
Patient Demographics/Fill Out Completely 
      

  
Patient Legal Name: 

First Name _________________________Middle Name _______________Last Name_______________________ 

Preferred Name (Only if different) ______________________________                  Sex at Birth:  M   F           

Date of Birth: _____/______/________          Social Security#_______________________                                             
 
Phone: (H)_____________________(Cell)__________________________(W)_________________________ 
 
Best Number to call you:      ☐ Home     ☐ Cell      ☐ Work                  

PO Box: _________________________________Physical Billing Address: ___________________________  

City: _____________________________________ State: ___________   Zip Code: ____________________  
__________________________________________________________________________________________________ 
Patients under the age of 18 years:          ( Please enter Full Names)  
 
Mother: __________________Phone# _____________ Father: __________________ Phone# ___________________  
 
Legal Guardian Name (documents): ____________________Relationship: _________ Phone# ___________________ 
 
  ________________________________________________________________________________________________ 

Heart of Kansas Patient Portal 
Helps you manage your health anytime, anywhere. Scheduled appointments, send messages to your medical team, refill 
requests, view your test results and billing information. Pay your bill online, without having to wait on the phone. 
 
Let us help you create your patient portal account!             Email required __________________________________ 
 

                                                Please Check ALL that Apply in each category  
The following questions help us with our grant reporting & funding to meet our patient’s needs.  

 

 



Patient Demographics/Fill Out Completely 
      

       

                                                                                                                                      
 ________________________________________________________________________________________________ 

Guarantor (Financially Responsible):                                                             ☐   SELF – (Patient)                                                                                                                      

Patients over the age of 18 are responsible for their own account.         (Some Exceptions may apply) 
                                                                                                        
What is the guarantor Relationship to the Patient? ___________________________________  
Name: _______________________________ SS#____________________________ Sex: M F  
Date of Birth: _________________________ Phone#________________________  
Physical Address: __________________________City: ________________________State: ____________Zip Code: ____________  
Employer Name: _____________________Employer Phone# ________________________            
_________________________________________________________________________________________                                                                                                                                                                                                                                                
 
Pharmacy:  __________________________                                  Dental Provider: ____________________________ 

_________________________________________________________________________________________                                                                                                                                                                                                                                                
                                                                                                                                                                                                                                                                                                                                       
 



Patient Demographics/Fill Out Completely 
      

 
We are required to obtain income information from ALL of our patients.  This information is for grant 
reporting purposes only.  Please CIRCLE your monthly income or mark the column in which you fall based 
on your family size on the chart below.  
 

_________________________________________________________________________________________                                                                                                                                                                                                                                                
Do you have Insurance?   YES / NO      

Medicare:   YES / NO                        Kan Care/Medicaid:   YES /NO        

Name of Insurance: __________________________________ 
Primary -Insurance Policy Holder Name: ____________________Policy Holder DOB: _________ 
Policy Holder Social Security: ______________________Phone/Cell: __________________________ 
Policy#: ___________________Group #: _________ Relationship to patient: 
 
Name of Insurance: __________________________________ 
Secondary -Insurance Policy Holder Name: ____________________Policy Holder DOB: _________ 
Policy Holder Social Security: ______________________Phone/Cell: __________________________ 
Policy#: ___________________Group #: _________ Relationship to patient: _________________ 
  
 
Sliding Fee Discount: 
Did you know? Anyone can apply for our sliding fee discount. Even if you have health insurance your 
household may apply. To see if your household qualifies for a discount ask for a sliding fee application. 
 
 
Certification: I certify that the information given in these forms is true and accurate. I have 
answered the information to the best of my knowledge and ability. I have been given the 
opportunity to review, fully understand and accept, all terms and policies. This may be verified. 
 
_______________________________                                ___________________________________                 
Patient Signature                  Date                                        Signature of Parent if Minor      Date                                                      


