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 SEASONAL  INFLUENZA  

BILLING  INFORMATION FORM 2011-2012
Date:  ________
Parents:
          Mother’s Maiden Name: 
Client Name:  ________________________    Middle Initial: 

Mailing Address:  ________________________________________________________ 
    

Phone:



_______
Date Of Birth:_______________________
    

 Gender:  M or F
Pregnant:  Y  or   N
 Is the individual Hispanic or Latino

( No, not Hispanic or Latino 
( Yes, Hispanic or Latino

Race:  White    American Indian    More than one race     Other/unknown

Do you qualify for IHS(Indian Health Service) 

        or other federally funded insurance  
yes  or  no

Do you have health insurance
   yes  or  no
Does it cover vaccines
   yes  or  no  
Have you maxed out your well child benefit for this year
yes  or  no

  Is your insurance one that we bill:
· Healthy Montana Kids (Chips)

· Healthy Montana Kids Plus (Medicaid)
· Medicare
· Montana Unified School Trust (MUST)
· EBMS

· BCBS of MT, OK, TX, WY, MN & Federal (not North Dakota)

If you are paying with cash or check and do not want to bill insurance please proceed to the cash or check line.
If you have an insurance that we bill or you would like to collect the form to submit to your insurance for reimbursement please proceed to the insurance line.

RCHD is not responsible to inform you of what your insurance will or will not cover.
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