|
CAI-I-EN I-0RD[ Application for Income-Based Discount MRN:

Name Date of Birth:
(Please Print) (MM/DD/YYYY)

Total annual income is $ Number of dependents (Including Self)

Please check which financial documents you are providing:

Pay Stub Letter of Unemployment/Check Stub
Tax Form Letter of Employment
Bank Statement Other (please explain):

If you are unable to provide documentation, check all that apply:
I do not have documentation today.

I get paid in cash
I do not get paychecks or pay stubs
| do not earn income

Other reason:

***]1f your annual income does not match your documents, please explain why:

I am employed for only part of the year (please explain):

My income changes from month to month (please explain):

Other reason (please explain):

I certify that | have provided all of my income information and that all of the above information is
true and correct. | understand that this information is required to fulfill grant reporting purposes and
will be used to determine eligibility for the Income Based Sliding Fee Scale at Callen-Lorde if 1 am
uninsured. | also understand that if | have intentionally misrepresented my income, | will be asked to
repay any discounts | have been given, and may lose my eligibility for discounts in the future. |
understand that false information may also lead to discharge from Callen-Lorde.

You may need to meet with an Insurance Navigator to determine eligibility before receiving a
discount for some services.

| decline to provide my income information. | understand that this decision may
affect my ability to receive sliding scale discounts for services | receive. (Initial)

Signature Date

To apply this income to previous service dates, the effective date is:




	Reg Form - vr13.1
	Patient Consent 200715
	Acknowledgment Notice of Privacy 200715
	Medical History Form


MRN#: Date:

@ ANEEINNY| ORDE
COMMUNITY HEALTH CENTER MEDICAL HISTORY FORM Provider:

First Name: Last Name: Date of Birth:
/ /
Gender Identity
|:| Male/Man |:| TransMale/Transman |:] Genderqueer/Nonconforming |:| Decline to Answer
[] Female/Woman [] TransFemale/Transwoman [ ] Something Else
Sexual Orientation
[ ] Gay [ ] Lesbian [ ] Bisexual [] Queer [] Straight [ ] Something Else [] Decline to Answer
[Lifestyle ]
Housing: What is your housing status? Alcohol: Do you drink alcohol?
[] Stable housing [ ] Homeless [JYes  [JNo  []lusedto:Yearquit:
If homeless: [] Street [] Transitional If Yes: How often and how much?
[] Shelter [] Doubling Up [] Daily [] Monthly [] Weekly  [] Occasionally
How much do you drink?
Sleep Patterns: Do you have any changes in [J1drink  []2drinks  []3drinks
your sleep patterns? [1Yes [No [J4drinks [ ]5drinks [ ] Morethan 5

Do you have now or have you had any of the following conditions?

If yes, enter year of diagnosis Date of Last Dental Exam:
[ ] Abnormal GYNPap  Year: [] Diabetes Type 1 Year: [ ] Heart Attack Year:
[] Asthma Year: [] Diabetes Type 2 Year: [] Seizure disorder  Year:
[] Cancer *SPEAKTO YOUR PROVIDER* [[] Gonorrhea Year: [] Syphilis Year:
[[] Chlamydia Year: [ ] Hepatitis *SPEAK TO YOUR PROVIDER* [ ] Tuberculosis Year:
[ ] Deep Venous Thrombosis Year: [ ]High cholesterol Year:
[ ] Depression Year: [JHIV Year Diagnosed: -> Date started HIV meds:

Please check off any surgeries you have had.

[] Appendectomy Yearr [ ]Gender Affirming - Genital Year: [] Hysterectomy: Uterus only Year:

[] Breast Augmentation Year: [ ]Hemorrhoidectomy  Year: [[] Mastectomy Year:
CABG Year: Hernia Repair, Inguinal  Year: Hysterectomy: Uterus .

D D P 9 D & Ovaries Year:

[[] Cholecystectomy  Year:

Please select all the medical condition(s) that apply: [ ] No Relevant Family Medical History ~ [_] Adopted - no family history known
Unknown Deceased?

Father:  [JCancer [ _|Diabetes Type: [ JHeartdisease [ |High BP [ ] High cholesterol ] ; []Yes []No
Mother:  [T]Cancer  [] Diabetes Type: []Heartdisease [ ]High BP []High cholesterol  [T] i [1Yes []No
Sister:  []Cancer  []Diabetes Type: [ ]Heartdisease [ ]HighBP [ ] High cholesterol  [] i []Yes []No
Brother: []Cancer [ | Diabetes Type: [JHeartdisease [ |HighBP [ ] High cholesterol [] [[]Yes []No
Drug Use: If yes, what drug(s) do you use or used to use?
Do you use or used to use drugs? [] Marijuana............ [] 1 quit [] I'quit
[JYes []No [ ] Crystal Meth/Tina......... []1quit [] I'quit

Sexual Practices: If yes or Previously: _
Oral-receptive [_|Yes [ |No

a2 . ) S .
Are you sexually active? ' Anal 'recep'tlve [[JYes [JNo Vaginal-receptive [ ]Yes [ ]No Orak-insertive [ ]Yes []No
[J] Yes [ No [ Previously Anakinsertive []Yes []No vaginal-insertive []Yes []No Oral-anal [Yes []No






First Name:

Last Name:

Confidential Information

**If not listed below please speak to your provider**

Are you sexually active?

If yes or Previously:

Anal-receptive 

Anal-insertive 

Oral-receptive 

Oral-anal 

Oral-insertive 

Do you use or used to use drugs?

If yes, what drug(s) do you use or used to use?

Drug Use:

Sexual Practices:

Vaginal-receptive 

Vaginal-insertive 

Date of Birth:

/

/

Family Medical History

**If not listed below please speak to your provider**

Father:

Mother:

Please select all the medical condition(s) that apply:

Sister:

Brother:

Unknown

Deceased?

Surgical History

**If not listed below please speak to your provider**

Please check off any surgeries you have had.

Year: __________

Year: __________

Year: __________

Year: __________

Year: __________

Year: __________

Year: _______

Year: __________

Year: __________

Year: _______

Medical History

**If not listed below please speak to your provider**

Year: __________

Year: ________

Do you have now or have you had any of the following conditions? 

    If yes, enter year of diagnosis

Year: __________

Year: __________

Year: __________

Year: __________

Year: __________

Year: __________

Year: __________

Year: __________

Year: ______

Year: __________

Date of Last Dental Exam: ______________________________

Year: __________

Year Diagnosed: __________  ->   Date started HIV meds: ____________

Lifestyle

Alcohol:

Do you drink alcohol?

How often and how much?

Sleep Patterns:

Do you have any changes in your sleep patterns?

Housing:

If homeless:

What is your housing status?

How much do you drink?

Year quit:_______________ 

If Yes:

****** STOP HERE IF YOU GET PRIMARY CARE SOMEWHERE ELSE ******

MEDICAL HISTORY FORM

PATIENT INFORMATION

MRN#:

Date:

Provider:

Gender Identity

Sexual Orientation

REGISTRATION FORM

gmayer

Medical office registration form.dot

gmayer

5

Microsoft Office Word
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