
College Drive Urgent Care Patient Registration Form 

 

 

TYPE OF  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 Insurance (present card at check-in)  Self-pay (payment due at time of service) 

 On-the-job injury (Workers’ Comp)  Other: ____________________________ 

Patient Information: 

Please complete with Patient’s Full Legal Name. 

Policyholder Information: 

Please complete this section if the patient is NOT insurance policy holder, or is under 18 years of age! 

How did you hear about us? Dr. Referral   Existing Patient   Friend   Internet   Phonebook   Relative 

 Signage    TV   Work   Cheyenne Chamber of Commerce   Traders   Tidbits   Other _________________ 

Please present your insurance card and a photo ID at time of check-in. 

Settlement of patient financial responsibility is expected at time of service. 

Please stop now and notify the receptionist immediately if you are experiencing any of the following: 

SEVERE chest pains   SEVERE shortness of breath 

                   Uncontrolled bleeding          Allergic reaction     

                   Any other life-threatening condition 

Last Name: ________________________________________  First Name: _________________________  MI: ____ 

Birthdate: __________________  SSN: ________________________  Gender:  ___M   ___F 

Street Address: ____________________________________  City: _____________________ ST:_____Zip:________ 

Home Phone: _____________________________  Cell Phone: __________________________ 

Preferred Phone Number:_________________  May we leave a message regarding your care? ___Y ___N 

Email(optional): __________________________________________  Marital Status: _________________ 

Occupation: __________________________________  Work Phone: __________________________ 

Employer and Address: _____________________________________________________________________ 

Emergency Contact: ____________________________ Phone: _________________________  

Emergency Contact Relationship to Patient: __________________________________ 

 

Reason for today’s visit: _______________________________________________________________ 

 

Guarantor Name: ______________________________________________  Relationship: ______________________ 

Street Address: ____________________________________  City: ___________________ St: _____ Zip: _________ 

Birthdate: ______________________  SSN: ______________________  Phone Number:_______________________ 

Employer:_________________________________________________  Gender: ___M   ___F 
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PATIENT SIGNATURE _______________________________________  DATE _____________ 

 

RESPONSIBLE PARTY _______________________________________  DATE_____________ 

Insurance Information: 

Please complete if insurance card is NOT present. 

Is this an on-the-job or other work-related injury?   Y   N 

If yes, please complete the following: 

Authorization and Release For ALL Treatment at this Facility: 

Authorization For Treatment:  I voluntarily consent to the administration and cost of medical and surgical procedures, x-ray, and 

medication for myself and my dependents. 

 

Assignment of Insurance Benefits:  I authorize payment directly to College Drive Urgent Care for all benefits and the release of 

medical information for all services and payments otherwise payable to me. 

 

Guarantee of Payment:  I understand that I am financially responsible and agree to pay all of the charges that are not paid or billed 

to insurance or any other third party payer.  I understand that I must pay in full today for all services rendered unless my insurance is 

accepted.  I also understand that if my insurance is accepted, I must pay all applicable insurance copays, coinsurances, and 

deductibles today.  If you are unable to verify my insurance at time of service, I will pay in full for all services. 

 

Release of Records:  I authorize College Drive Urgent Care to release (verbal or in writing) confidential medical information to any 

person or entity including my insurance carrier, employer if treatment is related to employment purposes, or other health care 

operations, which may be liable to me or my practitioner(s) for charges for this treatment and for quality management, utilization 

review, transfer, and follow-up purposes. 

 

Receipt of Privacy Practices:  I acknowledge that I have received and read the College Drive Urgent Care Notice of Privacy 

Practices.  (See Pg. 3) 

 

I understand that a copy of this agreement may be used with the same effectiveness as the original. 

 

Employer Name: ______________________________ Address: ___________________________________________ 

Supervisor Name: _____________________________  Supervisor Phone Number: ___________________________ 

Date of Injury: ___________________________ 

Description of Injury/Symptoms: _____________________________________________________________ 

Insurance: ___________________________________ CoPay: ____________ 

Insured Name: _______________________________ 

Policy Number: __________________________ Group Number: ______________________ 

Claim Address: ________________________________________________________________ 

Phone Number: __________________________ 
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COLLEGE DRIVE URGENT CARE 
NOTICE OF PRIVACY PRACTICES 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU 

CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.  
  

This notice of Privacy Practices describes how College Drive Urgent Care (We) may use and disclose your "protected health information" (PHI) to 

carry out treatment, payment and/or healthcare operations and for other purposes that are permitted or required by law.  It describes your right to 

access and controls your protected health information.  Protected health information is information about you, including demographic information, 

that may identify you and that relates to your past, present or future physical or mental health condition and related healthcare services.  

  

We are required to maintain the privacy of your health information and to provide you with a notice as to our legal duties and privacy practices with 

respect to information collected and maintained about you.  We are required to abide by the terms of the Notice of Privacy Practices.  We may 

change the terms of our notice at any time.  Any new notice will be given to you upon your request and will be effective for all PHI we maintain at 

that time.  

   

HOW WE MAY USE OR DISCLOSE YOUR PROTECTED HEALTH INFORMATION  

  

The following categories describe ways we may use or disclose your protected health information.  There are explanations of what we mean for each 

category of uses and disclosures.  

  

*Treatment, payment and healthcare operations  

Federal law permits College Drive Urgent Care to use and disclose your PHI without your authorization or consent for the purposes of treatment, 

payment and healthcare operations.  

*Treatment  

We may disclose PHI to other healthcare providers who are responsible for your medical treatment.  For example, we may provide other physicians, 

upon request, copies of various information to assist him/her in treating you.  

*Payment  

We may use or disclose information about you to determine coverage eligibility for insurance plan benefits, obtain copayment/coinsurance amounts 

and to facilitate payment for the treatment/services you receive from our healthcare providers.  

*Healthcare Operations  

Healthcare operations refer to business functions undertaken by College Drive Urgent Care.  Operations may include referral/specialist, 

recommending treatment alternatives and /or providing information regarding services that may be of interest to the individual. Information may be 

disclosed for purposes of medical review, legal services, audit services, and fraud and abuse detection programs.  We will share your protected health 

information for purposes of claim administration on behalf of your medical insurance plan.  

  

Other uses and disclosures permitted without authorization  

 Federal law allows College Drive Urgent Care to disclose PHI without your authorization or consent in the following ways:  

* To you or a personal representative designated by you or designated by law to act for you.  

* To the Secretary of Health and Human Services or any employee of HHS as part of an investigation to determine our compliance with Federal 

Privacy laws.  

* To the State Medical Review Board to respond to inquiries/investigations of our practice or request for audit.  

* In response to a court order, subpoena, discovery requests or other lawful judicial or administrative proceeding.  

* As required for law enforcement purposes.  For example, to notify authorities of a criminal act.  

* As required by law.  

* As required to comply with Worker's Compensation and/or other similar programs established by law.  

  

YOUR RIGHTS IN RELATION TO PROTECTED HEALTH INFORMATION 

  

Right to Request Restrictions on Uses and Disclosures  

You have the right to request College Drive Urgent Care to limit its uses and disclosures of PHI in relation to treatment, payment or healthcare 

operations.  You also have the right to restrict the disclosure of PHI to family members or personal representatives.  Any such request must be in 

writing and must state the specific restriction and to whom it applies.  

  

Right to Access Your Protected Health Information  

You have the right to copies of your PHI following the procedures of College Drive Urgent Care.  Federal law prohibits you from having access to 

psychotherapy notes: information for use in a civil, criminal or administrative action or proceeding.  If your request for access is denied you may file 

a written complaint to: US Department of Health and Human Services 200 Independence Ave. SW Washington, DC 20201.  

 

Federal law indicates you read and sign this Notice as notification of your right to an accounting and disclosure rights pertaining to Private Health 

Information after April 14, 2003.  

  
 

 

_____________________________________________________________                                ____________________________________     

Patient (Parent/Guardian) Signature                                                Date                                                  


