oy § SANRIESQ.PAMELCARE  ENSKRIPSYON PASYAN AK FOM KONSANTMAN
ENFOMASYON PASYAN

Siyati/ non fanmi w': Prenon: 23:“!‘"“ Eta sivil:

QSelibate Omarye Qdivose Qsepare

Qvev
Non nesans oswa non anvan: Idantiteséks: QG AF

Q chwazi pa divilgasyon

.. . . Oryantasyon seksyeél: O Dwat
Sekirite Sosyal #: Dat fet: / / QO Omoseksyel Q biseksyel Q Yon lot bagay
Q pa konnen Q chwazi pa divilgasyon
Adreés lari: Apt. #: Vil: eta: Kod
postal:
Ras: (chwazi tout sa ki aplike) Etnisite: (chwazi Bezwen yon Tradikté oswa
Q Blan O Nwa / Afriken Ameriken Endyen QO / Alaska Natif Natal yon sel) Entéprét? QO Wi a Non
Q Azyatik Q zile O Natif natal Azyatik Q Panyol Si Wi, ki lang pasyan an pi pito?
Q Plis pase yon ras QO Refize rapote Q ki pa Panyol
Q Refize rapote
Primé / Telefon Kay la#: Selile #: Adrés imeél:
( ) ( )
Si w se paran yon timoun ant laj 12 ak 17 lane, y ap aksé a dosye medikal pitit ou a. Selile #(pasyan 12-17 ane): ::;?s imel (pasyan 12-17
Lojman: (Si moun ki sanzabri, tcheke aplikab) Eske ou se Lojman Piblik: Eske ou se yon travayé
) . . . N \ yon Veteran: | Eske ou se yon rezidan  agrikel? O Wi O Non

Q Nan abri sanzabri  Q nan lojman tranzisyonel Q Iot 0O Wi Lojman Piblik? Si repons lan se wi,
Qkapvivnanlaria QO Double moute Q enkoni Qa Non chwazi youn:

0 Wit O Non Q Travayé sezon Q migran

ENFOMASYON SOU REVNI AK REVNI
Moun ki responsab pou bodwo: (Non, Dat nesans ak enfomasyon sou kontak)

Gwose Fanmi: Revni chak mwa: Estati travay : O Anplwaye QO pa travay

Edikasyon: Q Pa yon elév Q a tan pasyél pou elév a tanzantan a Sous revni:

ENFOMASYON SOU ASIRANS SANTE
Tanpri prezante kat Asirans (yo) nan Resepsyonis
. I:Eske ou gen ase lajan Pak Fanmi (FPACT)? QO Wi Qa Non
Eske ou gen Asirans Sante? Qwi  QNon Eske ou gen asirans medikal nan travay oswa

Eske ou gen Asirans danté? awi Q Non Travay mari oswa madanm, Inyon oswa asirans prive w’ achte?
Q Wi O Non

NAN KA IJANS
Kontak Ijans : Relasyon ak maladi: Kay Telefon #: Selil #:

Fe-apel: ( ) ( )

Mwen mande epi bay pémisyon mwen nan Swen San Diego Ak dokté ki asiyen li yo - pésonél oksilyé yo rann tretman sa yo jan sa nesese. Tretman sa a se
enkli tés laboratwa, radyoloji ak mezi soutni lavi, si sa nesesé. Mwen konprann pésonél oksilyé gen ladan Pratik Enfimye, Enfimyé, ak Asistan medikal. Li se plis
konprann ke si mwen refize nenpot tretman sijere San Diego Swen Fanmi, mwen otomatikman lage yo soti nan responsablite pou domaj ki ka rive paske nan
refize mwen. Mwen reyalize ke refi mwen yo pral dokimante ak temwen pa mwens pase de moun, ki gen ladan dokte a sipévize an chaj. Inisyal

Direktiv avanse: Mwen te resevwa enfomasyon sou direktiv avanse e mwen konprann ke mwen gen dwa pou fomile direktiv avanse ki ta dwe depoze nan
dosye medikal mwen an. Mwen konprann mwen ka chanje enstriksyon mwen an si mwen ta dezi alavni. Inisyal

Plasman Asirans nan Benefis: Enfomasyon ki anwo yo konplé epi korék. Mwen otorize lage enfomasyon ki nesesé pou depoze yon reklamasyon ak konpayi
asirans mwen an epi mwen bay benefis otreman peyab pou mwen, nan klinik la ki endike sou reklamasyon an. Mwen konprann mwen responsab finansyéman
pou chaj ki pa kouvri pa asirans mwen oswa pa pwogram ke mwen detémine pou mwen pa elijib pou. Inisyal

Sevi ak, Divilgasyon foto: Mwen rekonet ke San Diego Swen Fanmi ak anplwaye li yo gen pémisyon mwen pou foto tét mwen oswa manm fanmi mwen pou
ede nan idantifye dosye medikal ki asosye nan Sistém Dosye Medikal Elektwonik la, ki konsistan avek Kalifoni ak lwa Federal konsénan vi prive endividyélman
idantifye. Foto sa a pa pral itilize pou nenpot ki lot rezon pase idantifikasyon pasyan pou swen nan klinik. Mwen konprann ke San Diego Swen Fanmi ka pa lage

foto mwen nan nenpot [0t founise medikal / founisé medikal san pémisyon mwen. Mwen otorize itilizasyon foto QWi O Non Premye____
Kominikasyon: Mwen otorize San Diego Family Care ak anplwaye li yo kontakte m 'atravé mesaj teks oswa kite yon mesaj vwa pou mwen.
Mesaj teks QWi O Non Mesaj Vocal: QWi 0 Non Mesaj elektwonik: QWi 0O Non inisyal___
Pasyan / Paran oswa siyati gadyen Dat
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SAN DIEGO FAMILY CARE

ol PATIENT REGISTRATION AND CONSENT FORM
PATIENT INFORMATION
. Middle .
Last Name: First Name: Name: Marital Status:

QSingle OMarried QDivorced QSeparated OWidowed

Birth Name or Previous Name: Gender Identity: UM OF QO Chose not to disclose

Social Security #: Date of Birth: Sexual Orientation: O Straight Q Lesbian or Gay Q Bisexual
/ / Q Something else O Don't know Q Chose not to disclose
Street Address: Apt. #: City: State: ZIP Code:
Race: (select all that apply) Ethnicity: (select one) Need a Translator or Interpreter?
Q Yes a No
O White Q Black / African American O American Indian / Alaska Native = QO Hispanic
Q Asian QO Pacific Islander Q Native Hawaiian Q Non-Hispanic If Yes, what is patient’s preferred language?
Q More than one race QO Refuse to Report Q Refuse to Report
Primary/ Home Phone #: Cell #: Email address:
( ) ( )
If you are the parent of a child between the ages 12 and 17, You will be Cell #(patients 12-17 years): Email address(patients 12-17 years):
granted partial access to your child's medical record.
Housing: (If Homeless, check applicable) Are you a Public Housing: Are you an Agricultural Worker?
- . Veteran: o QYes QNo
O In homeless shelter QO In transitional housing QO Other Are you a Public Housin
Q Yes Y 9 Ifyes, select one:
Q Living on the Street O Doubling Up QO Unknown Q No Resident? U Yes UNo ' o wigrant O Seasonal Worker
FAMILY AND INCOME INFORMATION
Person responsible for bill: (Name, Date of Birth and Contact Information)
Family Size: Monthly Income: Employment Status : O Employed O Not Employed
Education: O Not a Student Q Full-Time Student Q Part-Time Student = Source of Income:
HEALTH INSURANCE INFORMATION
Please present Insurance Card(s) to Receptionist
i ?
Do you have Health Insurance? OYes QNo go you :ave Fan(';l_ly ract coveraﬁe (FP:CT)'k Q Yes 0 No
Do you have Dental Coverage? OYes QNo 0 you have medical coverage through work or
) Spouse’s work, Union or privately purchased insurance? QO Yes a No
IN CASE OF EMERGENCY
Emergency Contact : Relationship to patient: Home Phone #: Cell #:
Name: ( ) ( )

I request and give my permission to San Diego Family Care and its assigned physicians & auxiliary personnel to render such treatment necessary as determined
by my condition. Such treatment is to include laboratory tests, radiology and life-sustaining measures, if necessary. I understand auxiliary personnel include
Nurse Practitioner, Nurse, & Medical Assistant. It is further understood that if I refuse any treatment suggested San Diego Family Care, I automatically release
them from responsibility for damages which may occur because of my refusal. I realize my refusal will be documented and witnessed by no less than two
persons, including the supervising physician in charge. Initials

Advance Directive: I have received information about advance directive and I understand that I have the right to formulate advance directives that would be
filed in my medical file. I understand that I can change my instruction if I desire in the future. Initials

Insurance Assignment of Benefits: The above information is complete and correct. I hereby authorize release of information necessary to file a claim with
my insurance company and I assign benefits otherwise payable to me, to the clinic indicated on the claim. I understand that I am financially responsible for
charges not covered by my insurance or by programs that I am determined to be ineligible for. Initials

Use, Disclosure of Photographs: I hereby acknowledge that San Diego Family Care and its staff have my permission to photograph myself or my family
member to assist in identifying the associated medical record in the Electronic Medical Record System, consistent with California and Federal law concerning the
privacy of individually identifiable health. This photograph will not be used for any other purpose than identification of patient for clinical care. I understand that
San Diego Family Care may not release my photograph to any other requestor/medical provider without my permission.

I authorize the use of photograph QYes a No Initials
Communications: I authorize San Diego Family Care and its staff to contact me via text message or to leave a voice message for me.
Text Message OYes O No Voice Message: QOYes O No Electronic Message: OYes 0O No Initials
Patient / Parent or Guardian Signature Date
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