\’ 'ﬂ
> .= Community
“¢w> Clinics

Patient Registration Form

First Name: Middle Name: Last Name:

Other Name: Preferred Name: Date of Birth: m /d /y
Home Address: Apt. City State Zip
Mailing Address: Apt. City State Zip

COMMUNICATION

What is the best way to contact you? [JHome [Cellular (D0Work [Email OText [J*Alternate [Confidential (Do Not Call)
[OMyChart Patient Portal (provide email)

Home # ( ) - Cell #( ) - Work #( ) - *Alternate # ( ) -
Email: @ (email will add you to the patient portal)
Canwe text you?[dYes CINo Can we leave a voice message? [1Yes [INo *Relationship to alternate:

Communication Preference: [Mail [OPhone [OText [OEmail [JMyChart (patient portal)
EMERGENCY CONTACT:
Name: Relationship: Phone # ( ) -

PATIENT INFORMATION
Sex at Birth: OFemale [OMale

Gender Identity: [JFemale [ Male [FemaletoMale(Transgender Male) [Male to Female (Transgender Female)

[ Chose to not Disclose O Unknown/Other
Sexual Orientation: [] Straight/Heterosexual O Bisexual O Something Else O Unknown/Other
OGay [ Lesbian [ Chose to not Disclose
Preferred Pronouns:[] He/Him/His O She/Her/Hers [ They/Them/Theirs O ze/Hir/Hirs
[J Ey/Em/Eirs [ Other: [ Decline to State

FOR MINORS ONLY:

Parent/Legal Guardian of Minor: Dateof Birth: __/_/ Relationship to minor
Parent/Legal Guardian of Minor: Dateof Birth: __/_/ Relationship to minor
Marital Status: [JSingle [1 Married [ Divorced [ Life Partner [ Widowed [JLegally Separated
Language: O English O Spanish O Vietnamese [ Sign Language O Other

Impairments and/or Disabilities: O Visually Impaired [ Hearing Impaired

Interpreter Needed: [dYes 0 No
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Formulario del Registro de Paciente

Primer Nombre: Segundo Nombre: Apellido:

Otro Nombre: Nombre de Preferencia: Fecha de Nacimiento: m /d /a
Domicilio: Apt. Ciudad Estado _  Cddigo _
Direccion Postal: Apt. Ciudad Estado _ Cdédigo _

COMUNICACION

¢Cual es la mejor manera de contactarlo(a)? [JCasa Celular [JTrabajo [JEmail [(JTexto [J*Alternativo [JConfidencial (Nollamar)
[JPortal de Pacientes MyChart (proporcione email)

Casa # ( ) - Celular #( ) - Trabajo #( ) - *Alternativo #( ) -
Email: @ (email lo agregara al portal del paciente) *Relacién con la persona del
¢Podemos enviarle texto? [JSi [INo ¢Podemos dejar mensaje de voz?[JSi [No # alternativo:

Preferencia de Comunicacion: [J Correo [Teléfono [OTexto [OEmail [ MyChart (portal del paciente)
CONTACTO DE EMERGENCIA:

Nombre: Parentesco: Teléfono # ( ) -

INFORMACION DEL PACIENTE
Sexo asignado al nacer: [ Femenino [] Masculino

Identidad de Género: [JFemenino [JMasculino [JFemenino aMasculino (Transgénero Masculino)

[ Masculino a Femenino (Transgénero Femenino) [ Prefiero no Revelar []Desconocido/Otro
Orientacion Sexual: [ Straight/Heterosexual O Bisexual [ Algo Mas [ Desconocido/Otro
OGay O Lesbiana [ Prefiero no Revelar
Pronombres de preferencia:  [J El [ Ella [ Elle/Elles O Ze/Hir
[ Ey/Em/Eirs [ Otro: [ Me Niego a Declarar

PARA MENORES DE EDAD SOLAMENTE:

Padre/Tutor Legal del Menor: Fecha de Nacimiento: /__/ Relacién a el menor

Padre/Tutor Legal del Menor: Fecha de Nacimiento: /__/ Relacién a el menor

Estado Civil:  [Soltero(a) O Casado(a) [ Divorciado(a) [ParejadeVida OViudo(a) [ Legalmente Separado(a)
Idioma: [inglés OEspanol O Vietnamita [ Lengua de Sefias [ Otro

Impedimentos y/o Discapacidades: [ Discapacidad Visual [ Discapacidad Auditiva
Necesita Interprete: [Si O No
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Patient Registration Form

ADDITIONAL REQUIRED INFORMATION

* As a federally qualified health center we are required to collect this information. All information shared will remain confidential.

Homeless Status: O No [ Doubling Up [ Shelter [ Street OCorrectional Facility
Are you a veteran? OYes [ONo
Are you a farm worker? [0 No [OMigrant Worker (leave your community for work)

[0 Seasonal Worker (work on a seasonal basis within your home community)

Ethnicity: (Please check one, ONLY)
O Another Hispanic/Latino/a or Spanish Origin  [INon-Hispanic/Non-Latino [JCuban 0 Decline to State

O Mexican, Mexican American or Chicano/a O Puerto Rican OUnknown

Race: (check all that apply)

[ Alaskan Native O American Indian OAsian Indian OBlack/African American [ Chinese

O Filipino [ Guamanian/Chamorro [ Japanese O Korean [ Native Hawaiian
O other Asian O other Pacific Islander [JSamoan O Unknown O Vietnamese
O White [ Multi Race ODecline to State

PRIMARY INSURANCE INFORMATION

Name of Insurance: Insurance #:

Family Size: Family Income:

RESPONSIBLE PARTY (Guarantor)

Statement/bills will be addressed to responsible party.

Name: Date of Birth: m /d 1y
Email: @

Mailing Address Apt. City State Zip
Home Phone # ( ) - Cell # ( ) - Work Phone # ( ) -
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Formulario de Registro del Paciente

INFORMACION ADICIONAL REQUERIDA

* Como centro de salud calificado a nivel federal, estamos requeridos de colectar esta informacion. Toda la informacién compartida sera confidencial

¢Estasin Hogar? O No [ Vivienda Compartida [0 Refugio O Calle [ Instalacién Correccional
¢Es veterano? asi [ No
¢Es trabajador agricola? O No [J Trabajador Agricola (dejo su comunidad para trabajar)

[ Trabajador Estacional (trabaja por temporada dentro de su comunidad de origen)

Etnia: (Por favor marque SOLO uno)
[J Otro Origen Hispano/Latino/o de Origen Espafiol ONo-Hispano/No-Latino [JCubano [ Niego a Declarar

[COMexicano, Mexicoamericano o Chicano/a OPuertorriquefio [J Desconocido

Raza: (marque todos los que correspondan)

[CINativo de Alaska O Indio-Americanon O Indio-Asiatico [INegro/Afroamericano [ Chino

O Filipino [0 Guamefo/Chamorro O Japonés [ Coreano [ Nativo Hawaiano
[ Otro Asiatico [ Otro Islefio del Pacifico [ Samoano [ Desconocido [ Vietnamita

O Blanco O Multirracial O Niego a Declarar

INFORMACION DEL SEGURO PRINCIPAL
Nombre de Seguro Médico: # De Seguro:

Tamaiio de Familia: Ingreso Familiar:

PERSONA RESPONSABLE (Garante)

Los estados de cuenta/cobros se enviaran a la persona responsable.

Nombre: Fecha de Nacimiento: m /d /a
Email: @

Direccion Postal Apt. Ciudad Estado _ Cddigo Postal
Teléfono de Casa # ( ) - Celular # ( ) - Teléfono de Trabajo # ( ) -

Patient Registration -SP- 1.2024




	First Name: 
	Middle Name: 
	Last Name: 
	Other Name: 
	Preferred Name: 
	Date of Birth  m: 
	d: 
	y: 
	Home Address: 
	Apt: 
	City: 
	State: 
	Zip: 
	Mailing Address: 
	Apt_2: 
	City_2: 
	State_2: 
	Zip_2: 
	Home: Off
	Cellular: Off
	Work: Off
	Email: Off
	Text: Off
	Alternate: Off
	Confidential Do Not Call: Off
	Home_2: 
	undefined: 
	undefined_2: 
	MyChart Patient Portal provide email: Off
	Cell: 
	undefined_3: 
	undefined_4: 
	Work_2: 
	undefined_5: 
	undefined_6: 
	Alternate_2: 
	undefined_7: 
	undefined_8: 
	Email_2: 
	undefined_9: 
	Can we text you: Off
	Relationship to alternate: 
	Mail: Off
	Phone: Off
	Text_2: Off
	Email_3: Off
	MyChart patient portal: Off
	Name: 
	Relationship: 
	Phone_2: 
	undefined_10: 
	undefined_11: 
	Male: Off
	Female: Off
	Male_2: Off
	Female to Male Transgender Male: Off
	Male to Female Transgender Female: Off
	Female_2: Off
	Chose to not Disclose: Off
	UnknownOther: Off
	Bisexual: Off
	Lesbian: Off
	StraightHeterosexual: Off
	Gay: Off
	HeHimHis: Off
	EyEmEirs: Off
	UnknownOther_2: Off
	ZeHirHirs: Off
	SheHerHers: Off
	Other: Off
	undefined_12: 
	Something Else: Off
	Chose to not Disclose_2: Off
	TheyThemTheirs: Off
	Decline to State: Off
	ParentLegal Guardian of Minor: 
	undefined_13: 
	Relationship to minor: 
	ParentLegal Guardian of Minor_2: 
	undefined_14: 
	Relationship to minor_2: 
	Single: Off
	Married: Off
	Divorced: Off
	Life Partner: Off
	Widowed: Off
	Legally Separated: Off
	English: Off
	Spanish: Off
	Vietnamese: Off
	Sign Language: Off
	Other_2: Off
	undefined_15: 
	Visually Impaired: Off
	No_3: Off
	Hearing Impaired: Off
	Yes_3: Off
	Primer Nombre: 
	Segundo Nombre: 
	Apellido: 
	Otro Nombre: 
	Nombre de Preferencia: 
	Fecha de Nacimiento  m: 
	d_2: 
	a: 
	Domicilio: 
	Apt_3: 
	Ciudad: 
	Estado: 
	Código: 
	Dirección Postal: 
	Apt_4: 
	Ciudad_2: 
	Estado_2: 
	Código_2: 
	Casa: Off
	Celular: Off
	Trabajo: Off
	Email_4: Off
	Texto: Off
	Alternativo: Off
	Confidencial No llamar: Off
	Casa_2: 
	undefined_16: 
	undefined_17: 
	Portal de Pacientes MyChart proporcione email: Off
	Celular_2: 
	undefined_18: 
	undefined_19: 
	Trabajo_2: 
	undefined_20: 
	undefined_21: 
	Alternativo_2: 
	undefined_22: 
	undefined_23: 
	Email_5: 
	undefined_24: 
	alternativo: 
	Sí: Off
	No_4: Off
	Sí_2: Off
	No_5: Off
	Correo: Off
	Teléfono: Off
	Texto_2: Off
	Email_6: Off
	MyChart portal del paciente: Off
	Nombre: 
	Parentesco: 
	Teléfono_2: 
	undefined_25: 
	undefined_26: 
	Femenino: Off
	Femenino_2: Off
	Masculino a Femenino Transgénero Femenino: Off
	Masculino: Off
	Masculino_2: Off
	Femenino a Masculino Transgénero Masculino: Off
	Prefiero no Revelar: Off
	DesconocidoOtro: Off
	StraightHeterosexual_2: Off
	Bisexual_2: Off
	DesconocidoOtro_2: Off
	Gay_2: Off
	Lesbiana: Off
	EyEmEirs_2: Off
	undefined_27: Off
	Otro: 
	Él: Off
	Ella: Off
	ZeHir: Off
	Algo Más: Off
	Prefiero no Revelar_2: Off
	ElleElles: Off
	Me Niego a Declarar: Off
	PadreTutor Legal del Menor: 
	undefined_28: 
	Relación a el menor: 
	PadreTutor Legal del Menor_2: 
	undefined_29: 
	Relación a el menor_2: 
	Solteroa: Off
	Casadoa: Off
	Divorciadoa: Off
	Pareja de Vida: Off
	Viudoa: Off
	Legalmente Separadoa: Off
	Inglés: Off
	Español: Off
	Vietnamita: Off
	Lengua de Señas: Off
	undefined_30: Off
	Otro_2: 
	Discapacidad Visual: Off
	No_6: Off
	Discapacidad Auditiva: Off
	Sí_3: Off
	No_7: Off
	Doubling Up: Off
	Shelter: Off
	Street: Off
	Correctional Facility: Off
	Are you a farm worker: Off
	No_9: Off
	Migrant Worker leave your community for work: Off
	Seasonal Worker work on a seasonal basis within your home community: Off
	Another HispanicLatinoa or Spanish Origin: Off
	NonHispanicNonLatino: Off
	Cuban: Off
	Decline to State_2: Off
	Mexican Mexican American or Chicanoa: Off
	Puerto Rican: Off
	Unknown: Off
	Alaskan Native: Off
	American Indian: Off
	Asian Indian: Off
	BlackAfrican American: Off
	Chinese: Off
	Filipino: Off
	GuamanianChamorro: Off
	Japanese: Off
	Korean: Off
	NativeHawaiian: Off
	Other Asian: Off
	Other Pacific Islander: Off
	Samoan: Off
	Unknown_2: Off
	Vietnamese_2: Off
	White: Off
	Multi Race: Off
	Decline to State_3: Off
	Name of Insurance: 
	Insurance: 
	Family Size: 
	Family Income: 
	Name_2: 
	Date of Birth m: 
	d_3: 
	y_2: 
	Email_7: 
	undefined_31: 
	Mailing Address_2: 
	Apt_5: 
	City_3: 
	State_3: 
	Zip_3: 
	Home Phone: 
	undefined_32: 
	undefined_33: 
	Cell_2: 
	undefined_34: 
	undefined_35: 
	Work Phone: 
	undefined_36: 
	undefined_37: 
	No_10: Off
	Vivienda Compartida: Off
	Refugio: Off
	Calle: Off
	Instalación Correccional: Off
	Sí_4: Off
	Es trabajador agrícola: Off
	Trabajador Agrícola dejo su comunidad para trabajar: Off
	Trabajador Estacional trabaja por temporada dentro de su comunidad de origen: Off
	Otro Origen HispanoLatinoo de Origen Español: Off
	NoHispanoNoLatino: Off
	Cubano: Off
	Niego a Declarar: Off
	Mexicano Mexicoamericano o Chicanoa: Off
	Puertorriqueño: Off
	Desconocido: Off
	Nativo de Alaska: Off
	IndioAmericanon: Off
	IndioAsiático: Off
	NegroAfroamericano: Off
	Chino: Off
	Filipino_2: Off
	GuameñoChamorro: Off
	Japonés: Off
	Coreano: Off
	Nativo Hawaiano: Off
	Otro Asiático: Off
	Otro Isleño del Pacifico: Off
	Samoano: Off
	Desconocido_2: Off
	Vietnamita_2: Off
	Blanco: Off
	Multirracial: Off
	Niego a Declarar_2: Off
	Nombre de Seguro Médico: 
	De Seguro: 
	Tamaño de Familia: 
	Ingreso Familiar: 
	Nombre_2: 
	Fecha de Nacimiento m: 
	d_4: 
	a_2: 
	Email_8: 
	undefined_38: 
	Dirección Postal_2: 
	Apt_6: 
	Ciudad_3: 
	Estado_3: 
	Código Postal: 
	Teléfono de Casa: 
	undefined_39: 
	undefined_40: 
	Celular_3: 
	undefined_41: 
	undefined_42: 
	Teléfono de Trabajo: 
	undefined_43: 
	undefined_44: 
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Text183: 
	Text184: 
	Text185: 
	Text186: 
	Text187: 
	Text188: 
	Text189: 
	Text190: 


