


INTERESTED SERVICES:        MEDICAL-BUCKSPORT         MEDICAL-ELLSWORTH            DENTAL         BEHAVIORAL HEALTH

PATIENT INFORMATION

PATIENT NAME
FIRST LAST MI SUFFIX

DATE OF BIRTH SS #
PHONE # HOME CELL

ADDRESS (MAILING)
ADDRESS (PHYSICAL)

ADDRESS (EMAIL)
EMPLOYER/SCHOOL PHONE #
PRIMARY LANGUAGE        ENGLISH FRENCH SPANISH OTHER
MARITAL STATUS        SINGLE MARRIED DIVORCED WIDOWED
RACE        WHITE/CAUCASIAN ASIAN NATIVE HAWIIAN

       AFRICAN AMERICAN OTHER:
ETHNICITY        HISPANIC OR LATINO NOT HISPANIC OR LATINO      CHOOSE NOT TO DISCLOSE

       OTHER
GENDER AT BIRTH       MALE FEMALE
SEXUAL ORIENTATION       STRAIGHT OR HETROSEXUAL BISEXUAL SOMETHING ELSE

      LESBIAN, GAY OR HOMOSEXUAL DON'T KNOW CHOOSE NOT TO DISCLOSE
GENDER IDENTITY       MALE FEMALE TRANSGENDER MALE/FEMALE TO MALE

      GENDER QUEER/QUESTIONING TRANSGENDER FEMALE/MALE TO FEMALE

EMERGENCY CONTACT
NAME RELATIONSHIP:
PHONE HOME: CELL:
ADDRESS

NAME RELATIONSHIP
PHONE (HOME) (CELL)

NAME RELATIONSHIP
PHONE (HOME) (CELL)

NAME RELATIONSHIP
PHONE (HOME) (CELL)

THE BUCKSPORT REGIONAL HEALTH CENTER PATIENT PORTAL ALLOWS YOU TO HAVE ACCESS
TO YOUR ELECTRONIC HEALTHCARE INFORMATION. WOULD YOU LIKE PORTAL ACCESS
PROVIDED TO YOU? IF YES, YOUR EMAIL ADDRESS PROVIDED WITHIN THIS APPLICATION
WILL BE USED TO REGISTER YOU.

     YES            NO

YOU MAY DISCUSS MY MEDICAL HISTORY WITH MY EMERGENCY CONTACT?      YES            NO

I AUTHORIZE BUCKSPORT REGIONAL HEALTH CENTER TO DISCUSS/DISCLOSE ANY OF MY
MEDICAL INFORMATION WITH THE FOLLOWING INDIVIDUALS. I UNDERSTAND THAT THIS
CONSENT IS UPDATED YEARLY WITH ALL PREVIOUS FORMS BEING NULL-VOID. I
UNDERSTAND THAT I CAN REVOKE THIS AUTHORIZATION AT ANY TIME.

     YES            NO

YOU MAY DISCUSS MY MEDICAL HISTORY WITH THE FOLLOWING PERSONS

PATIENT REGISTRATION FORM
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RESPONSIBLE PARTY INFORMATION FOR BILLING SELF  PARENT        GUARDIAN
NAME DOB SS #
PHONE (HOME) (CELL)
ADDRESS

$0 - $10,000 $30,001 - $35,000 $55,001 - $60,000 $80,001 - $85,000
 $10,001 - $15,000 $35,001 - $40,000 $60,001 - $65,000 $85,001 - $90,000
 $15,001 - $20,000 $40,001 - $45,000 $65,001 - $70,000 $90,001 and Above
 $20,001 - $25,000 $45,001 - $50,000 $70,001 - $75,000 CHOOSE NOT TO DISCLOSE
 $25,001 - $30,000 $50,001 - $55,000 $75,001 - $80,000

# OF PEOPLE LIVING IN HOUSEHOLD: # OF ADULTS: # OF CHILDREN:

PHARMACY NAME
PHARMACY ADDRESS
PHARMACY PHONE #

INSURANCE INFORMATION (PLEASE GIVE YOUR INSURANCE CARD TO THE RECEPTIONIST)
PRIMARY INSURANCE (COMPANY)

POLICY # GROUP ID # CO-PAY
SECONDARY INSURANCE (COMPANY)

POLICY # GROUP ID # CO-PAY
POLICY HOLDER (NAME)

DOB SS #
PHONE (HOME) (CELL)

ADDRESS

PATIENT INFORMATION-SOCIAL HISTORY

ARE YOU AN AGRICULTURAL WORKER: MIGRAINT SEASONAL
HOUSING STATUS:         NOT HOMELESS TRANSITIONAL DOUBLE UP

        PUBLIC HOUSING SHELTER STREET
        HOMELESS (IF HOMELESS, WHERE DO YOU LIVE:)  
        OTHER

COMMUNICATION NEEDS         NONE LIMITED ENGLISH PROFICIENCY NEED INTERPRETER
PRIMARY LANGUAGE         ENGLISH              FRENCH SPANISH OTHER

ARE YOU HEARING IMPAIRED?
ARE YOU VISUALLY IMPAIRED?      YES            NO

     YES            NO

ARE YOU A MILITARY VETERAN?      YES            NO
     YES            NO

PREFERRED PHARMACY

HOUSEHOLD INCOME RANGE

BRHC WOULD LIKE TO PROVIDE YOU WITH THE BEST CARE AND SERVICES POSSIBLE TO MEET YOUR MEDICAL, DENTAL AND
BEHAVIORAL HEALTH NEEDS. TO BETTER UNDERSTAND YOUR NEEDS, WE WOULD LIKE TO KNOW A LITTLE MORE ABOUT
YOU. THIS INFORMATION WILL BE KEPT SECURE AS WELL AS ALL OF YOUR HEALTH INFORMATION PER OUR NOTICE OF
PRIVACY GUIDELINES.

IMMUNIZATION DATA PROTECTION ALLOWS  YOUR IMMUNIZATION RECORDS TO BE 
SHOWN ON THE STATE OF MAINE REGISTRY.  I AUTHORIZE MY IMMUNIZATION RECORD 
DATA TO BE SUBMITTED TO THE STATE OF MAINE REGISTRY?

     YES            NO
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EDUCATION: SOME HIGH SCHOOL GED-HIGH SCHOOL GRADUATE TRADE
SOME COLLEGE COLLEGE GRADUATE TECHNICAL/VOCATIONAL

11-7-2023TLH

PATIENT SIGNATURE DATE

HAVE YOU USED DRUGS OTHER THAN THOSE FOR MEDICAL REASONS IN THE PAST 12
MONTHS?

     YES            NO

     YES            NO
     YES            NO

     YES            NO

PARENT/GUARDIAN SIGNATURE (IF APPLICABLE) DATE

THE ABOVE INFORMATION IS TRUE TO THE BEST OF MY KNOWLEDGE. 

WOULD YOU LIKE TO MEET WITH OUR HEALTH EDUCATOR TO DISCUSS LIFESTYLE CHANGES
OR TO ACCESS OTHER HEALTH RESOURCES? NOTE: THERE IS NO CHARGE TO YOU FOR THIS
SERVICE.

     YES            NO

WITHIN THE PAST 12 MONTHS, THE FOOD WE BOUGHT JUST DIDN’T LAST AND WE DIDN'T
HAVE MONEY TO GET MORE.

     YES            NO

WITHIN THE PAST 12 MONTHS, WE WORRIED WHETHER OUR FOOD WOULD RUN OUT
BEFORE WE GOT MONEY TO BUY MORE.

     YES            NO

DO YOU HAVE A RELIGIOUS AFFILIATION?  IF SO, WHAT AFFILIATION:

DO YOU UNDERSTAND YOUR HEALTHCARE NEEDS?
DO YOU HAVE ANY TROUBLE EATING?
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CONSENT FORM  

 
Consent to Treatment. I authorize Bucksport Regional Health Center (BRHC) and its medical, nursing and other 
professional staff members, to provide such health care services and administer such diagnostic and therapeutic 
procedures and treatments as, in the judgment of BRHC’s medical personnel, is deemed necessary or advisable 
in my care. This includes all routine diagnostic tests and procedures, including diagnostic x-rays, the 
administration and/or injection of pharmaceutical products and medications, and the withdrawal of blood for 
laboratory examination.  
 
Release of Information. I authorize BRHC to use and disclose my health information for the following purposes: 
(1) to provide for, arrange or coordinate my health care treatment; (2) to enable BRHC to obtain payment for 
the services it provides to me; and (3) to permit BRHC to carry out ordinary health care and business operations 
such as quality assurance, service planning and general administration. 
  
Assignment of Benefits. I assign to BRHC all benefits to which I may be entitled from Medicare, MaineCare, 
other government agencies, insurance carriers and other third parties who are financially liable for the medical 
care and treatment provided by BRHC.  
 
Financial Obligations. I agree that, except as may be limited by law or BRHC’s agreements with third party 
payers, in the event of non-payment by a third party for which I have provided an assignment of benefits, I am 
obligated to pay all amounts due to services provided at BRHC facilities. I also agree that I am responsible for 
any applicable co-payments, coinsurance or deductibles.  
 
Acknowledgment of Receipt of Notice of Privacy Practices. I acknowledge that I have been offered a copy of 
the BRHC Notice of Privacy Practices, which describes how health information provided by me may be used and 
disclosed by BRHC and how I may obtain access to and control the use and disclosure of this information.  
 

I have received or declined a copy of the a) BRHC Notice of Privacy Practices, b) Patient’s Rights and 
Responsibilities, c) Information on the health information exchange including an opportunity to opt out, and 

d.) plain language summary of the BRHC Financial Assistance Policy.  
 

These are available at the Front Desk.  
 
I certify that I have read this form and that I am the patient, or I am duly authorized by the patient as the 
patient’s representative to execute this form and accept its terms.  
 
 
 

Patient Name (Please Print Patient Signature Date 
 
_ 

Representative of Patient         Name/Relationship Signature Date 
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