
HIPAA Release Information

Thank you for filling out these medical information sheets. They will assist us in
caring for your child's medical needs while he is at school. You will notice that there are
two HIPAA release forms included in the packet. If your child only sees one primary
physician, please disregard the second form. However, if your child sees two or more
physicians for differing conditions, i.e. psychologist or psychiatrist, please fill out a
release of information form for each physician. You may copy the form if your child
sees more than2 doctors. Thank you again for all your assistance with gathering this
information.

Flandreau Santee Sioux Tribal Clinic



Chart No:
Tribal Code:

Flandreau Santee Sioux Tribal Health Clinic
Patient Data Sheet

lvlale Female

Social Securiw Number:

How Long?

Ful l  Name:

Other Names:

Street Address:

City/ State/ Zip Code:

Home Phone Number:( )

Date of Birth:

List Others Livine in Household:

W o r k P h o n e : (  )

Ciry & State of Birth:

Membership in What Tribe?

Tribal Blood Quantum:

Enrollment Number:

Total Indian Blood Quantum:

Rel igion:

Place of Emolovment:

Address of Employment:

Cityi State/ Zip Code:

Spouse's Place of Employment:

Emergencv Contact: Relat ionship:

Address/ Phone Number:

Ciryi State/ Zip Code:

Father's Name: B irthplace (c it-v/ state):

lvlother's Maiden Name:

Veteran? Yes No Branch of Service:

Dates of Service:

Birthplace:

Next of Kin (if same as Emergency Contact, please write SAME):

I understand that I am required to provide proof of Indian eligibil i ty.
I understand that I am required to provide proof of Social Security Number aud Birth Certif icate.

I understand that I may be required to provide proof of residence in Moody County for CHS eligibil i ty.
I understand that falsifying any information may be reason for denial of services or eligibil i ty.

Patient Signature / Parent Signature Date
Patient must be I 8 years of age or older to be seen for dental or medical appointments or be accompanied by a
parent or an adult. Flandreau Indian School Students are exempt ofthis policy.



NAME

SOCTALSECURITYNUMBER

TRIBE

ADDRESS

MEDICAL HISTORY

AGE - DATEOFBTRTH

INPIANOR NON.INDTAN

Acgrvcy wHERE ENRoLLED

(Street or.P. O- Box) City Statc zip

PtrA.CE OF EMPLOYMENT

PHONE: Home Work

CIRCLE: Y-YES N-NO

I. Do you have a toothadre now?.---.---.--
L Have you receivid medical care in the past

trvo years?
3. Have you ever been hospitalized? __-_-..--

What for?
l(rhcn?
List any medication you have taken in the

p:lst two montlrs-

5. Are you allergic to or made sick by any
medicine?

l{hich medicine(s)

Horv long at current address?

Do  YoU HAVE oR HAVE YoU HAD?
la. High Elood Pressure?-..----...--.-.-
15. Heart Murmur?
15. Heart Attack? .-----..-.-

f ]- 
Heart vatve or pacemaker?

18. Rheumatic fever?
l9- Congenital Heart Defcct? _.-..:.------_...--.--
20. HeartSurgery?
21.  Ar t i f ic ia l  Jo int?
2L Surgical implants?
23. Stroke?
24. I{epatit is? --...-.___--._...
25. Liver Disease?
26- Kidncy Disease? ---__-
27- Diabetes? .----.--.__-----.
23. Asthma?
29. Tuberculosis [i-B)?
30- Sinus Trouble?.-_-_
31. Arthrit is / Rheumatism? ..--...-.--..-.-
32- Cancer or tumors?
33. Blood tra nsf usions? -.-.........--.-_-.

Y / N

Y , /  N
Y / N

Y / t t
Y / N
Y / t i
Y / N
Y / t t
Y / r s
Y / N
Y / N
Y / N
Y / N
Y / t t
Y / N
Y / N
Y / N

Y/N

6- Have you ever had a bleeding problcm that
that needed medical treatment?

7- Do you ever have chest.pains? .-----------.-----.---.---
8- Har.e you had a weight gain or loss of

l0% or more in the past yeac? -.----.-_._
9. Do you use alcohol or other drugs?

l0- Do you use tobacco products?
Do you use? Cigarettes / Smokelcss / Both

_ 
Would you like to quit smoking?

11. Do you have reason to believe vou have
been exposed to AIDS? ----.--.-:-..........

lla- Do you have AIDS or are you HIV
positive?

lZ Have you ever had radiation treatment
for any reason?

13. WOMEN: Are you pregnant?

34. Veneral Disease? ..--....- y / N
35. Anemia? y,/ N
36. Ulcers? ... y / N
37- ThyroidT -..-....-...-....-. ... y / t t
38- Nervorsne..? -----.---- -. y / N
39. Have you ever had any other illness

or condition not stated above --......-- y / N
If so, please list any

REI.ATIONSHTP

ADDRESS

Y/N
Y/N

Y /N
Y /N
Y  /  t t

Y / t t

Y /N

Y /N

Y / t ' t
Y /N
Y /N
Y /N

Y / N
Y' l  N
Y/w
Y/ t t
Y /N
Y /N

Not sure, possible?
Are you taking birth control pills?

EMERCENCY CONTACT:

EMERGENCY CONTACT PHONE NUMBER
What is the purpose of your visit to the dental clinic?
DO HAVE INSURANCE?

MEDTCAL DENTAL

If yes, <ompany name

PFIARN4ACY? (circle ptease) GROUP NUMBER
MEDICAID? MEDTCARE? Effective dare

ffi",g::= :f t.1_p tr* bot ;r,ilGo*r"d;; il*"uy Orc;*l?1ff ru;"{;;-;.Lil,ffi ;:ilJ#:#Hl"i.ffiffi lJ#'ffi,ff f .Xf t!,y
PATIENT / PARENT STGNATURE

TODAY'S DATE



Medication Assistance Information

Occasionally our students at the Flandreau Indian School require medication that
is not covered by a third party. In these circumstances we will attempt to obtain financial
assistance from pharmaceutical companies. We are asking for the following information
to assist us in this process.

Name Soc. Sec. No.

Home Address:

Phone:

Date of Birth:

Number of People in Household: Is the student a US resident? n Yes ! No

Total Monthly Household lncome: (Please attach Federal Income
Tax Form)

Is student receiving support from Ll Social Security, ! SS Disability Insurance, f1
SSI, tr Pension, f Alimony, ! Child Support or tr IRA? If so, amount:

Is the student covered bv Medicaid? D Yes fi No

If yes. Medicaid number:

Is your Medicaid a Managed Care Program? ! Yes ! No

If yes, who is the student's primary provider?

Does the student have prescription coverage through a private insurance? D Yes ! No

lf yes, name of insurance company:

Policy Holder: Relationship:

Policy Number: Group Number:

Please make a copy of your insurance card and attach it to this form. Thank you!



rHS-810 (12104)
FFONT

DEPARTMENT OF HEALTH AND HUMAN SERVICES
Indian Health Service

FORM APPROVED:  ON1B NO 091?-00:10
Expiration Dare: 05/3 112006
See OMB Statenunt on Reverse.

AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION
COMPLETE ALL SECTIONS, DATE, AND SIGN

I .  I ,

(Name ol Patient)

The information is to be disclosed

III. The purpose or need for this disclosure is:

E Further Medicat Care f] nttorney

, hereby voluntarily authorize the disclosure of information from my

And is lo be
NAME OF PEFSON/ORGANIZATION/FACILIry

A U U T t r J J

CITY/STATE

record

I Personal Use fl Insurance
f] scnoot

n Disability
fl Researcn

I Ottrer (Specity)

NAME OF FACILITY

CITY/STATE

IV. The information to bedisclosed from my health record:

I Entire Record

fl Onry information rctated to (specify)

(ch e ck appropri ate box( e s) )

I Onty tnr period ot events trom

fl Otn., 6pecity)

Ll Psychotherapy Notes ONLY (by checking this box, I am waiving any psychotherapist-patient o.vtteoer
lf you would like any of the following sensitive information disclosed, check the appticable box(es) below:
I Alcohol/Drug Abuse TreatmenvRef erral
I Sexually Transmitted Diseases

ff ntvlRIOS-retated Treatment
E Mentat Health (Other than psychotherapy Notes)

[H,5::,'3lT#',:'fH:"iJ:I';""il:;i:','*?,t ,ff ,f,lTll'*:Ty*"#::li1i".:"edr. ;j'#I#fiTT:,:];:5'.':',!"JJ'"J'$:ffJT
l!iHiili"";l!?L?,i# ff:"i:?:ii:JT::"i,I:iii:"":'tLi.^ *:f,Alifr-y:;Fil;;i,U:ii;;o"ffffi',"H'"'iff;ffi:""T',ffiJ,:,,;'_",jterminate one vear from the date of my signature untess lhave specified 

" 
diff"r;;a;;;i;;t,Htli."J;i#:;:;,fil::,

I understand that rHS wiil not condition rrcarmenr nr 6ri^ihirih, r^. ^^.^ ^^ 

(Enler il dilferenl lrom one year after date bebwj

{.r } rcspareh tcratart ^rr", ^l:::191t'^o]l]l??]T:it 
or eligibility for care on my providing this aurhorization except if such care is:(1) research related or (2) provided sorery ror tne purpoie ;i";"ii;;;;;i;r#H;ti'ilil:;ffi'ili""ff::|iJ;":ir:ffi:t;,

I understand that information disclosed by this authorization, except for Alcohol and Drug Abuse as defined in 42 cFR patt 2, may be sublect to
l?t;;:'#1i.tt":l]:#"i:'iJl,,Trt 

'ift33 
L"Sn;: 

* protected bv the Hearth Insurance po-rtabirity ano a"corntaoiriry Act privacy Rure [45 cFR part

SIGNATURE OF PATIENT

SIGNATUBE OF AUTHORIZED
DATE

ii|lir':Tq esr.:rllq i? ir9i:i*:t Fr l f:g:rl ts:r:r it:ifir:i ,i;;;J.J;;;ffi';'""',; #;',':::#ffi:(il!3';'r1x,1ff,i
i PATIENT IDENTIFICATION NAME fLast, Ftrst, Mt) RECORO NUMBER

ADDFESS

CITY/STATE DATE OF BIRTH

P S C M c d u  A n s ( t 0 t t ! t . r ( j 9 0  E F



rHS-81O (12104)
FRONT

UEPAH I  MbN I  TJF HEALTH AND HUMAN SERVICES
Indian Heal th Service

FORr,l APPROVED; OIvtB NO 0917-0010
Expiration Date: 05r'3 l/2006
See OMB Stutentent on Reverse.

AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION
COMPLETE ALL SECTIONS, OATE, AND SIGN

I .  I , , hereby voluntarily authorize the disclosure of information from my
record. (Name ot Patient)

The information is to be disclosed And is to be
NAME OF PERSON/ORGANIZATION/FACILITY

A U U N C J J

CITY/STATE

III. The purpose or need for this disclosure is:

E Further Medicat Care f] nttorneV
fl Researcn

n]ther (Specity)I Personat Use I Insurance
E school

n Disabiltty

CIry/STATE

IV. The information to be disclosed from my health record: (check appropriate box(es))

f] Entire Record

fl Only intorr"tion retated to (specity)

I Onty tne period ot events from

fl Orner Fpecify)

lJ Psychotherapy Notes oNLY (by checking this box, I am waiving any psychotherapist-patienl prvaleqe)

lf you would like any of the following sensitive information disclosed, check the applicabte box(es) below:
I Atcohol/Drug Abuse TreatmenvReferral
I Sexuatty Transmitted Diseases

I ntvlRlOS-retated Treatment
l Mentat Health (Other than psychotherapy Notes)

l;::,:?::,.3lT,'I,,',:fl?:"iJ:lfi""ili:::?[?,t *"".*l**:::.yi;"#[:gii!^.:iiiffr. il"ff#,;T:[":#:5'.':-fdJ':?'j'i:i."JTi!"1''ili"";l! ?1""J,J3H ff:il?: ii:JT::'i, I:i :[::''*il]::F,.",fii,iil;Firi;:l'U:'; il .""Jfi:lLii;:'iff ;ffi:XT''fl.f,J,:"ifilterminate one vear rrom the date of my signature untess i have specified u diff",*i;;;i;,fi'lliJ'rl"i;1Hitr::l:X,

(Enter il dilterent from one year after aate tiAwl

Li,",*:"j?:"0,l|,i:j1?,y1,:",::"":lo-lt':ll^tl??lT:it or elisibitity ror care on my providins this authorization except ir such care js:(1) research rerated or (2) provided sorery ror the p*po"." oi"'.iii';p;;#,#HJ"ii'iltl;:illiilTfJ::$J,T" rhird oartv
I understand lhat information disclosed by this authorization, except for Aicohol and Drug Abuse as defined in 42 cFa pan 2,may be subiecr ro
lzli:'#fi"t[:l]:f"i:1"#,9.?it3s L"irn;: " 

p'otu.t"d bv the Hea[h Insurance poiabirity 
"no 

A..ount.uirily Act privacy Rur; [4s crn part

SIGNATURE OF PATIENT

SIGNATURE OF AUTHORIZ

."t3il: :ll *::ri e.ere::rirq r 119i:i*lr ir:r : f:g:rt lg.r:i :i:ii;l;: ;i.*;; il;i'f",,o'ji I ;,:::1'.T,liiiil!B 
"",l,il,ii PATTENT IDENTIFICATION NAME flast, Ftrst, Ml) RECOFD NUMBEB

ADDRESS

CITY/STATE DATE OF BIHTH

PSC M€dr r  AG 1 l0 t  J  s t .  mg(J



IHS-8ro  (12 l04)
BACK

Instructions for Completing IHS Form 910 --
AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION

1. Print  legibly in ai l  l ietds using btack ink.

2. section l, print name of patient whose lnformation is to be released.

3' Section ll, print the name and address of the facility releasing the information. Also, provide the name of
the person, facility and address that wirr receive the information.

4' Section lll ' state the reason why the information is needed, e.g., disability claim, continuing medical care,legal, research related projects, etc.

5. Section lV, check the appropriate box as applicable.

a' Entire Record -- the complete record except for the sensitive information (alcohol and drug abusetreatmenvreferral, sexually transmitted diseases, HIV/AIDS related treatment, and mental health otherthan psychotherapy notes)

b' Only information related to -- specify diagnosis, injury, operatrons, special therapies, etc.

c. only the period of events from - specify date range, e.g., Jan. 1, zoo2to Feb. j , 2002.

d. Other (specity) - e.g., CHS, biil ing, emptoyee heatth

E. PSYChOIhCTAPY NOTCS ONLY - IN ORDER TO AUTHORIZE THE USE OR DISCLOSURE OFPSYCHOTHERAPY NOTES, ONLY THIS BOX SHOULD BE CHECKED ON THIS FORM.AUTHORIZATIONS FOR THE USE OR DISCLOSURE OF OTHER HEALTH RECORD
INFORMATION MAY NOT BE MADE IN CONJUNCTION WITH AUTHORIZATIONS PERTAINING TOPSYCHOTHERAPY NOTES.

IF THIS BOX IS CHECKED WITH OTHER BOXES, ANOTHER AUTHORIZATION WILL BEREQUIRED TO AUTHORIZE THE USE OR DTSCLOSURE OF PSYCHOTHERAPY NOTES ONLY.

Psychotherapy notes are often referred to as process notes, distinguishable from progress notes in themedical record. These notes capture the therapist's impressions about the patieni, contain details ofthe psychotherapy conversation considered to be inappropriate for the medtal record, and are used bythe provider for luture sessions. These notes are often kept separate to limit access because theycontain sensitive information relevant to no one other than the treating provider.

f. IN ORDER TO RELEASE SENSITIVE INFORMATION, ALCOHOUDRUG ABUSE TREATMENT/REFERRAL, HIV/AIDS.RELATED TREATMENT, SEXIJALLY TRANSMITTED DIsEASES, MENTALHEALTH (OTHER THAN PSYCHOTHERAPY NOTES), YOU MUSTCHECKTHE APPROPRIATEBOX!

6' Section V, sign and date. lf a different expiration date is desired, specify anewdate.

Section V, Authorized Representative, e.g.,

A copy of the completed Form IHS-810 witl

legai guardian, power of attorney, etc.

be given to the patient.

OMB STATEMENT
Public reponing
da[a sources' gathering and maintaining thedata needed' and completing and reviewing the collection of intbmation. An agency may nor conducr or sponsor. and aperson is
or any other aspect of this coll"ctior 

-of 
intbmation. including 

.suggestioni 
for reducing ihis burden ro: lndian Health service. pH, g0l rhompson Ave.. Suire 126.Rockvil le, MD 20852' RE: pRA 09 r7-0030. prease Do Nor sEIND ,tri, tbr. to rhis addre-ss.


