

	                                                                                                                                  For office use: Patient ID#__________________
[bookmark: _Hlk218595096][bookmark: _Hlk218602440][bookmark: new-patient-intake-packet][image: A blue and orange text on a black background

AI-generated content may be incorrect.]
NEW PATIENT INTAKE FORM
Thank you for choosing CHC. Please complete this form as fully as you are able. If you need help, language assistance, or accommodation, let us know — we are happy to assist.
[bookmark: patient-rights-non-discrimination-notice]Patient Rights & Non-Discrimination Notice (HRSA Chapter 2)
CHCSC complies with applicable federal civil rights laws and does not discriminate based on race, color, national origin, age, disability, sex, sexual orientation, gender identity, or ability to pay. Free language services and disability accommodation are available.
[bookmark: section-1-basic-information]SECTION 1: BASIC and CONTACT INFORMATION 
(HRSA Chapter 3 & 5; UDS Table 3 A, Enabling Services Reporting)
Last Name: ________________________________   First Name: ________________________________
Preferred Name: ___________________________ Pronouns (optional): ________________________
Address: ________________________________________________________________________________
City / State / ZIP: ____________________________    May we mail you at this address? ☐ Yes ☐ No
Date of Birth: ____ / _______ / ________ Social Security Number: ____________________________
Primary Phone: ________________________________ ☐ Mobile     ☐ Home     ☐ Work
Email Address: __________________________________________________
May we: (call you?) ☐ Yes  ☐ No  (leave a message?) ☐ Yes  ☐ No (text?) ☐ Yes  ☐ No
[bookmark: X5cf85d2faee76acad247581b927b869d1790e25]Preferred Contact Method (check one): ☐ Phone     ☐ Text    ☐ Email     ☐ Patient Portal
SECTION 2: DEMOGRAPHIC INFORMATION (HRSA Chapter 3; UDS Table 3B)
Marital status: ☐ Married ☐ Single ☐ Divorced ☐ Separated ☐ Widowed ☐ Prefer not to answer
Sex Assigned at Birth: ☐ Male ☐ Female ☐ Intersex ☐ Prefer not to answer
Gender Identity: ☐ Male     ☐ Female     ☐ Transgender Male (FTM) ☐ Transgender Female (MTF)  
 ☐ Nonbinary / Gender Non-Conforming   ☐ Other: _______________  ☐ Prefer not to answer
Sexual Orientation: ☐ Straight / Heterosexual ☐ Gay or Lesbian  ☐ Bisexual ☐Other__________________ ☐ Prefer not to answer
Race (check all that apply): 
☐ White                                                         ☐ American Indian or Alaska Native 
☐ Black or African American               ☐ Native Hawaiian or Other Pacific Islander
                                                                             (e.g.:  Native Hawaiian, Samoan, Chamorro)
☐ Asian (check all that apply):            
☐ Asian Indian   ☐ Japanese ☐ Chinese   ☐ Korean ☐ Filipino   ☐ Vietnamese ☐ Other Asian 
☐ More than one race
☐ Other: ________________________________
Ethnicity: ☐ Hispanic / Latino (☐ Mexican ☐ Puerto Rican ☐ Cuban ☐ Other) 
        ☐ Not Hispanic / Latino
Preferred Language: ___________________________ Do you need an interpreter? ☐ Yes     ☐ No
[bookmark: section-5-language-communication-needs]Communication preferences or accommodation needed: ________________________
[bookmark: section-7-veteran-special-populations]SECTION 3: SOCIAL & SPECIAL POPULATIONS (HRSA Chapter 3; UDS Table 4)
Veteran Status: ☐ Veteran     ☐ Not a Veteran
Special Population (if applicable): ☐ Migratory Worker ☐ Refugee    ☐ Seasonal Worker   
[bookmark: _Hlk218843917][bookmark: section-9-insurance-billing]  ☐ Homeless  ☐ School-Based Patient     ☐ Public Housing Resident
Are you currently employed?   ☐ Yes     ☐ No   ☐ Full time ☐ Part time
Employer: _________________________________   Employer Phone Number: ___________________
Are you a student? ☐ Yes     ☐ No   ☐ Full time ☐ Part time 
SECTION 4: SOCIAL DETERMINANTS OF HEALTH (HRSA Chapter 3 & 5; UDS Table 3 A, Enabling Services Reporting)
Housing Status - Please check the box that best describes your household:
☐ Homeless ☐ Street ☐ Shelter   ☐ Not Homeless ☐ Own/Rent ☐ Transitional Housing 
☐ Temporary Housing  ☐ Unknown ☐ Other
Do you currently receive public housing assistance? ☐ Yes ☐ No

Food Security (past 12 months):  ☐ Often      ☐ Sometimes      ☐ Never
Transportation Issues: ☐ Yes    ☐ No
Utility Shut-Off Risk: ☐ Yes     ☐ No
Do you feel safe at home/community? ☐ Yes ☐ No
Do you have social/emotional support? ☐ Yes ☐ No
Would you like help with:
☐ Housing   ☐ Food   ☐ Transportation   ☐ Mental Health    ☐ Substance Use    ☐ Other: _____________
SECTION 5: INSURANCE, BILLING and SLIDING FEE (HRSA Chapter 9, UDS Table 4)
[bookmark: _Hlk218846612][bookmark: _Hlk218846471]Do you currently have health insurance?    ☐ Yes     ☐ No     
If YES, please choose all that apply: ☐ Medicaid     ☐ Medicare 	☐ Commercial
Primary Insurance Company Name:  _______________________________
Subscriber Birthdate: ________________ Subscriber Social Security #: ___________________________
Relationship to Patient: ___________________________
ID#: ______________________________       Group#:  _________________________
*If there is secondary insurance coverage, please provide information*
If NO, would you like to be evaluated for the Sliding Fee Discount Program? ☐ Yes     ☐ No
[bookmark: section-10-medical-history]Annual Gross Income: ______________________________Household size: __________________
SECTION 6: RESPONSIBLE PARTY INFORMATION (HRSA Chapter 5)
 (ALL PATIENTS UNDER 18 MUST HAVE A RESPONSIBLE PARTY)
☐ Not applicable
Last Name: ________________________________   First Name: ____________________________
Relationship to Patient: ________________________________
Date of Birth: ________________     Social Security Number: ______________________________
Address: ____________________________________________________________________________
Phone: ________________________________ ☐ Mobile     ☐ Home     ☐ Work
May we call you? ☐ Yes     ☐ No	     May we leave a message? ☐ Yes     ☐ No
Email Address: __________________________________________________
Preferred Contact Method (check one): ☐ Phone     ☐ Text    ☐ Email     ☐ Patient Portal
SECTION 7: EMERGENCY CONTACT INFORMATION (HRSA Chapter 5)
Name: ______________________________________ Relationship: _______________________________
Phone Number: ________________________________ Email: ___________________________________
Address: _________________________________________________________________________________
City / State / ZIP: ____________________________ 
FOR OFFICE USE ONLY: 
Reviewed and entered by: _______________ Date: ________________
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