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Registration Form
Demographics
Last name: First: Middle:
Preferred name: Name at birth or other names:
Sex (legal): 0 Male O Female O Nonbinary O X
Gender Identity: [ Male O Female OMtoF OFtoM O Other:
Birth date: (month/date/year) Social Security Number:
Street address:
City: State: ZIP Code:
Mailing address: (if different from your home address)
City: State: ZIP Code:
Cell Phone: Work Phone:
Home Phone: Other:

Do we need to contact you at a different mailing address, phone number, or through an alternate method

for confidential issues? O No [OYes,

Marital Status: [0 Divorced [ Domestic Partner [J Married [ Single O Widowed [ Other:

What is your primary language?
Ethnicity:

O Cuban
O Mexican, Mexican American, Chicano/a

Doyou need an interpreter? [ Yes O No

Race: (mark all that apply)

O Alaskan Native
O American Indian

O Other Asian
O Other Pacific Islander

O Puerto Rican O Asia Indian O Guamanian or Chamorro
O Another Hispanic Latino/a or Spanish Origin O Black/African American [J Samoan
O Multiple Hispanic, Latino/a, or Spanish Origins O Chinese O Vietnamese
O Non-Hispanic or Latino/a O Filipino O White
[ Patient Refused [0 Japanese [ Patient Refused
O Unknown O Korean O Unknown
O Native Hawaiian
Emergency Contact
Name: Relationship:
Phone: Alternate Phone:
Legal Guardian? O Yes [ No
Guarantor (person responsible for payment)
Last name: First: Middle:

Last Name at Birth:
Billing Address:
City:

Relationship:

Date of Birth: (month/date/year)
State: ZIP Code:
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Income Verification for Sliding Fee Discount -
Client Name: Client Birth Date:
Last First Middle Month/Day/Year
[ Check here if guarantor is same as client
Guarantor: Date of Birth:
Last First Middle Month/Day/Year

Are you employed? [yes [ No

Housing: I:I own I:I rent I:I other - please explain:

Monthly Income (List source of monthly income BEFORE taxes and for all household members). If your income
status has changed at the time of your next appointment, you are responsible to inform the front desk.

Income Source Amount
Client Wages
Spouse / Partner Wages
Parent / Guatrdian Wages
General Assistance - or AFS / AFDC / TANF / Cash Assistance / Food Stamps
Wortket's Comp. / Unemployment

Housing Assistance (Amount HUD Pays)

Education Grants / Loans

Disability Income / Supplemental Security Income / SSI

Income Pension/Veteran/Retirement

Income Alimony / Child Support

Income Dividend/Interest Invest.

Other Source (explain)

Total Monthly Income

Total Annual Income (x 12 months) $

How many people (in each age group) live on this income and in this home?
AgeO-5 Age6-17 — Age18-64 — Age 65+

T accept the above conditions and agree that information provided is true and correct to the best of my knowledge.

Signature Date

FOR OFFICE USE ONLY DISCOUNT % INITTALS: TERM

Start Finish

Benton County Health Services, PO Box 579, Corvallis OR 97339, 541-766-6835 ADF-0158i-1s 12/21



Community Patient label
Health Centers

OF BENTON & LINN COUNTIES

Community Health Centers of Benton and Linn Counties is able to help our patients offset the cost of health
services due to grant support from the government. As a result we are required to gather income and housing
information for each of our patients. We realize this is very personal information and we will continue to protect your
confidentiality with this information as well as with your personal health information.

Employment Information

Have you or anyone else in your household worked in any of the following industries during the last two years?
Please check all that apply:

0 Orchards

[ Packing house (fruits, vegetables, gift boxes)

[ Reforestation / tree planting

O Vineyards

[ Crops / harvesting (fruit, vegetables, flowers, trees, mushrooms, etc.)

If you checked any of the above boxes, did your work ever require your family to move? [J Yes [J No
Have you been a member of the armed forces? [J Yes [J No

Employer(s) (optional):

Housing Information

Are you and your family members living in someone else’s household? [ Yes [J No

In the past 24 months, have you and your family been forced to move into a temporary situation because of housing
costs? [JYes [JNo

In the past 24 months, have you or someone in your household lived in one of the following:

] Shelter [ Transitional housing [ Camp or street

Insurance Information

Do you have health insurance? [J Yes [ No

O I am uninsured or have insurance with a very high deductible and would like to apply for the sliding fee scale to
help cover the cost of my visits. (You may be asked to provide verification of your income by providing check stubs
or income tax documents.)

Name of Primary Insurance:
Insurance Mailing Address:

City: State: ZIP code: Phone:
Name of Policy Holder: Relationship to Client:

Mailing Address: Phone:

Insurance ID: Group #:

Do you have additional insurance? [] Yes [ No



Y Race, Ethnicity, Language, and Disabilit Oregon
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These questions are optional and your answers are confidential. We would like you to tell us your race,

ethnicity, language and ability levels so that we can find and address health and service differences.

You can get this document in other languages, large print, braille, or a format you prefer. We accept all relay calls or you

can dial 711. Please contact at

Today’s Date: Medical record number (if applicable):

First Name: Middle Initial: Last Name: Date of Birth:
Race and Ethnicity

1. How do you identify your race, ethnicity, tribal affiliation, country of origin, or ancestry?

2. Which of the following describes your racial or ethnic identity? Please check ALL that apply.

Hispanic and Latino/a/x American Indian and Asian

O Central American Alaska Native O Asian Indian

O Mexican O American Indian O Cambodian

O South American O Alaska Native O Chinese

O Other Hispanic or Latino/a/x O Canadian Inuit, Metis, or O Communities of Myanmar
. . First Nation O Filipino/a

Natl_v_e Hawaiian and I Indigenous Mexican, Central 0 Hmong

Pacific Islander American, or South American O Japanese

O CHamoru (Chamorro) . . [0 Korean

0 Marshallese Black and African American O Laot

O Communities of the O African American O Saotlr?r/l.
Micronesian Region [ Afro-Caribbean O V-Ol: sian

O Native Hawaiian O Ethiopian 0O Ot[?]nagngse

O Samoan O Somali erAsian

O Other Pacific Islander [ Other African (Black) Other categories

White L1 Other Black [ Other (please list)

0 Eastern European Middle Eastern/North African ’

O Slavic O Middle Eastern O Don’t know

0 Western European O North African O Don’t want to answer

O Other White

3. If you checked more than one category above, is there one you think of as your primary racial or ethnic identity?
O VYes. Please circle your primary racial or ethnic identity above. O N/A. 1 only checked one category above.

0 1do not have just one primary racial or ethnic identity. O Don’t know

I No. I identify as Biracial or Multiracial. 0 Don’t want to answer
Agency or clinic: Agency staff or provider name or ID:
Phone: Address:

. Continued on next page MSC 0074 rev.12/30/2020



Language (/nterpreters are available at no charge)
4a. What language or languages do you use at home?

Skip to question 7 if you indicated English only
4b. In what language do you want us to communicate in person, on the phone, or virtually with you?

4c. In what language do you want us to write to you?
5a. Do you need or want an interpreter for us to communicate with you?
O Yes O No O Don’t know [0 Don’t want to answer
5b. If you need or want an interpreter, what type of interpreter is preferred?
O Spoken language interpreter O Deaf Interpreter for DeafBlind, additional barriers, or both
O American Sign Language interpreter O Contact sign language (PSE) interpreter
O Other (please list):

Skip to question 7 if you do not use a language other than English or sign language

6. How well do you speak English?
O Very Well O well OO Not Well OO Notatall [0 Dontknow [ Don’t wantto answer

(" Your answers will help us find health and service differences | yes | *If yes, at No | Don’t |Don’t | Don’t know

among people with and without functional difficulties. Your what age did know |wantto | what this
answers are confidential. (*Please write in “don’t know” if you this condition answer |question is
don’t know when you acquired this condition, or “don’t want begin? asking

to answer” if you don’t want to answer the question.)
7. | Are you deaf or do you have serious difficulty hearing?

8. [ Are you blind or do you have serious difficulty seeing, even
when wearing glasses?

Please stop now if you/the person is under age 5

.| Do you have serious difficulty walking or climbing stairs?|_

10. | Because of a physical, mental or emotional condition, do you
have serious difficulty concentrating, remembering or
making decisions?

11. [ Do you have difficulty dressing or bathing?

12. | Do you have serious difficulty learning how to do things
most people your age can learn?

13. | Using your usual (customary) language, do you
have serious difficulty communicating (for example
understanding or being understood by others)?

Please stop now if you/the person is under age 15

. | Because of a physical, mental or emotional condition, do
you have difficulty doing errands alone such as visiting a
doctor’s office or shopping?

15. [ Do you have serious difficulty with the following:
mood, intense feelings, controlling your behavior, or
\ experiencing delusions or hallucinations?

MSC 0074 rev.12/30/2020
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Patient Label

Sexual Orientation and Gender Identity (SOGI)

Sexuality
Sexual Orientation: [] Straight or heterosexual ] Omnisexual
[ ] Bisexual [ ] Asexual
[ ] Gay [ ] Other:
[ ] Lesbian [ ] Don't know
[] Pansexual [ ] Decline to answer
[ ] Queer
Gender Identity
Gender Identity: [] Female [] Genderqueer
[ ] Male [] Questioning
[] Transgender female [ ] Two Spirit
[] Transgender male [ ] Other:
] Non-binary [] Decline to answer
Sex assigned at birth: [ ] Female ] Unknown
[ ] Male [ ] Not recorded on birth certificate
[ ] Unknown [ ] Decline to answer
[ ] Intersex

Pronouns

Pronouns:

[ ] She/her/hers

[] He/him/his

[] They/them/theirs
[] Ze/hir/hirs

[ ] Ey/em/eirs

[ ] Xe/xem/xyrs

[ ] Ve/vir/vis
[ ] Other:

[ ] Patient name
[] Unknown
[ ] Decline to answer
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Pediatric Medical and Social History - O To 15 Years

PATIENT INFORMATION

Last Name:

Today’s Date: / /
Parent/Guardian Name:

Things | want to discuss at first visit:

Things | would like provider to discuss with child:

Allergies:

First Name:
Date of Birth:

Middle Name:
/ /

Relationship:

Current Medications: Please list prescriptions, over the counter drugs, vitamins, and herbal supplements.

Birth: [_] Normal [_] Problem:
Birth Weight:
Additional birth or past medical history:

Most recent primary care provider (family practice or pediatrics):

Delivery: [ ] Vaginal [_] C-Section [_] Problem:
Problem at or soon after birth: [ ] No [ ] Yes:

Hospitalization and Surgeries: Date:
MEDICAL HISTORY: Please check all that apply.
O = W W O = W
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Alcohol / Drug Abuse

Allergies, nasal / eye

Arthritis

Asthma

Bleeding / Blood Disorder
Cancer

Depression

Diabetes

Genetic Diseases / Birth Defects
Headaches / Migraines

Heart Problems (attack /angina)
High Cholesterol

High Blood Pressure

Kidney Disease

Mental lliness / Suicide Attempt

Musculoskeletal Disorders
Nervous System Disorders
Obesity

Osteoporosis

Sickle Cell Anemia

Stroke / Blood Clot in Arm / Leg
Thyroid Disease
Tuberculosis

Colitis

Eye Disease

Iron Deficient

Liver Disease / Hepatitis
Psoriasis / Eczema
Sudden, Unexplained Death
Other:(describe)

Continued on next page



Pediatric Medical and Social History continued

HOUSEHOLD:

Name Relationship Age Comments

ENVIRONMENTAL: Do you have concern(s) about issues that may affect your child’s health and safety? Check the appropriate
box(es) and explain.

[ ] Home safety (chemicals, guns, etc.):
[ ] Neighborhood safety:

[] Relationship safety:

[] Alcohol, Smoking, Drug use:

[ ] Changes at home in the last year:

[] Other home or neighborhood concerns:

PERSONAL: Do you have concern(s) about your child’s physical, mental, emotional, or social health? Check the appropriate
box(es) and explain.

[] List your child’s strengths/interests:

[] What do you enjoy doing with your child:

[] Nutrition and Eating Habits:

[] Sleep: # of Hours of Sleep in 24 hours: [] Other sleep concerns:
[ ] Learning development:

[ ] Weight or growth concerns:

[ ] Behavioral concerns:

SCHOOL-AGED CHILDREN: Do you have concern(s) about your child’s education, recreation, or other? Check the appropriate
box(es) and explain.

[] School performance:
[] Educational support at school (IEP or 504):
[] Physical activities your child enjoys:

[] TV, electronic games, and other screen time: # of hours in 24 hours:
Any other information to help us care for your child:

CHF-0683f 10/23
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