(L) Valley Professionals
“7° ) Community Health Center

" CARING PROFESSIONALS IN YOUR COMMUNITY.

New Patient — Child

Name: DOB: Birth Gender: 0 Male [1Female
First Ml Last

Mailing Address: City/State/Zip:

Physical Address: City/State/Zip:

Home Phone: Cell: Work:

Language: LIEnglish [1Spanish

Communication Preferences: (for appointment reminders, etc.) Language: L1English [I1Spanish
Type: (choose one) [1Voice [1Text Contact Number: (choose one) [L1Home [ICell [1Work

Emergency Contact Information:

Name: Relationship to Patient:

Home Phone: Cell:

Emergency Contact has permission to be on patient Release of Information: C1Yes [INo
Foster Care: [1Yes CINo If yes, please provide Letter of Guardianship.

Responsible Party:

Name: Birthdate:
Mailing Address: City/State/Zip:

Relationship to Patient:

Pharmacy:

Name Location/Address
Primary medical provider: (this is the provider you will see on a regular basis).

Language: CJEnglish [Spanish CASL [Other: Interpreter: [dYes [INo
Marital Status: [ISingle [1Married [Separated [IDivorced [1Widowed
Race: LJAsian Indian [LIChinese LIFilipino Ethnicity: LIJMexican [JMexican American
[1Japanese [1Korean [1Vietnamese [IChicano [JPuerto Rican CCuban
[1Other Asian LIAnother Hispanic, Latino/a or Spanish Origin
[INative Hawaiian [JOther Pacific Islander U Total Hispanic Latino/a or Spanish Origin
(] Guamanian or Chamorro Somoan LINot Hispanic, Latino/a or Spanish Origin
[IBlack/African American [JChoose not to disclose
[LIWhite [1American Indian/Alaska Native
[ IMore Than One Race
[ JChoose Not to Disclose

Employment Status: [IFull-time [IPart-time C1Unemployed [1Self-employed [1Student [1Retired
Employer:
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Gender Identity: [1Male [1Female [Transgender Male [1Transgender Female [1Other

[ IChoose Not to Say
Sexual Orientation: [Straight [1Gay/Lesbian [1Bisexual [1Other [JUnsure [1Choose Not to Say

Health Insurance Information: Do you have? [1Yes [INo — ask us about our Sliding Fee Discount

Primary Insurance: ID Number:
Group Number: Policy Holder (who carries insurance):
Policy Holder Date of Birth: Relationship to Patient:
Secondary Insurance: ID Number:
Group Number: Policy Holder (who carries insurance):
Policy Holder Date of Birth: Relationship to Patient:

Military Status: [JActive [JVeteran [IN/A: Homeless: [1Yes [INo Migrant Worker: [JYes [INo

How did you learn of Valley Professionals? [1TV/Radio [1Google [JFacebook
[IFamily/Friend [Other:

Number of People in Household: Annual Income

=<Treatment of a Minor (person permitted to bring patient for treatment without parent or guardian):

I give my permission for my child to be receive medical treatment at Valley Professionals in my absence. In addition, |
give permission for the provider to share any relevant health information with the person accompanying my child. My
child will be accompanied by:

LIHimself or herself (only if 16 years or older)
CIRelative/family member: Name Relationship:
[1Other: Name Relationship:

Medical History:

Our electronic medical record system allows us to review, collect and share your medical history including
medications, testing and treatment plans. This information is collected from various sources, including your pharmacy,
healthcare plan and other healthcare providers. Knowing this information allows our providers to treatyou properly
improving your experience and decreasing risk. This information will become part of your medical record. You have
the right to request a restriction on the ways your personal healthcare information is used or disclosed. All requests
should be submitted in writing to Valley Professionals.

Release of Information:
I hereby authorize Valley Professionals Community Health Center to release/discuss my protected healthinformation
with the following individuals:

Name: Relationship: Contact number:

Name: Relationship: Contact number:

I understand | have the right to revoke this authorization, in writing, at any time by sending written notice to Valley
Professionals. If | revoke the authorization, this will not apply to any information that has already been released based on
the authorization or to information that Valley Professionals has used based on the authorization. For questions on the use
and disclosure of information, | can contact Valley Professionals.
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Health Histor

Valley Professionals Community Health Center (VPCHC) uses a team-based approach to healthcare thatworks at
improving care by providing comprehensive and continuous medical care. Our comprehensive care covers prevention
and wellness, acute and chronic care as well as mental health and dental. In order to provide the best patient care
possible, it is essential that the information below be provided to ensure your healthcare team understands your specific
health concerns/needs. Each patient’s provider and care team work to support the patient in learning to manage and
organize their own care. In addition, the care team coordinates patient care with medical facilities, hospitals, home health
and community services to ensure continuous care.

Please complete the following information for your care team:

Health Concerns: please indicate all that apply

[ 1 Asthma [IBlood Pressure ] cancer [ICholesterol
[1copPD [1Diabetes [ Heart []Smoker/Tobacco User
] Thyroid C1Other

Surgery: please list all surgeries you have had

Allergies: please list all allergies including medication, foods and environmental
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***By signing below, I confirm that the information provided is correct to the best of knowledge:

Parent/Guardian Signature Date

***By my signature below, | acknowledge that | have received the Patient Bill of Rights and a Notice of Privacy
Practice.

Parent/Guardian Signature Date
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