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Center: __________________________________

Please Print 
Name of Patient: ________________________________________________________
DOB: ___________  Assigned Sex at Birth: ______ 



First


Middle


Last

Mailing Address: _________________________________________ City/State: ________________________  Zip: ____________________ 

Home/Cell Phone: (           ) ________________________ Work Phone: (        ) ________________  Social Sec.#: ______________________ 

Email address: _________________________________________

May we leave messages  via phone and/or email? Phone [image: image1.png]


Yes [image: image2.png]


No      Email [image: image3.png]


Yes [image: image4.png]


No     Text [image: image5.png]


Yes [image: image6.png]


No     
Responsible Party: ________________________________________    Name of Employer: ___________________________________ 

Parent or Legal Guardian: ___________________________________   Contact Number: ____________________________________

Emergency Contact: ______________________________________   Relationship to patient: _________________________________ Phone#: (_______) ______________________________
Marital Status: [image: image7.png]


 Married  [image: image8.png]


Single [image: image9.png]


Divorced  [image: image10.png]


Widowed  [image: image11.png]


Legally Separated 
Ethnicity  [image: image12.png]


Hispanic or Latino  Race  [image: image13.png]


Native Hawaiian [image: image14.png]


Other Pacific Islander [image: image15.png]


Asian [image: image16.png]


Black/African American [image: image17.png]


White
 [image: image18.png]


More than one race
Sexual Orientation: [image: image19.png]


Lesbian, Gay, or Homosexual  [image: image20.png]


Straight or Heterosexual   [image: image21.png]


Bisexual  [image: image22.png]


Don’t Know  [image: image23.png]


Choose Not To Disclose  [image: image24.png]


Something Else, Please Describe_________________________

Gender Identity: [image: image25.png]


Identifies As Male  [image: image26.png]


Identifies As Female  [image: image27.png]


Transgender Male/Female to Male  [image: image28.png]


Transgender Female/Male to Female  [image: image29.png]


Gender Non-conforming (neither exclusively male nor female) [image: image30.png]


Additional Gender Category/Other, Please Specify___________________  [image: image31.png]


Choose Not To Disclose 
Do you need language interpretation services: ___YES ___ NO Are you a:  [image: image32.png]


Migrant/Seasonal Worker 
[image: image33.png]


Veteran  _____Yes _____No
Homeless Status: [image: image34.png]


Doubling Up  [image: image35.png]


Shelter [image: image36.png]


Street  [image: image37.png]


Transitional  [image: image38.png]


Other ___________________________________
Financial Verification Self-Pay
[image: image39.png]


I DO NOT wish to provide income documentation and understand that I will not receive discounts.
Household Members
     (Patient+ spouse+ dependents)  

                        Source of Income (Employer, SSI, etc.)                                     Income Amount

	1.
	
	$

	2.
	
	$

	3.
	
	$

	4.
	
	$

	5.
	
	$

	6.
	
	$

	7.
	
	$

	8.
	
	$


Expiration Date: ______________________




Total Household Income: $_______________

I hereby agree that the information given relative to my legal residence and financial condition as recorded in my presence upon this form is true and that it may at any time be verified by an authorized investigator.

______ I have received a copy of the income information sheet and its requirement to return financial proof in order to qualify for sliding fee      

Initial   discounts and I assume responsibility for all fees for service for myself and those for whom I am responsible.
______ I acknowledge that I have received a copy of the Notice of Privacy Practices, Patient Bill of Rights, Primary Care Medical Home     
Initial   and Advanced Directive Brochures.
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______ I DO NOT want my medical or financial information discussed without my approval.
Initial






              



             







   


Insurance Information: 
 Primary Insurance: __________________________________________________________________
 Name of Policyholder: _________________________________________ Relationship to Patient/Child____________________ 
Policy Holder Date of Birth:______________________________ Policy Holder Social Sec. #:____________________________
Contact/Member ID#:________________________________________ Group#:______________________________ 

Secondary Insurance: ________________________________________________________________

Name of Policyholder: _______________________________________ Relationship to Patient/Child:______________________
Policy Holder Date of Birth:______________________________ Policy Holder Social Sec. #:____________________________ Contract/Member ID#:_______________________________________ Group#:_____________________________

________ I hereby understand that any amount not paid by the insurance company, that I will be responsible for full payment.
Initial

Please Read the Following and Sign Below

CONSENT FOR TREATMENT

I do hereby voluntarily request medical care or service at a Health Services, Inc. facility for myself and/or the certified members of my household as listed on my application for registration. I hereby authorize and grant my permission and consent for all providers employed by Health Services, Inc. to use such diagnostic and treatment procedures as they deem necessary for proper medical and dental management and treatment of myself and the said members of my household, and I hereby release Health Services, Inc. and its medical staff and employees from any liability for the results of such procedures.  I fully understand that no guarantee or warranty of results that may be obtained, have been given or implied by the physicians, dentist, or other medical service employees of Health Services, Inc. or is in any way intended hereby. I also acknowledge that I may, at any time, refuse to accept medical care or services for myself and/or those for whom I am legally responsible, and I accept full responsibility for said act or statement of refusal.

Please circle all that apply and provide the names, date of birth for the individuals you wish to:
1. Receive or discuss your medical information

2. Receive or discuss your financial information

3. Accompany you in the exam room

4. Accompany your child/children for treatment

5. Receive or discuss your child’s medical information
	
	                         Full Name                                         Authorization Codes
	     Date of Birth
	                Phone Number

	1.
	                                                                                 1    2    3    4    5
	
	

	2.
	                                                                                 1    2    3    4    5
	
	

	3.
	                                                                                 1    2    3    4    5        
	
	


Signature of Patient_______________________________________________________   Date: _______________________ 
Signature of Policyholder: _________________________________________________   Date: _______________________

Signature of Claimant: ____________________________________________________   Date: _______________________

Witness: ________________________________________________________________  Date: _______________________


                                     (HSI Patient Representative)
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