o/ Y, Pueblo
Community
Health Center

Your Health. Our Mission.

Patient Information Form
PLEASE PRINT (ONE form per person)

Date:
Patient Information
Legal Name:  Last First M.L.
BirthDate: [/ [ Social Security # - -
Sex: [[]Male [_JFemale [JTransgender Male/Female-to-Male [JTransgender Female/Male-to-Female [JOther [JDecline
Physical Address: City: State: Zip:
Mailing Address: City: State: Zip:
Phone(s): Day: ( ) - Cell : ( ) - Email address:
Employer: Work Number: ( ) -

Guarantor Information (Person Responsible for Payment of Accounts/Services)

Same as above |:|

Legal Name:  Last First M.I.
Birth Date: / / Social Security # - - Relationship to Patient:
Mailing Address: City: State: Zip:
Phone(s): Day: ( ) - Cell: ( ) - Email address:
Employer: Work Number: ( ) -

Person to Notify in Case of Emergency (Spouse, Parent, Guardian or Other)

Name: Relationship to Patient: Phone: () -

Insurance Information
(Provide current copy of insurance card to PCHC staff)

Name of Insured: Name of Insurance

Policy Number: Group Number: Policyholder Name:

Effective Date: Patient’s Relation to Policyholder: [JSelf [ Spouse [_]Child [J Other
Policyholder SSN#:.__/  /  Policyholder DOB:

Secondary Insurance Name: ID#

Is your visit due to a(n): Auto Accident? [JYes [ No Job Related Injury? [JYes []No

Household Income Information

Number of People Living in Household:

Estimated Monthly Household Income: $ (If no income, please enter “0”)

See Back
Revision date: 6/2018




Additional Information
Please answer the following questions in order for us to better serve you.

What language is preferred? [JEnglish  [Spanish ~ [JOther

Over the past 24 months, have you (patient) or a member of your family:
Been hired to do agricultural work like: planting, picking, packing house, driving truck for any type of farm work, worked
with animals like cows, chickens, etc.? [JYes [JNo
Lived away from home in order to work in any type of agriculture (farm work)? [JYes [No
Stopped working in agriculture because of disability or age (too old to do work)? [JYes [JNo
Are you presently living with friends or family, in your car, in a shelter, in a hotel or on the street and consider yourself
homeless? [dYes [No

US Veteran Status: Have you (patient) completed service in the Uniformed Services of the United States? [JYes [INo

Ethnicity: Check one of the following ethnic groups that best pertains to you (patient).
[CHispanic/Latino  [JNon-Hispanic/Non-Latino

Race: Check one of the following racial groups that best pertains to you (patient).
O Asian
[0 Native Hawaiian
[ Other Pacific Islander
[ Black/African American (including Blacks or African American of Latino/Hispanic descent)
[J American Indian/Alaska Native (including American Indians or Alaskan Natives of Latino/Hispanic descent)
[J White (including Whites of Latino/Hispanic descent)

Marital Status: Sexual Orientation:
O Married (Common Law) [ Lesbian or Gay [] Decline to disclose
[ Single [ Straight (not lesbian or gay)
O widowed O Bisexual
[ Divorced O Something else
[ Other O Don’t know

I hereby certify the information provided is correct and true to the best of my knowledge. | permit PCHC representatives
to contact any necessary person or agency to verify this information. | agree to notify PCHC promptly of any change in
household members, address, phone, income, insurance, or other essential information. | understand that I must show my
card at time of service based upon the guidelines established by PCHC and the State of Colorado. Co-payments/nominal
fees are to be made at time of service unless authorized beforehand.

I understand PCHC may request additional information from me in the future to qualify me for programs that will help
cover the costs of my care, prescriptions and other services while | am a PCHC patient.

X Date: / /
Signature of Patient (If patient is over 18), GUARDIAN (If patient is under age 18, OR WITNESS (If adult patient is
unable to sign)

Print Name:
Relationship to Patient: [ Self [ ] Parent/guardian [ ] Authorized Representative [ ] Other:

How did you hear about PCHC?

] Family/Friend ] walk-In
[ ] Radio/TV [ ] Billboard
] Social Media ] Other:

Authorized Use Only

Staff initials: Dept:
New patient: Yes [ ] No []
FPT] FHT [ 1Zs [] AAADental [] OB Care Only [] Podiatry Only []
DDSOnly[] EISOnly[[] NFPOnly[]  Nursing Home Only []

Revision date: 6/2018




o~ 4, Pueblo

Community
Health Center
Your Health. Our Mission.

HIPAA Acknowledgement &
Confidential Communication Request

Date: Patient Name:

Patient DOB:

ALL NEW PATIENTS MUST COMPLETE THIS FORM.

ACKNOWLEDGEMENT

I (Patient Name) acknowledge receipt and reviewed the Pueblo Community Health
Center Notice of Privacy Practices (please sign below).
I would like to receive a copy of any amended Notice of Privacy Practices by email: lYes No
If yes, please provide email address:

COMMUNICATION

| also would like Pueblo Community Health Center to follow these instructions when contacting me regarding my health
care (please mark all that apply):

At day phone number listed (preferred contact number):

Leave messages on my answering machine/voice mail [] Allow 1 Not allow
Leave messages with any other person [J Allow [ Not allow
At alternate phone number: ( ) -
Leave messages and tell them who is calling if asked OAllow [INot allow
Leave messages on alternate phone voice mail or answering machine  [JAllow [INot allow
Signature of Patient/Guardian: Date

Parent/Guardian Name (Please Print):

If not signed by patient (or plan member), please complete section below and indicate your relationship:

OParent/Guardian of minor patient.

Mother's Name: Father's Name:
[IBeneficiary or personal representative of deceased patient (Copy of court order needed)
ClGuardian or Conservator of an incompetent person (Copy of court order needed)
[CJother (specify)

Privacy Practice Acknowledgement must be signed before initial visit to Pueblo Community Health Center. You
may end or change “Communication” section in this form at any time by filling out a new form. All previous
“HIPAA Acknowledgement & Confidential Communication Request” forms will be void.

Staff Initials: Dept:

Date sent to Med Rec: Med Rec Clerk Initials: Scanned Date:

HIPAA Acknow &Confidential Communication Request (V2.0) Revised 3/2017




o~ 4, Pueblo

Community
Health Center
Your Health. Our Mission.

HIPAA Acknowledgement &
Confidential Communication Request

Date: Patient Name:

Patient DOB:

PATIENT WILL COMPLETE UPON REQUEST

AUTHORIZATION

I, , give my permission to Pueblo Community Health
Center and/or any staff member of Pueblo Community Health Center to discuss my health care with the individuals noted
below who may, from time-to-time, help me receive and pay for health care. This may include, but is not limited to,
attending my appointments, helping me follow treatment recommendations, picking up medicines, helping me understand
my test results, helping me understand and make payments for health care

Name Relationship Phone #

Name Relationship Phone #

Please note: This form does not replace the Release of Information form that must be completed to release PHI
to another entity (person/business).
RESTRICTIONS

The following people shall not be allowed access to my Personal Health Information:

Name Relationship
Name Relationship
Signature of Patient/Guardian: Date

Parent/Guardian Name (Please Print):

If not signed by patient (or plan member), please complete section below and indicate your relationship:

O Parent/Guardian of minor patient.

Mother's Name: Father's Name:
[JBeneficiary or personal representative of deceased patient (Copy of court order needed)
[OGuardian or Conservator of an incompetent person (Copy of court order needed)
[JOther (specify)

You may end or change the directions in this form at any time by filling out a new form. All previous “HIPAA
Acknowledgement & Confidential Communication Request” forms will be void.

Staff Initials: Dept:

Date sent to Med Rec: Med Rec Clerk Initials: Scanned Date:

HIPAA Acknow &Confidential Communication Request (V2.0) Revised 3/2017




0 /}A e , Pueblo

Community
Health Center

Your Health. Our Mission.

Consent to Treat/Bill
(Please complete one form per patient)

| authorize release of Protected Health Information necessary to obtain payment, provide treatment
and to conduct healthcare operations as described in PCHC’s Notice of Privacy Practices.

| consent for the clinician to treat my medical, behavioral health and/or dental condition.

| authorize payment of benefits to PCHC for services rendered and agree to pay all balances due,
including collection costs.

| consent to be contacted by regular mail, by email or on my phone (including my cell phone)
regarding any matter related to any account where | am the guarantor at PCHC, its successors, or
outside agency as assigned by PCHC. This consent includes any updated or additional contact
information that | may provide and includes phone calls that employs auto-dialer technology and
prerecorded messages. This consent applies to all PCHC healthcare providers. If | wish to revoke
consent to call my cell phone, | agree to provide you notice of that revocation by mailing such
revocation to Pueblo Community Health Center, 110 E. Routt Ave., Pueblo, CO 81004.

Patient Name (Please Print) Patient DOB

Patient Signature

Parent/Guardian Signature Parent/Guardian Name (Please Print)

Date Signed

Consent to Treat/Bill must be signed annually by patient.

AUTHORIZED USE ONLY
Staff Initials: Dept:
Date sent to Medical Records: Med Rec Clerk Initials: ______ Scanned Date:

Consent to Treat/Bill Revised: 8/2016




o~ 4, Pueblo

Community
Health Center

Your Health. Our Mission.

Patient Registration Checklist

Please read each item below and check mark all boxes that apply. Please sign to acknowledge you have
read the material and understand your responsibilities as a Pueblo Community Health Center (PCHC)
patient.

1. According to the Affordable Care Act, everyone is required to have health insurance.
Colorado Indigent Care Program (CICP)/ Sliding fee discount is not a health insurance.

|:| 2. You may be eligible for financial assistance to help purchase insurance through the
Connect for Health Colorado Market Place.

|:| 3. If my health insurance or discount program expires before my appointment |
understand | may be responsible for 100% of any medical expenses incurred.

|:| 4. Nominal fees are due at time of service.

|:| 5. I understand that | will be billed separately for lab and hospital services at rates set by their
facility.

|:| 6. CICP will back date 90 days. If | need to back date for services received outside PCHC, it
is my responsibility to take my card to that facility and take care of the bill.

|:| 7. 1 may qualify for a rerate after 90 days from the previous application. | must provide proper
documentation proving changes in my financial situation. Failure to report changes or give
incorrect information regarding my financial situation can lead to permanent discharge form
PCHC.

|:| 8. In order for PCHC pharmacy to fill prescriptions from a provider other than PCHC
provider, it must have a co-signature from a PCHC provider.

|:| 9. If eligible for Presumptive Eligibility (PE), it does not guarantee ongoing Health First
Colorado (Colorado’s Medicaid) or Child Health Plan Plus (CHP+) benefits. The PE program
allows you to see a provider and get prescriptions while your application is being processed. |
may be required to pay an enrollment fee for CHP+.

|:| 10. PCHC is providing assistance with completing the Health First Colorado (Colorado’s
Medicaid) Application but is NOT responsible for processing the application.

|:| 11. If I am not eligible for PCHC discount programs or CICP, I understand | am responsible for
payment of Behavior Health, Dental and Medical Visits

|:| 12. I have received the PCHC Patient Guide which explains my rights and responsibilities as a
patient.

|:| 13. Pueblo Community Health Center offers comprehensive health care services. Our goal is to
create a patient centered medical home (PCMH). PCMH is a team-based health care model led
by a health care provider to provide complete and ongoing medical care to patients to obtain
maximum health results.

Patient Name: DOB:

Signature: Date:

ER Initial



PCHC ADULT HISTORY FORM
PCHC FORMA DE HISTORIA DEL ADULTO

PATIENT HISTORY

HISTORIA DEL PACIENTE
NAME DATE OF BIRTH AGE
(NOMBRE) (FECHA DE NACIMIENTO)  (EDAD)
ADDRESS PHONE
(DOMICILIO) (TELEFONO)
OCCUPATION INSURANCE
(OCUPACION) (SEGURO DE SALUD)
ARE YOU HEARING OR VISUALLY IMPAIRED? [ves [Ino
(TIENE PROBLEMAS DE OIDA O CON SU VISTA) HE [vo

HOSPITAL ADMISSIONS
ADMISIONES DEL HOSPITAL

List ALL surgeries you have had: List all other Hospital admissions:

(Lista todas las cirugias que ha tenido) (Lista todo los otros admisiones hospitalarias)
YEAR SURGERY \ OPERATION YEAR ILLNESS

(ANO) (OPERACION) (ANO) ( ENFERMEDAD)

HAVE YOU EVER HAD (BEEN DIAGNOSED WITH) ANY OF THE FOLLOWING:
Alguna vez ha sido diagnosticado con alguno de los siguientes:

Eye Infections Anemia Stroke

(Infecciones en los 0jos) (Anemia) (Ataque fulminante)

Gall Bladder disease Cancer Convulsions

(Enfermedad de la Vesicular) (Cancer) (Convulsiones)

Stomach Ulcers Pneumonia Mental lliness

(Ulceras del estomago) pulmonia) (Enfermedad mental)
Diabetes Blood Transfusion Prostate Problems
(Diabetes) (Transfusion de Sangre) (Problemas del prostate)
Kidney disease

(Enfermedad del rifién)



MEDICATIONS Pharmacy Preference
(MEDICINAS) Preferencia de farmacia

Please list the medications you are currently taking.
(Lista por favor las medicinas que usted esta toma actualmente.)

10.
11.
12.

PN~
® N O

ALLERGIES
ALERGIAS

Please list allergies to medicines.

(Por favor, liste las alergias a las medicinas)
1. 3.

2. 4.

IMMUNIZATIONS
VACUNAS

If you have had any of the following shots — please check the appropriate line and indicate the approximate
date, if known.

(Si ha tenido cualquiera de los siguientes vacunas, verifica por favor la linea apropiada y indica la feche
aproximada, si es conocido.)

|:| Flu [dTetanus D'Pneumonia shot” or Pnemovax
(La Gripa) (Tétano) (Pulmonia o “Pneumovax”)




FAMILY HISTORY
HISTORIA DE LA FAMILIA

If any blood relative has suffered any of the following — please check the appropriate condition and
indicate which relative. (Si alguno de su familia ha sufrido de cualquiera del los siguiente
enfermedades, verifica por favor la condicion apropiada y indica cual pariente).

Heart Attack Lung Disease
(Ataque de Corazon) Enfermedad de los Pulmones)
troke Arthritis

(Ataque de la Apoplejia) (Artritis)

Cancer Glaucoma

(Cancer) (Glaucoma)

Diabetes Hypertension

(Diabetes) (Hipertension)

Epilepsy Other Serious lliness

(Epilepsia) (Otra enfermedad grave)
Married Single Divorced #of children Ages
(Casado) (Soltero) (Divorciado) (Numero de nifios) (Las edades)
Do you smoke? How many Years?
(Fuma?) (Por cuantos anos?)
Do you Drink Alcohol? Heavy Moderate Light
(Bebe alcohol?) (Mucho) (Moderado) (Leve)

Have you ever used illegal drugs?
(Alguna vez has usado drogas ilegales)

Religious Preference

(Preferencia Religiosa)

PREFERRED LANGUAGE

(LENGUA PREFERIDA)




YES NO
NO

MEDICAL HISTORY
HISTORIA MEDICA

Do you currently have any of these symptoms?

SI

Fatigue

(Fatiga)

Sudden Weight Loss

(Perdida repentina del pes

Ear infections

(nfecciones de la oreja)

Loss of Hearing

(Perdida de iodo)

Ringing in the ear

(Infecciones de la oreja)

Bad Vision
(Mal Vision)

Eye Infections

(Infecciones en los ojos)

Double Vision

(Doble Vision)

Eye Pain

(Dolor en el ojo)

Sinus Trouble

(Problema de sinusitis)

Nose Bleeds

(Hemorragias Nasales

Sore Throat

Dolor de garganta)

Cough

(Tos)

Hoarseness

(Ronquera)

Shortness of Breath

(Falta de Alimento)

YES NO
NO

Chest pains
(Dolores en el pecho)
Swollen Ankles

(Tibolles Hinchados)
Palpitations
(Palpitaciones)
Irregular Pulse

(Pulso irregular)

Hypertension
(Hipertension)

Heart Murmur
(Murmullo del Corazén)
Indigestions
(Indigestion)

Loss of Appetite
(Perdida del apetito)
Constipation
(Estrenimiento)
Diarrhea
(Diarrea)

Blood in Urine

(Sangre de la orina)

Frequent Urination

(Orinar frecuente)

Hemorrhoids

(Hemorroides)

Dizzy Spells

(Mareos)

Fainting Spells
(Ratos de desmayos)

YES NO

Please check the appropriate answers below. Do not skip questions. (Verifica por favor las
respuestas apropiadas abajo. No omite cualquiera pregunta).

Numb Arms/Legs
(Adormecimiento en los
brazos/peirnas)

Memory Loss
(Perdida del a memoria)
Headaches

(Dolores de cabeza)
Insomnia

(Insomnio)
Nervousness
(Nerviosidad)
Depression

(Depresion)

Moodiness

(Mal humor)

Phobias
(Fobias

Hernia

(Hernia)

Back pain

(Dolor de la espalda)
Joint Pain

(Dolor de articulaciones)
Rashes

(Sarpullidos)

Allergies

(Allergias)




WOMEN

MUJERES
Age you first started having periods Date of last period
(La edad que primero comenzd su ciclo menstrual) (La fecha del dltimo regla que tuvo)
Flow Heavy Moderate Light
(El Flujo) (Grueso) (Moderado) (Leve)
Days of Flow Length of cycle
(Dias de Flujo) (Duracion del ciclo)

Do you have pain or cramps during your periods?
Tiene dolor o calambres durante su regla?)

Number of Pregnancies __  Number of Live Births Number of Miscarriages

(Numero de embarazos) (Numero de nacimientos vivos) (Numero de abortos involuntarios)
Areyouanursingmother? ____ Birth Control Method

(Eres una madre que lacta?) (Método del control de la natalidad)

Date of last Mammogram Date of last PAP Smear.

(Fecha del ultimo mamograma) (Fecha del ultimo examen de Papanicolaou)

Have you ever had an abnormal PAP smear or Mammogram?
(He tenido una mamograma o examen del Papanicolaou que fue anormal?

WHAT HEALTH PROBLEMS NEED TO BE ADDRESSED TODAY?:
(QUE PROBLEMAS DE SALUD DEBEN SER DIRIGIDAS HOY )

IF YOU HAVE ANY QUESTIONS ABOUT THIS FORM, OR IF THERE IS OTHER INFORMATION WHICH
YOU HAVE AND WHICH YOU FEEL MIGHT BE IMPORTANT, PLEASE DISCUSS IT WITH YOUR
DOCTOR. (Si usted tiene cualquier pregunta sobre esta forma, o si hay otra informacion que usted tiene y
que usted siente quizas sea importante, por favor hable con su doctor).

ALSO, IF ANY OF THE INFORMATION WHICH YOU MAY HAVE PROVIDED SHOULD CHANGE, YOU
SHOULD INFORM THE DOCTOR. (También, si cualquiera de la informacion que usted ha proporcionado
debe cambiar, usted debe informar al doctor.)

NAME: DATE:

(Nombre) (Fecha)



0 ‘aa ° Pueblo Pueblo Community Health Center, Inc.
Comm uni 110 East Routt Avenue

Health Center Pueblo, CO 81004
719-543-8711 (Phone) 719-543-0171 (Fax)

Your Health. Our Mission.

Authorization for the Use or Disclose of Protected Health Information

Patient Name: DOB: Medical Record #

Address:

Telephone # E-mail Address

1, , authorize Pueblo Community Health Center, Inc.,to  Release [l Receive @

Patient or Legal Representative

medical records

T0|:| From @

Name: Phone:

Address:

Only the following specific information: Other Date(s) of Service:
Or:

|:| Entire Medical Record and for specified date(s) of service: From; To:

I:' Behavioral Health and for specified dates(s) of service: From: To:

|:| Dental and for specified dates(s) of service: From: To:

Information to be released by: Paper Electronic

I understand that information disclosed pursuant to this authorization may include information relating to the following, unless specifically
restricted below:

e  Psychological/psychiatric conditions e Drugand/oralcohol abuse diagnosis and/or treatment
e HIV/AIDS diagnosis and/or testing e Sexually transmitted disease(s) diagnosis and/or testing
¢ Genetic Testing

List any restrictions:

The purpose of the disclosure is:

Re-disclosure of Information: I understand that once information is disclosed pursuant to this authorization that the Health Insurance
Portability and Accountability Act of 1996 (HIPAA), 45 C.F.R. Parts 160 and 164, protecting health information may not apply to the
recipient of the information and, therefore, may not prohibit the recipient from re-disclosing it. Other laws, however, may prohibit
re-disclosure.

Right to Refuse to Sign this Authorization: I understand that generally the person(s) and/or organization(s) listed above who I am
authorizing to use and/or disclose my information may not condition my treatment, payment, or eligibility for health care benefits on my
decision to sign this authorization.

Right to Revoke: I understand that I may revoke this authorization in writing at any time except to the extent that action has been taken in
reliance on it, or unless this authorization is given as a condition of obtaining health insurance coverage and the insurer has a legal right to
contest the policy or a claim under the policy. To revoke this authorization, I will provide the Medical Records Department, at the above
listed physician/health care provider’s office, with a written revocation.

Right to Inspect: I understand that I have the right to inspect the health information I have authorized to be used or disclosed by this
authorization form.

Right to Receive a Copy of Authorization: I understand that if I agree to sign this authorization, I must be provided with a signed copy of
this form if I so request.

Expiration Date: This authorization is in effect for ninety (90) days (unless I provide a written revocation at an earlier date)

Signature of Patient or Legal Representative(s): Date:
Printed Name(s): Relationship to Patient:
Staff Initials (if signed by other than patient)

Revised 07/2017
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