NORTH EAST |™*"™

NAME:

B O B B 4 5
Date of Birth:

REGISTRATION FORM

FEMERR

Date

HEA / /
Name Date of Birth
o] H4BEA / /

Last # First 8% Middle FRIEF

Address
it
City State Zip
Ol A B AS
Home Phone Cell Phone
XS FIRER
Email Address Referred to NEMS by
EEpHhE RN RIS FI D
Sex 1451 [[] Male B [ ] Female &

English Level EX2E [ | Good #F [ ] Fair —f& [ ] Littte B&% [ ] None F&

Dialect(s) Spoken #EHAS

Ethnicity HES [ ] Non-Hispanic/Latino [ ] Hispanic/Latino
SEFRIMIF SR T & PRI SR T &

Race/Ethnic Group (Check all that apply) H% / Ikt » S4EFTEERRIE

[ ] Asian (Please specify) ZZMA:

[ ] Chinese ##s [ ] Japanese B [ ] Native Hawaiian BRI ERIE
[ ] Vietnamese #@#& [ | Korean &% [ ] Asian Indian FNEES
[ ] Filipino JEf2E [ ] Burmese ffi@zs [ ] Other Pacific Islander EfttATE¥ER
|:| Black/African American |:| American Indian/Alaskan Native |:| White
EN/FEEEBA SMENE L A /FHRETINRER HA

[ ] other Efth
Employment Status FEZEART [ ] Full Time 28 [ ] Part Time 4B [ ] Retired iBfk

Student Status 24513 [ ] Full Time [ ] Part Time [ ] Not a student
ERBE FRISE IF2E
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NORTH EAST |™*"™

NAME:

' it B 3 O
Date of Birth:

REGISTRATION FORM
BEEMERR

Marital Status |:| Single |:| Married |:| Divorced |:| Widowed |:| Separated
ERAR T By S5 i34 ®1H nE
Medical Payment Status (Check all that apply) SZ(FEBREBNARMNZNR—E - RORFEERRE
|:| Medicare |:| Medicaid |:| Self-pay

BB R RR R e amBh B¢

|:| Private Insurance (Please provide copy of insurance card)

INBERR GRRERRFERERIA)

[ ] other HE

Written Documents in Alternative Formats |:| No alternative format needed
EEXHNEERN FEEHERI
|:| Large print |:| Audio CD |:| Data CD
RERFRE Epmts BRSO
|:| Braille |:| Encrypted Audio CD |:| Encrypted Data CD
BX/#F JIIEA= 7R INE R R

|:| | need a format not listed here
HEERTIHAE

Parents’ Information (Complete if patient is under 18)

FERRAR 18 U T ' FERRER / SEEBAER

Father’s Name Date of Birth

KRBT HEBR / /
Mother’s Name Date of Birth

BHREF 4 B EA / /
Person to be Contacted in Case of Emergency

RKEFIEA

Name Phone Number

“2 B AT

Relationship

AR
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NEMS MRN:

NORTH EAST

B Od B

NAME:

B & O
Date of Birth:

REGISTRATION FORM
BEEMERR

By signing below, | authorize North East Medical Services (NEMS) to provide medical and health care
services as authorized by NEMS or its healthcare providers. | further authorize insurance benefits to be
paid directly to NEMS. | understand that | am ultimately responsible for all charges incurred including, but
not limited to, the following: i) any payments, coinsurance, or and deductibles required by my health
insurance; ii) payments for any items or services not covered by my health insurance; or iii) as provided
under NEMS’ Sliding Fee Discount Program if | do not have health insurance.

AANRZRILBEFRO (NEMS) IRER RIS HEBRRFRHERZEZNBRRERT - FAE—TRERRR
TR EEZNERILERPD - ZABRB  AAERERERKRELNMEER - BFERRR & ) RHER
RBESRBVERIIRR ~ HREEHBEIEE 5 i) RANBRREREARNVEAEERRBER 5 i) MRENR
BEFEERR - RIBBEREFTEIRENTIE -

| understand that NEMS does not provide on-site emergency services.

AAERE  RIEBFEP O RERIZZIART

Patient initial
BERNHEREE

| understand that NEMS is required by law to report any assault, abuse, and worker’s

Patient initial
BERNHEREE

Patient initial

BERXIMEER

Patient initial
BERNHEREE

Patient initial
BERNHEREE

Patient initial
BERNHEREE

&\ NEMS MS - Registration Form (Events) - Rev. 09/2025

injury to the proper authorities.

HEABMMARERRILBERF OB RGPS EAREE - ERRIGSE N -

| understand that psychosocial information will be shared with my NEMS provider as
needed to maintain total care.

BAEBARTREZENS OEE - BNRILEERPONEL/BASZ0EREAENE
Ko

| understand that my photo will be placed on the NEMS Member Identification (ID) Card.
AAHB » KANBABEHRERILEESHE (D)L -

| acknowledge that | have received a copy of NEMS’ Notice of Privacy Practices. |
understand that | may exercise my rights as described in the notice.

R ERWE RILEER ONRERILEABA - KEARKERITEENEZ _LFIANE
ANFER] o

| acknowledge that | have received a copy of the NEMS Member Handbook and have read,
understand, and had the opportunity to ask questions about the contents of the handbook.
BERHRERKBEIRILEBERONGEFM  LEEKHEE - BRI EREHFMNAETERE
HEER o
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NORTH EAST |™*"™

NAME:

B O B B 4 5
Date of Birth:

REGISTRATION FORM
BEEMERR

| understand that NEMS may contact me as described in its Notice of Privacy Practices
Patient initial and send messages related to treatment, treatment alternatives or other health-related
BRAXHMEME  benefits and services that may be of interest. | understand that | may change how NEMS
contacts me or opt-out of certain communications at any time by calling NEMS at 1(888)
500-1886.

ﬁﬁﬁaiitéﬁﬂhbﬁjﬁﬁghﬁ”ﬁ MRERTAMEFER) PEREFRS TNEIREILER - WEHXE
BABEAR - SKHE KA e R B B2 FRARRATER A ARTES - AR FRBERT AT

ﬁ?ﬁ 1(888) 500-1886 HAFRILEE P OB R B NEHR HE EMPIR I B BB AR -

The Open Payments database is a federal tool used to search payments made by drug and
Patient initial device companies to physicians and teaching hospitals. It can be found at
RRXEBME  https://openpaymentsdata.cms.gov.
Open Payments BERIEE—EHTTHE - ANERESNEESH AT REEMHZER:
STRIFRIE o HIEE T Bf@UEA https://openpaymentsdata.cms.gov

NEMS participates in an electronic health information exchange (“HIE”), called, "Care
Patient initial Everywhere," which allows other health care providers that use Care Everywhere to
BEAXHBME  access information from your electronic medical record for continuity and coordination of
your care. All information contained in your electronic medical record will be shared
through Care Everywhere, including information related to sensitive services, unless we
are required to restrict such information. Psychotherapy notes, information related to
drug and alcohol abuse, diagnosis or treatment, and information related to sensitive
services that NEMS is required to restrict will not be shared without a separate
authorization from you. For more information on how we share your information through
HIEs, please see our Notice of Privacy Practices. You may opt-out of Care Everywhere
and any other HIEs that NEMS participates in by contacting NEMS Health Information
Services at 1(888) 500-1886 or submitting a Health Information Exchange Opt-Out form.
BRALEEEH D (North East Medical Services) 28 —{E#& 4 “Care Everywhere” HIERER
THER (“HIE”) » EFEFER Care Everywhere FUE 1585 A\ S5RIEMNEF R &R
LX?%%E?ET %DT»?;’NHME’J%EE o BHNEFERCHRPEINAEERIFEA Care Everywhere
H= Eqﬂ’a%éﬁiﬁﬂm\ﬁﬁﬁffﬁﬁﬁﬂ’ﬂnu EREKREIRVERRN o OIEARECER - HEE
#@%D/E*a,m S ETECERERAGER - URRILFERGNEEBURRFSHERER > 10
E,U\E’J&E%?xffg HAEWERE - B THERRMANMEERRERTHRTEEH=E
,D\E’JTE.,%\E’J#F A2 RERMBRIEGER o FE - EEERE 1(888) 500-1886 iR
JtEELERIHHRER BREERRIEHRIE - LUEIEERH Care Everywhere RERILEE
hOZENEEHEHERRERIIREE -
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NORTH EAST |™*"™

NAME:

' it B 3 O
Date of Birth:

REGISTRATION FORM
BEEMERR

Signature of Patient or Legal Representative* Date | Time
BENAEAAKRESR BEHA | RefE
Name of Legal Representative Relationship of Legal Representative
BERRES AEAKREEERRR
Signature of Witness (Required if patient is unable to sign) Date | Time
RF|EAZR (FEEEBITEFRILIEVE) SRR
Notes:

*Text messages are not encrypted and may be read or intercepted by someone else. If someone has your phone, they may be able
to read your messages.

FEEEREBRKMERN - NS RMAENNEE - IREMAHEENFH - FIRTErT LEEIZIER -

** Standard text message, data, and minute usage rates from your mobile or internet service provider may apply.

T F R EBRRESHER A e G EIREGEE « RBEBREBENER -

STAFF USE ONLY: |If the patient refused to sign or initial all the acknowledgement statements, please check box, initial, and date:

[ ] REFUSALTO SIGN  Staff Initials: Date: / /
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