type) 
________________________________________ 

Do you live with someone who has Tuberculosis (TB)? __ Yes __ No              
Do you live with someone who has Hepatitis? __ Yes __ No 
Do you live with fear of abuse or violence in the home? __ Yes __ No 
Do you live with anyone who smokes or uses drugs? __ Yes __ No 
Do you live with someone who has HIV? __ Yes __ No 

Languages 
Language spoken:__________________________ 
Barriers 

Language: __________________________ 
Reading: ___________________________ 
Hearing: ___________________________ 
Vision: _____________________________ 

Do you exercise?________________________________________ 

Do you watch fat, salt, cholesterol in your diet?____________

Do you have any other problems SCHS should be aware of? 

_________________________________________

Current Medications: _____________________________________________________________________________________ 

List of Allergies: __________________________________________________________________________________________ 

Cultural Beliefs: __________________________________________________________________________________________ 

Preferences for Learning:
________Written 
________Visual 
________Verbal 
________Demonstrated 
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 Confirmation & Cancellation Policy 

We understand that issues can come and you may need to 
an appointment.  that      appointments 
to be  at  24 hours in advance. Our  to be  

your  and the needs patients. When a patient does not  
up   another patient  an opportunity to be seen. 

  have had a  circumstances have caused us 
to  our revised  

Cancellation Policy 

After the second missed appointment or no show, the patient will not be allowed 
to schedule an appointment with our office for 6 months. The patient can only 
have same day appointments if available. 

Confirmation Policy 

If a patient does not confirm their appointment within 24 hours of the 
appointment time, they will be taken off the schedule, and their appointment slot 
will be filled. 

 of March 8,  this policy is   you being a   
and your  and cooperation  institute this  

 us to open unused appointments to better serve the 
needs patients. 

Printed name Signature Date 
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Albany 225.306.2050
Greensburg 225.306.2070

Independence 225.306.2060
Kentwood 225.306.2100

Zachary 225.306.2000
Picardy 225.763.4990

Southeast Community Health Systems Patient an easy-to- -based method 
patients to access portions their records on- is any computer

or Internet access. When the Southeast Community Health Systems Patient
be to 

and insurance

Register the Southeast Systems Patient
to request a Southeast Community Health Systems Patient account.

Once you have the Southeast Community Health Systems Patient you receive
an Southeast Community Health Systems instructions your Patient
registration.

Patient Registration Form
By completing this form, you are authorizing to set up a Southeast Community Health Systems
Patient Portal

Please complete using in

OF

Last 4 Digits SSN

ZIP Code # -

Date

Signature:

 I to be in the Southeast Community Systems
Patient

3 days for your to
Southeast Community Health Systems representative may contact you to verify your
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Patient Health Questionaire 

Over the past 2 weeks, How often have you been bothered by any of the 
following problems? 

Little interest or pleasure in doing things: 
 0 = Not at all 
 1= Several Days 
 2= More than half the days 
 3= Nearly every day 
Feeling Down, Depressed, or hopeless:  
 0 = Not at all 
 1= Several Days 
 2= More than half the days 
 3= Nearly every day 
 

CAGE-AID Questions (Adapted) 

1. Have you ever felt you should cut down on your drinking? or drug use? ( 
Yes / No) 

2. Have people annoyed you by critisizing you drinking? Or drug use? ( Yes 
/ No) 

3. Have you felt bad about your drinking or drug use? ( Yes / No) 
4. Have you ever had a drink or used drugs firt thing in the morning to steady 

your nerves or get rid of a hangover (eye-opener)? ( Yes / No) 

Patient Name:_________________________
Date of Birth:_________________________
Today’s Date:_________________________ 


