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Primary Health Services Center
“Champions in Health Care” Revised: 8/27/25

PATIENT’'S CONSENT FORM

Name: Date of Birth: (MM/DD/YY) Age: Chart Number:
Address: APT #: City: State: ZIP:
Email Address: SSH: Sex:
O Male O Female
Home Phone: Mobile Phone No.: Veteran Status:
Q Veteran U Not a Veteran
Marital Status: 0 Single Q Married Q Divorced O Widower Ethnicity: Race:
0 Non-Hispanic/Latino a I?I.ac.k 0 White QAsian Indian QChinese
Insurance Type: Communication Preference: QFilipino QJapanese UKorean
Check all that apply: 1 Hispanic/Latino 1 Puerto Rican Qvietnamese QOther Asian QOther Pacific
0 Medicaid U Cuban Istander

QGuamanian or Chamorro dSamoan O

0 Medicare OText N Mexican/Mexican American Indian/Alaskan Native
Medicaid/Medicare Phone American/Chicano 0 Native H iian O Pacific Island

) . ative Hawaiian acific Islander
O Private LEmail O Another Hispanic, Latino, or Spanish awm th
O None US Postal Service Origin ore than one race

O Unreported
O Hispanic/Latino/Spanish Origin
| agree to allow PHSC to use the form of

Combined
lcommunication listed above.
Emergency Contact Person: Number in Household: Monthly Income:
Relationship: Phone No.: S
Housing Status: [ Public Housing O OwnaHome U Family Justice/Well Springs U Rent O Other

UHomeless (If yes, please put check mark on current situation.)
O Transitional shelter O Streets O Doubled-up (Living with someone else or with family)

CONSENT TO TREAT: | do hereby authorize Primary Health Services Center (PHSC) or any member of their staff, under the direct supervision of appropriate licensed
personnel, to provide such medical services to patients as he or she may deem reasonable and necessary to treat me, or my minor child, for any illness, condition, or
disease which | am or may be afflicted.

RELEASE OF MEDICAL RECORDS/PROCESS CLAIMS: | authorize the release of my medical records to my family physician, any referral physician, and/or to my
insurance carrier. | authorize PHSC to release any medical or billing information needed to process claims with my insurance company. | assign benefits from my
insurance directly to this clinic for services provided. | authorize the release of medical records to or from other licensed providers, pharmacies, hospitals, or urgent
care clinics to assist in my treatment. | authorize the release of my or my child’s immunization record to other medical care providers, schools, childcare, or head
start centers to avoid the administration of unnecessary vaccinations and to determine immunization status. | authorize PHSC to obtain my pharmacy records.

FINANCIAL RESPONSIBILITY: | understand that | am financially responsible for all charges not covered by my insurance plan., including copayments, deductibles,
coinsurance, and non-covered services. | agree to pay balances in full upon receipt of a statement, unless payment arrangements have been approved. Any amount
collected prior to or at the time of service is only an estimate based on the information available. The final payment may differ once my insurance has processed the
claim or if additional services are required. If | have paid more than my final responsibility, | will be issued a refund. If | owe more, | agree to pay the balance.

LABORATORY SERVICES: Please be advised that if laboratory tests are ordered or collected that our outside laboratory will bill you for all laboratory work. If any
charge went towards your insurance, it will be billed to the party (Secondary insurance/patient/patient guarantor).

ADVANCE DIRECTIVES: It is the policy of PHSC as a primary care site NOT to honor any Advance Directives a patient may possess. A minimal of basic life support
efforts will be initiated by staff and EMS will be activated. The patient may invoke his/her Advance Directives after being transferred from PHSC to the nearest
tertiary care site.

PATIENT RIGHTS: | have received a copy of PHSC’s Notice of Privacy Practices, which makes me aware of my privacy rights and HIPAA.

TELEHEALTH: | hereby give my informed consent for the use of telehealth in my medical care. | hereby authorize PHSC to use telehealth in the course of my diagnosis
and treatment. | understand that my participation in telehealth is voluntary, but that telehealth will significantly increase my access to services. | understand that these
services will be delivered through encrypted/ HIPAA- compliant video and/or audio conferencing that is as equally secure as all electronic medical communication and
health records. | understand this document will become a part of my medical record.

Signature of Patient/ Responsible Person Date:
X
Primary Health Services Center Witness Date:

X
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NEW PATIENT HISTORY & PHYSICAL

Name: Date of Birth:

Personal Medical History (Please check all that apply to you):

__Asthma __Depression __High Cholesterol
__Anemia __Dementia __Hemorrhoids
___Arthritis ___Diabetes ___Hernia
___Autism/Asperger’s ___Down’s Syndrome ___Heart Disease
___Atopic Dermatitis ___Diverticulitis ___Kidney Disease
__ADD/ADHD __DVT (Deep Vein Thrombosis) __Mental lliness
__Anxiety ___Enlarged Prostate __Pneumonia
__Bipolar __GERD __Seasonal Allergies
__Cataracts ___Gallbladder Disease ___Sickle Cell
___Cancer (Type: ) ___Gout __Stoke
__Cerebral Palsy ___Glaucoma ___Thyroid Disease
__Crohn’s Disease ___Hepatitis ___Tuberculosis
__Chicken Pox __Hypertension (High Blood Pressure)

Admissions to Emergency Room and/or Hospital:

Year lliness, Operation, or Childbirth Hospital

Medication Allergies:

What Pharmacy do you use?

Current Medications (including any over the counter medications such as Aspirin or vitamins)

Family History:
(Please list all blood relatives. Do not including yourself)

___Asthma ___Hypertension ___Tuberculosis
___Arthritis __Heart Attack __Thyroid Disease
___Diabetes __Kidney Disease __Glaucoma
___Cancer (Type: ) __Mental lliness __Gout

__Stroke __Other:
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PERSONAL HEALTH QUESTIONS: (Please circle or fill
in ALL Questions)

Sexual History:
Are you sexually active?........cccoovieeeeiieciiiiieeeee e Yes or No
Are your sexual preference males, females, or both?

Are you practicing safe sex?........ccceeveeiicieeeeciee e, Yes or No
If yes, in what ways are you practicing safe sex?

Have you ever had a sexually transmitted disease? (For
Example: Chlamydia, Gonorrhea, Trichomonas, Herpes,
Syphilis, HIV/AIDS EtC) c.cucveevereneriecvererene v eveveveee v Yes or No

Menstrual History

Have you had your first period?.......ccccccevevciveeennnnen. Yes or No
Are your periods regular each month?...................... Yes or No
Do you have excessive pain/cramps with your period?..Yes or No
Have you ever been pregnant?.........cccoeccvveeveeeeeeenenns Yes or No
Have you been pregnant in the last year..................... Yes or No

Would you like to become pregnant in the next year?

Yes or Ok Either Way or Unsure or No
Have you ever miscarried? ........ccccceeeviieeeecieeesinnenn. Yes or No
Have you ever had an abortion?..........ccccccecvveeinnnenn. Yes or No
Gravida, Term, Pre-T, AB, Living, Multiple

Substance Use History
Do you use any illicit, illegal or street drugs? ........... Yes or No
(For example: Cocaine, Heroin, Marijuana, Opioids, etc)
If yes, please list:

Mental Health/Physical Abuse History
Have you ever thought about killing/hurting

YOUFSEI 2 i Yes or No
Do you feel physically and emotionally safe where you currently
[V ettt et ettt e et st s e Yes or No
In the past year, have you been afraid of your partner or ex-
partner?
_ Yes

No

_____lhave not had a partner in the past year

How often do you see or talk to people that you care about
and feel close to?

_____Less than once a week

____1-2 times per week

_____3-5times per week

_____Morethan 5 times per week

Mental Health/Physical Abuse History — Continued

How stressed are you? Stress is when someone feels tense,
nervous, anxious, or can’t sleep at night because their mind is
troubled.

Not at all A little bit
Somewhat Quite a bit
Very Much

Self-image/Diet History
Have you had a recent weight loss or weight gain?......Yes or
No
Have you ever had an eating disorder? (For example:
anorexia, bulimia, binge eating, etc)......cccccuvvvvevcennnneee. Yes or No

Social/Environmental History
DO YOU SMOKE? ...ttt e e Yes or No
If yes, what kind, how much, how long, how often?

Any second hand smoke exposure? ..........cccceevvveenne. Yes or No
Do you drink alcohol?........ccceveiiiiieiee e Yes or No
If yes, what kind, how much, how long, how often?

What is your housing situation today?

I have housing

I do not have housing (staying with others, in a hotel,
in a shelter, living outside on the street, in a car, or in a park)

Are you worried about losing your housing?........... Yes or No
In the past year, have you spent more than 2 nights in a row

in a jail, prison, detention center?........cccccevueeveenne Yes or No
Are you from another country? .......ccccceeevveeeiiveeennn. Yes or No

If the above answer is yes, how long have you lived in the
USA?

In the past year, have you or any of your family members you
live with been unable to get any of the following when it was
really needed? Check all that apply:

Food Utilities
Phone Clothing
Child care Medicine or any other healthcare

Other (please write):

Has lack of transportation kept you from any medical
appointments, work, or from getting things needed for daily
living? Check all that apply:

Yes, it has kept me from medical appointments or from
getting my medications

Yes, it has kept me from non-medical appointments

No
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What is the highest level of school that you have finished?
Less than high school diploma (didn’t finish high
school)
High school diploma or GED
More than high school diploma
Current grade level if still in school:
What is your current work situation?
Unemployed
Part-time or temporary work
Full-time
Otherwise unemployed but not seeking work (for
example: student, retired, disabled, unpaid primary care
giver)
Are you visually impaired?........cccceeevieeiicieeeccieeees Yes or No
(do you wear contacts or glasses?)
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