GOSHEY  pptiENT REGISTRATION FORM /

rg®™ FARMULARIO DE REGISTRACION DEL PACIENTE

DATE

PAGE #

A01

PATIENT ¥ DOCUMENT ¥

LOCATION -

VEHICLE [NFO / INOFORMACION DEL VEHICULO

N

EW RIVER

f:tlenl MIdFI.!'e Name /

Segundo nombre del pacleat

Patlant Last Nams / Apelido de paclnts

 Patient Suffix / Sufijo de patiente

Patlent Previous Hame / Hombra anterior del paclente |

!

Soclal Securlty #/ Seguro Soclal | Binth Sex/Sexo depsolmiente | Blyh Order / Orden dan lepto
- - '

Address Line 1/ Dlreccion Lines 1 e et o e e .

Addrecs Une 2/ Dlraceion Linea 2 e e e |POBOK  Cajade correa e e

 Zipcode { Codigo Postal City / Cludad .. | County / Candade _ .| state/Estade

Home Phone f Taléfone de case

| woik Phone / Tatzfonc de trabajo

Cell Phone [ Telefono celutar

C )

( )

Foreign Address / Direccibn en ef extranjero

Faoraign Phone # / Telefono extranjero #

Emall Address { Cotren electténlco

Yy

Student Status / Estatus de

O Full Time / Tiempe completo

O Part Time / Tiempa parclal

Marital Status / Estado civil

O Single / soltero

O Separated

O Married / casado

/ Separado

O Bivorced / Divorelado

3| Name / Nemb Spouse Bate of Blrth /

3
dal cényug

Fecha de nacimk ryuge

E s mran 2o

Spousu’s Employer / Empleador del conyuge

Spouse Address / Direccicn del cinyuge

 Patient’s Emptoyer / Empleador del paciente

Emargency Contact Parson Name / Hombre du la parsona de smergengia

to def

gency contact Teleph

#/ Telef

del ¢

( )

DL #/ Licencia de canducir #

RESPONSIBLE PARTY INFORMATION : (WHO PAYS THE BILLS?) / INFORMACIAN DE LA PERSONA RESPONSABLE (QUIEN PAGA LA CUENTA)

D Self /Yo

Flist Name / PdmerNombre

_JLasiName/Apeliido

Telephone/Telefono

( ) )

(

.| Yotk Phone { Telefono del trabajo

_| Relationship to Patlent / Relacidn con el paclente

Date of Birth / Fecha de nacimianto

. ] Soclal Sucurity £/ Segueo soclat

(Employar{ Emplendor

- |} - -
Address/Dlrecclon et e e - ev...POBoX/Caludecorres .
 Zlpcode / Godigo Postal City/Cludad .. __|County/Condade ~ _|StatefEstade |




GOSHEY  paTIENT REGISTRATION FORM / PAGE # DaTE

i FARMULARIO DE REGISTRACION DEL PACIENTE A02
PATIENT # DOCUMENT # LOCATION

: NEW RIVER

GUARDIAN / NEXT OF KIN iNFO / INFORMACION DEL TUTOR / PARIENTE PRGXIMO

Relationship to Patient/ Relaclén conetpaciente
Same as Responsible Party / -
Igual que {a parle responsable
First Hame / Primer Nombre Middle Nsme / Segundo nombre B Last Hame / Apallido .
Date of Blrth { Fecha de nacimlento . Telephone/Telefono | wokPhone/Telefonodetrabafp
- - «( ) - ( ) -

Address ] Direcclon

City f Ciu_lj_agm Courtllf’(.:gndado Slate / Estado

Zipcode [ Codigo Postal

vt it

DEMOGRAPHIC CHARACTERISTICS
Characteristics - Special Populations {Data used by Goshen Medical Center due to being a Federally Qualified Heaith Center which offers the Sliding Fee Discount based on family size and fncome.}

Ethnicity /Enicidsd e e o ) L . .
. Hispanic / Latine O Nen-Hispanlc / Latino O Unreported/Refused t;)Report

Hispapo / Latino No Hispano / katino Sin reportar f negar a informar
Race / Raza . et e o e et -
American indian/Alasks Native ) . . Black/African American
Indio Americano / Nativo de Alaska O Asian / Asiatico O NegrofAfro smeticana White f Blance
. Ny . More than 1 race Unreported/Refused to Report
O Pacific Islander { Isleno del pacifico o Native Hawailan / Nativo hawalano O Mas de wna raza O No deaunaat/se nege & Informa

Language f idioma

R e e - ———— s o A -

O English / Ingles O Spanish / Espanol Other f Otro

Ho tong have you lived n the Uniled States { Cudnto Hempo has vivide enlos estadosunidos | Are you a US Yeteran? / Eres un veterano de EE.

—----m—--—- Years JANOs,  -—--eeemoeees Months / Meses . O Yes /51 O Ne

Parsons In Household / Personas en sl hogar

1

Household Income Range { Rango de ingrsos del hogar

SRRV

O <§13590 O $13601-§203B5 O $20386-527100 O >$27181

Within the last 24 manths, have you of your parents worked in agricullure either on a farm or at an agricultural based Industry? / En los @ltimos tres meses, ¢ usted o sus padres han
teabajado en [a agricuitura, yx sea en el campo o en una Industtin basada o en upa Industid basada ef la agriculio?

O Yes /S o No

1f yes, which appltes / Sl es asf, cual apllca

Year Round Emplayment / Emaleo todo el ano Migrant / Inmigrante Seasonal / Estacional
{permanent residence in area) {establishes temporary residence in area) {permanent residence in area)

Ty of Houeing fof gatient or pailents parent/guardian f  minor  Tipo de viviend pata ol peclente o el padiaf guurdl

O Rent or own home / Alquila o propia O No

1f No, Housing Type / Slno, Tipo de vivienda

an fea! del paclente <f es menor do edad |

O Street / calle

Transitlonal {live place to place} / Doubked Up (llve with ancther person or famlly unit) / Other / otro
Transiclonal (vivir de un fugar a otro} Doble unidad famillar { vlvir can otra persona o familia)

Public Houslng / Vivienda pablica O Homeless Shelter / Refugla para vagabundo

Gender tdentity / identidud de gonero

Male / Masculino O Femate / Femenina O Transgender Male/Female-to-Male / Hombre Transgénero/ Femlnlno-a-masu
KZ?:?'?:::; ';?‘Trigjfm::i;‘[‘{";g:z:‘f; nina O Othar / otro O Choose Not to Disclose / Elegar no divulgar
Sexunl Qrientetion f 1dentided de genere R et e et e e e e e oottt e e eran
O Lesblan or Gay / Lesbianas o gay o Straight {not Lesblan o7 Gay) / Derecno (no fesblana o gay} O Bisexual
O Something Else / Alga més O Don't Know / No [o sé O Choose Not to Disclose / Elegir no divuigar
I this vislt due 1o an Aceldent/Injury / Esta visita se deba aun accldernte [heridaz | IFyes, Date of fnjury [ Shes asi fochn del accidente oherldnz . . ...

O Yes f Si O No - -
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A03

MR # PATIENT NAME: PATIENT DOB LOCATION

' ' ' N@}-«J Rive— ;

DESIGNATION OF PERSONAL REPRESENTATIVE

This form must be completed, signed and dated in order to be considered a valld designation.

IMPORTANT NOTICE: oNE COMPLETED FORM 1S REQUIRED FOR EACH DESIGNATED PERSONAL REPRESENTATIVE

PATIENT DESIGNATION OF A PERSONAL REPRESENTATIVE

Name of the Patient:

[ hereby designate the person listed below to be my personal representative and request that Goshen Medical Canter, Inc, treat the named
individual as it would otherwise treat me with regard to my Protected Health Information. | understand that this designation is voluntary. |
understand that my disclosure of my protected health information carries with it the potential for an unauthorized re-discfosure and the
information may no longer be protected by federal confidentiality rules.

PERSONAL REPRESENTATIVE INFORMATION [_] patient eclined pPR

Name of Personal Representative:

Address of Personal Representative; .

Phone # of Personal Representative:

Personal Representatives Relationship to Patient:

ACCESS TO PATIENT'S PROTECTED HEALTH INFORMATION

By signing this designation form, | am authorizing my personal representative access to:

D All Protected Health Information {e.g. Demaographic, medical and billing information)

Health Information Only D Billing Information Only
D' Sensitive Health Information (e.g. HIV/AIDS status) D Mental Health

D Appointment information Only

EXPIRATIOlN AND REVOCATION

D _This designation will expire on [ 1o not wish to set an expiration date

I understand that | may revoke this designation of a personal representative at any time by submitting a written revocation to Goshen
Medical Center Inc. Privacy Officer. | understand that | may revoke this designation at any time, except to the extent that action has already

been taken to comply with this designation.

Signature of Patient: Date:
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g@"’ : A04

= A M

: ""r‘/f‘.u cnm‘? N
' PATFENT DoB LOCATION

MR # PATIENT NAME:

i \ } NEW RIVER

Patient Consent for Treatment
Consent for and Acknowledgment of Receipt of the Notice of Privacy Practices:

L understand that as part- of my hiealth care, Goshen Medieal Center, Inc. ongmates and maintains paper and/or electronic
records: dEScnbmg iy Health. history; symiptoris; exandination and testresults,; dlagnoms, treatiment, and any plans: for
future care-or treatmient.

Tunderstand and haye been provided with z Notice afPrwagx Practices that provides a more complete description-of
‘information uses-and distlosures. I usiderstand that I haves the followmg rr,hts and privileges:

»  The right {0 review the Nofice of Privacy Practices prior.to signing this consent,

» 'Theright to.tequest testrictions as to' how-my health information may-be used or disclosed to carry out: treatment,

- payiiicht, of héalth care operdtians:

I'understand that Goshen Medical Cériter, Iné. is not. required to agreé fo the restrictions requested. Iundeérstand that ]
Tnay Tevoke this consent in, wntmg, except ta the extent that Goshen Medical Centcr, Inc. has aircady taken action. Ialso:
‘understand that by mfusmg to:sign this consent-or revo’iung this’ ‘consent, Gosben Medical Center, Tnc. may refuse
freattent. Upon refusal to: 31gn ‘this tonisgnt, agree 1o assume the sk of any:injory of damage: from the [ick of: any
medical-care or treatifient drising6at'of or In cofinettion with Goshen ' Medical Cénter's dendal to provide afiy medical care

or treatment.

1 further understand that Goslien Medical Genter, Inc. reservesthe, right fo:change their fiotice and practices in-agcordance:
with.federal tégulations. Should Goshen Medical Ceriter; In¢: change: their notice; theé fevised Notice will be:maide

‘available.

Tunderstand that as part of Goshen Medical Center’s treatment; payment or healfh care; ‘operations, itmay become:
‘négéssary to disclose my protectéd health information (6 anothes: entity, and I consént to such: disclosare for these:
perniittéd uses; dnicluding disclosurss via fax;

[_] Hfully understand and accept the terms of this consent,

11 fuily understand aid decline the terms of this:corisent.

‘Patient’s Signature / Guardian o ‘Date

Thereby voluntarily consent to medical and/or dental exanunauons, treatments and- procedurw which are deemed
‘necessary in the opinion of my physu:mn, and health care providers, mclmimg HIV tests, lahoratory tests and x-
_rays. 1 undéxrstand that my medical information is: stnctly confidential and is protected by NC General Statute
130A-143 and no guaraniées of warraritees have been made to me concemmg thé resitlts of the éxaminations;
treatments or procedures, My signature acknowledges that I have heen given the opportanity to ask questions
-about this consent form.

Patient’s Signatureé / Giiardian ‘ ‘Date:

-TM Fedeml!y Supported Healih Cenfers Assistance. Acts (FSHQM) af) 1992 (Pub, L. 102.501) and 1995 (Pub, & o473 estend Federul Tort Claivis Act (FTG{)
proiéctions under 28 U:SIC. I245(b),; 2401 (b3, and 267981 15 ligible heclth cenlers furided winder ¢ M; Héalik Ceniér Program, reétion 330af thi Public Health-
Service (PHS) Aer 2 U S.C: 254b), o3 ammdm’ Coshren Medical Cénter, Fne. it protecied under thivlegislation. .

GMC. 0CT2015
Conset for Tmmmentanvacy Practices




