
 
 

 
Dear Patient, 
 
We have enclosed the following forms, which must be completed and returned to us prior to 
your scheduled appointment: 
 
Patient Registration Form 
 

• Payment Policy 

• Health Questionnaire 

• Request for Health Information from your Previous Provider 

• Treatment Authorization and Disclosure of Information 

• Notice of our Privacy Practices 

• Protected Health Information Disclosure Questionnaire 
 
The forms may be dropped off at our office, scanned and emailed to 
manager@springfieldhealthcarecenter.com, or may be faxed to 937-328-2303. Please be 
advised we must have these documents prior to your appointment, or it could need to be 
rescheduled. 
 
If you have any questions about the completion of your packet or about any of our policies, 
please don’t hesitate to call us at 937-328-2310. 
 
We appreciate your selection of Springfield Health Care Center for your medical care and look 
forward to serving your needs. 
 
Sincerely, 
 
Kimberly Packer  
Practice Manager  
Springfield Health Care Center, Inc. 
 
 
 
 

Address: 30 Warder Street, Suite 100, Springfield, OH 45504-2577    Phone: 937-328-2310    Fax: 937-328-2303 



 
Patient Name: ____________________________________________ 

 

SPRINGFIELD HEALTH CARE CENTER, INC. 
30 Warder Street  Suite 100 
Springfield, OH  45504-2577 

937-328-2310 

 PATIENT INFORMATION 
Name: 
  Last                                                                                   First                                                                           MI 

Address:                                                                              City:                            St:                  Zip:  
    

Home Phone: 
 (       ) 

Cell Phone: 
(       ) 

Email: 
 

S.S.N.: 
                     -            - 

Birthdate: 
                        /           /             

  Sex: 
              Male        Female 

Marital Status:       Minor        Single        Married        Widowed         Separated         Divorced 

Preferred Language: 
                               English         Spanish         Other  

Race:    White               Black/African American             Asian 
              American Indian / Alaska Native                             Native Hawaiian / Other Pacific Islander   

Ethnicity: 
                              Hispanic / Latino               Not Hispanic / Latino        

INSURANCE INFORMATION 
PRIMARY INSURANCE NAME:  
MEMBER ID: 

Subscriber Name:         
 Last                                                                                  First                                                                             MI 

S.S.N.: 
          -       -  

Sex: 
                      Male           Female  

Birthdate: 
                        /         / 

SECONDARY INSURANCE NAME:  
MEMBER ID: 

Subscriber Name: 
 Last                                                                                   First                                                                             MI 
S.S.N.: 
          -       - 

Sex: 
                      Male           Female  

Birthdate: 
                       /         / 

EMERGENCY INFORMATION 
Name:  Relationship to Patient:  

 

Phone Number:  
(        ) 

Alternate Phone Number:  
(         ) 

RELEASE OF BENEFITS AND INFORMATION 

I attest that the above information is correct to the best of my knowledge.  I authorize the release of any medical or other information 
necessary to process my claim.   I authorize payment of insurance benefits to my physician for all services rendered.  I understand and 
agree that regardless of my insurance status, I am ultimately responsible for the balance of my account for any professional services 
rendered or fees associated with my care. 

PLEASE PROVIDE INSURANCE CARDS AND PICTURE ID TO FRONT DESK TO BE SCANNED 

 
Signature:  

 
Date:  

 
Parent (if minor):  

 
Date:  



 

PLEASE READ CAREFULLY BEFORE INITIALING 
 
 

SPRINGFIELD HEALTH CARE CENTER PAYMENT POLICY AND PATIENT RESPONSIBILITY: 
 
Payment Policy:  It is our policy to collect the appropriate payment due from the patient at the 
time service is rendered.  This may only be your co-payment, deductible, and/or co-insurance, 
but we do ask for your payment at the time of check-in.  We accept cash, check, and all major 
credit cards. 
 

Co-payment – Co-payment (also known as co-pay) is the cost-sharing part of your bill 
that is a fixed dollar amount designated by your insurance company.  Common co-
payment rates are $10 or $20 per visit.  

 
Deductible – The amount of cost-sharing you must pay before your insurance company 
begins payment for your healthcare services. 

 
Co-Insurance – In addition to a co-payment or deductible, your insurance company may 
designate an additional portion of your bill as your responsibility.  It is usually a 
percentage of your total bill – for example, 20 percent. 

 
Please be aware insurance coverage varies widely from one insurance company to another.  It 
is your responsibility to be aware of your insurance coverage and financial obligation. 
 
 
 

Patient Responsibility:    Please read and initial each line.   If you have questions, please ask 
for assistance at the front desk. 
 
 ____   I have given the office my current and correct address, phone, and insurance 

information.  I will notify the office of all changes to this information. 
 
 ____   I understand I may be charged $50 for a missed appointment if I do not show up for 

my appointment or if I fail to provide 24-hour notice of cancellation. 
 
 ____ I understand I may be dismissed from the practice for failing to show up or failing to 

provide24-hour notice for three or more scheduled appointments. 
 
 ____ I understand my co-payment is due at each office visit and I may be charged a $15 

administrative fee if this agreement is not met. 
 
 



 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Springfield Health Care Center Privacy Practices 
Effective Date: January 1, 2026 

 

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. 
 
If you have any questions about this notice, please contact our office at 937-328-2310. 
 
OUR OBLIGATIONS: 

We are required by law to: 
 

• Maintain the privacy of protected health information 

• Give you this notice of our legal duties and privacy practices regarding health 
information about you 

• Follow the terms of our notice that is currently in effect 
 

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION: 
 

The following describes the ways we may use and disclose health information 
that identifies you (“Health Information”). Except for the purposes described below, 
we will use and disclose Health Information only with your written permission. You 
may revoke such permission at any time by writing to our practice Privacy Officer. 
 
For Treatment. We may use and disclose Health Information for your treatment and 
provide you with treatment-related health care services. For example, we may 
disclose Health Information to doctors, nurses, technicians, or other personnel, 
including people outside our office, who are involved in your medical care and need 
the information to provide you with medical care. 
 
For Payment. We may use and disclose Health Information so that we or others may 
bill and receive payment from you, an insurance company or a third party for the 
treatment and services you received. For example, we may give your health plan 
information about you so that they will pay for your treatment. 
 



 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



  


