Patient Questionnaire for Benefit Coordinator and CHS

1. Patient Name:





 Chart #:




 2. Before your referral can be processed we need to verify if you have or are eligible for   

    alternate resources:
Workman’s Comp


(see attached referral) 

Private Insurance ___________________ please indicate HMO or PPO

Medicaid/AHCCCS _________________ (Indicate Plan) If other than IHS do they want to change to IHS/AHCCCS?  YES or NO

Medicare Part A___________

Medicare Part B___________

AHCCCS Eligible YES or NO; If YES-describe action taken:

ATTACH COPIES OF INSURANCE VERIFICATION
1. Do you plan to keep this appointment once it is scheduled? Y or N
2.  Do you have a preference for a day of the week?  Y or N   If Yes what day: ______________.

3. Is there a time of day that is better? What time:




4. Would you like us to email your appointment?  Y or N:   

     email address                                     @



    
5. Confirm patient’s mailing address; is this the same as the face sheet? YES or NO

6. What is the best number to contact you ?




7. If patient works can we call you at work? Y or N #





*If appt already scheduled has transportation been arranged already? Yes or No

7.  Will you need transportation for this appointment? Y or N
8. Is patient Ambulatory or Wheelchair?

9. Will Patient be taking an Escort? Y or N
10. Is the pick up address the same as the face sheet? Y or N
      If no where does patient need to be picked up at?





















ATTACH A COPY OF THE UPDATED FACE SHEET

DO NOT WRITE BELOW THIS LINE-FOR CHS STAFF









