ADULT PHOENIX INDIAN MEDICAL CENTER ADULT

APPLICATION FOR MEDICAL SERVICES
PIMC-58 - ASSIGNED PIMC CHART#
WW&Q&'&' o png‘NIE’bEMGIGR”APHIG INFORMATION ;" & . .- : - FUl. 5
Patient Nama: [LAST] [FIRST] [MIDDLE INITIAL] PatIenI Sex

[ 1MALE
- [ | FEMALE

Other Names Used: Date of Birth: Place of Birth: Social Securityi#
Address: Apt # City: State: Zipcode:
Community Name: How long have you lived at this  [Is this on a Reservalion? Marital Status:

address? [ ]Single [ Married
Home Phones: Celi or Message Phone#: Which Reservation? [ Widow [ IDivorced

[ ]
[ 1Enroliment is Pending
[ 1A decedent of an Enrolled

Fathers Name: [Last] —

(Firs]

TR

Triba Name:

Significant Other

Agency enrolled at:

Fit:

ks

Wt

ErollmenUCe_n'sus#:

|Date of Birth:

} ” af Birth: -

[Middle Initiai]
Father's Tribal Affiliation? Enrollment/Census# Date of Death
Mother's [Last) {First] [Middle Initial] Date of Birth: Placa of Birth:
Maiden Name
Mother's Tribal Affillalion? Enrcliment/Census# Dale of Death:

T
If No how long?

Spousel&gmﬁcant Other Nam

oS
Date of Birth:

Are you employed Do you recaive: [ ]GA [ JOthar ;
[ ] Yes [ ]No : Foodstamps [ JLand Leasa
Employer Name: How lang with employer? Employer Phone#
City State Zip Code
Are you a Student? [ J¥es [ |No If yes, where? How long? Do you receive;
[ ]FulI—ﬁ_rne [ JPell Grant [ JTribal Grant

Is Spouse/Significant Other employed?

[lNI-D

If No, how long?

SER

S RIONEES S BN PARTE
Were you ever in any Military Service?

ereiving
j G

IVESL NO_

Ifye,w B

[ ]Yes
Employer Name: How long have they been with  [Their Employer Phone#:
this Employer?

City State Zip Code
Is spouse/Significanl Other a Student? If yes, where? How long? Does Spouse/Signif. Other

[ IYes [ JNo receive: [ JPell Grant

[ JFull-time [ ITribal Grant [ }Schalarship

Part-time

Other

am Veteran
[ [YES [ ]NOC

| certify that the information provided on this form is true to the best of my knowledge.

Entry Date:

Seperation

Signature

Date:

Service Connected
[ IYES[ JNO

Date

/

\!



‘ PIMC-SB Appllcatlon fur Medlcal Care
I T CONTA A KTt sl sk de R

Nam

Address: Apt# City: State: Zipcode:

City:

Medicare Number:

Do you currently have Medicare?

[ JYes [ JNo

Are you currently 85 years or older? Are you disabled?

If yes, please gwe
| JAmerican Indian Health Plan [ ]Phoemx Health Plan
| IMercy Care Plan [ JHealth Choice of AZ
[ IMaricopa Health Plan [ IKidscare AHCCCS
| ]Care First Health Plan
Arizana Physicians [PA

Are you currently enrolled with the Arizona
[ JYes [ ]No

If you are not enrolled in the Arizona AHCCCS Program, are

you enrclled in another state?

[ ]Yes [ INo State:;

[ IOther

Bl -J\, _::1 1~L_-1,| 2F 1\ FTEINSEREAE g
Are you covered under a anate Insurance F'Ian‘?

[ JYes [ JNo
Who is the primary insured {policy holder)?

T

%'}.&' A

Doyou access the Internet? [ o D

If yes, where?

[ 1 HOME [ ] HEALTH CARE FACILITY [ ] MOBILE DEVICE

[ ] WORK [ ] LIBRARY

[ ] SCHOOL [ }TRIBE

Do You have an email address? [ IYES [ ] NO

EMAIL ADDRESS: )

Do we have permisslon to send generic health information to your email address? [ 1YES [ ] NO

What s your preferred method to receive reminders?

[ 1PHONE [ ] EMAIL [ 1MAIL

ETHNICITY:

RACE:

PRIMARY LANGUAGE: INTERPRETER REQUIRED?

OTHER LANGUAGE SPOKEN:

PREFERRED LANGUAGE:
MIGRANT WORKER? [ 1YES [ ] NO if yes, are you a seasonal worker?
HOMELESS? [ 1YES [ ] NO

$e : - i
g E!!caﬂon for Medical Care Form PIMC-58 Revised 09/17/2010
e
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