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PATIENT DEMOGRAPHIC FORM 
 

 
First Name:  Middle Initial:  Last Name:   

 
Date of Birth:  Social Security Number:  ______ 

 
Marital Status (please circle one):  Single Married   Other Sex (Please circle one):  Male     Female 

 
Street Address:  ________Phone Number:  _________ 

 
City, State, Zip Code:  ________County:  _________ 

 
Email  Address:  @  __________ 

 
Preferred Language:   __ 
Gender Identity (please check one):  Male  Female Transgender Male/Female-to-Male Transgender Female/Male-to-Female   
Other Choose not to disclose 

     Sexual Orientation (please check one):  Lesbian or Gay  Straight Bisexual   Something else  Don’t know   
      Choose not to disclose 

     Race (please check one):     White     African-American     Asian   Other   
Ethnicity (please check one):  Hispanic  Non-Hispanic 
Veteran (please check one):  YES  NO  
Check if one of these apply:  Homeless  Seasonal Worker  Migrant 

 
Parent Name/Legal Guardian:  DOB:   

 
Social Security Number:  ____________Relationship to Patient:  ______ 
 
Street Address:  Phone Number:  _____ 

 
City, State, Zip Code:  _____County:  _____ 

Because we receive some funding to offset the costs of treating uninsured or underinsured patients, we are required to report  certain demographics on all of 

our patients including race, family size, and income. Reporting these items assists us to receive funding to continue providing care to all of our patients. 

Reported information does not contain your name, address, or social security number.  

PLEASE CHECK THE APPROPRIATE INCOME LEVEL FOR YOUR HOUSEHOLD 

Household 

Members 

Income Less Than: 

Nominal 

Income In Between:     

75% Adjustment 

Income In Between: 

50% Adjustment 

Income In Between:  

25% Adjustment 

Income More Than:  

0% Adjustment 

1 □  $12,760 □ $12,761 - $15,950 □ $15,951 - $19,140 □ $19,141 - $25,520 □ $25,521+ 

2 □ $17,240 □$17,241 - $21,550 □ $21,155 - $25,860 □ $25,861 - $34,480 □ $34,481+ 

3 □ $21,720 □$21,721 - $27,150 □ $27,151 - $32,580 □ $32,581 - $43,440 □ $43,441+ 

4 □ $26,200 □$26,201- $32,750 □ $32,751 - $39,300 □ $39,301 - $52,400 □ $52,401+ 

5 □ $30,680 □$30,681 - $38,350 □ $38,351 - $46,020 □ $46,021 - $61,360 □ $61,361+ 

6 □ $35,160 □$35,161 - $43,950 □ $43,951- $52,740 □ $52,741- $70,320 □$70,321+ 

7 □ $39,640 □$39,641 - $49,550 □ $49,551- $59,460 □ $59,461- $79,280 □ $79,281+ 

8 □ $44,120 □ $44,121 - $55,150 □ $55,151- $66,180 □ $66,181- $88,240 □ $88,241+ 

 Refused Sliding Fee  

 Sliding Fee application needs returned within 2 weeks of appointment with proof of income  

PATIENT INFORMATION 

LEGAL GUARDIAN – MUST be completed if patient is under the age of 18 

HOUSEHOLD INFORMATION 
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Patient Name:  _______              D.O.B.:  __________ 

 
INSURANCE INFORMATION 

 

Policyholder Name:                                                                                               D.O.B.:                                                                        

 

Primary Insurance:  ID#:  Group#:   

 

Secondary Insurance:  ID#:  Group#:   
 
 

 

Employer Name:  Phone#:   

 

Address:  Date of Hire:    

 

Emergency Contact Name:  DOB:   

 

Relationship:  Phone Number:   
 

 

 

I hereby verify that all information provided by me is true and correct to the best of my knowledge. I authorize ONE 
Health Ohio to make any investigation necessary to verify my eligibility for financial assistance or insurance coverage 
with my account. If the insurance or financial assistance information provided by me is false, I agree to pay for all 
services rendered (the sliding fee scale discount will be reversed to the appropriate pay status).  

I consent to any services rendered to me or my dependents by the attending provider/physician. I agree to pay all fees 
and charges for such treatment promptly upon presentation of charges, unless credit arrangements are agreed upon in 
writing. Charges shown by statements are agreed to be correct and reasonable unless disputed in writing within thirty 
days of billing date. I hereby authorize that my insurance benefits be paid directly to ONE Health Ohio. I realize that I 
am responsible to pay for all non-covered services. I also authorize the release of any pertinent medical information to 
insurance carriers necessary to process payment for professional services rendered by ONE Health Ohio. 

 
Patient/Parent/Legal Guardian Signature:  Date:   

 

Staff Witness Signature:  Date:   

 

 

 

 

 

EMPLOYER INFORMATION 

PAYMENT GUARANTEE-MUST be signed! 

EMERGENCY CONTACT INFORMATION 
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I authorize ONE Health to contact me using the contact information which I have provided on my demographic form. This 

includes letters to my address, phone calls including detailed messages on my voicemail or answering machine, and email. 

I understand that if I do not wish to be contacted in a certain manner I must list it below.  

 

Please DO NOT contact me using the method(s) listed below: 

 

______________________________________                        ______________________________________ 

 

______________________________________                        ______________________________________ 

 

 

 
 

I agree to let ONE Health Ohio communicate with the following individuals on my behalf. Should any of these individuals 

need to pick-up or drop-off personal information, up to and including prescriptions, they understand they must provide 

proper identification that coincides with their information below. 

 

Name/Relationship: _________________________________ Phone#: ____________________________ DOB: __________________ 

Name/Relationship: _________________________________ Phone#: ____________________________ DOB: __________________ 

 

 

I, ____________________________________________, acknowledge and agree that I have received a copy of ONE Health Ohio’s 

Notice of Privacy Practices and agree to be contacted in any manner not restricted above.  

Patients Signature: _____________________________________________________     Date: _________________________________ 

Guardian Signature: ____________________________________________________    Date: _________________________________ 

Relationship to patient: ______________________________________________________________________________________________________ 

 

 

ONE Health Ohio has made the following good faith effort to obtain the above referenced individuals written 

acknowledgement of receipt of Privacy Practices. 

 Individual refused to sign 

 An emergency situation prevented us from obtaining acknowledgment 

 Other:______________________________________________________________ 

Staff Signature: _______________________________________________________________    Date: __________________________ 

In general, The HIPAA privacy rule gives individuals the right to request a restriction on the uses and disclosures of their protected 

health information (PHI). The individual is also provided the right to request confidential communication or that a communication of 

PHI is made by alternative means, such as sending correspondence to the individual’s office instead of his/her home address. The 

privacy rule generally requires health care providers to take reasonable steps to limit the use or disclosure of PHI to the minimum 

necessary to accomplish the intended purpose. These provisions do not apply to uses of disclosures made pursuant to an 

authorization requested by the individual.  Uses and disclosures may be permitted without prior consent in an emergency. 

Please sign and date the acknowledgement below. Thank you. 

For Center Use Only  

ONE HEALTH OHIO PRIVACY PRACTICES 

INFORMATION 

Individuals Authorized to Receive My Health Information 
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