
New Patient Registration Form – rev. 06/01/2020 

 

 

Last Name 
 

First Name Middle Name 

Social Security Number Birth Date Birth Sex 
☐ Male   ☐ Female 

Legal Sex 
☐ Male     ☐ Female 

 

Preferred Name 
 

Preferred Pronouns 
☐ He, Him, His 

 
☐ They, Them, Theirs 

 
☐ She, Her, Hers 

Gender Identity 
    ☐ Female    ☐ Male to Female                                          

     ☐ Male        ☐ Female to Male  

     ☐ Gender Non-Conforming 

 

☐ Choose not to disclose                                                                                                                                                                  

☐ Additional Gender or Other 

    please specify:                       

Sexual Orientation  
     ☐ Bisexual    

     ☐ Straight or Heterosexual             
    ☐ Lesbian, Gay or Homosexual   

 
☐ Don’t Know  

☐ Choose not to disclose                                        

 

Home Address 
 

Mailing Address (if different) 

City 
 

State                   Zip Code                   City State                   Zip Code                   

Marital Status 

     ☐ Single              ☐ Partnered            ☐ Divorced 

     ☐ Married            ☐ Widowed             ☐ Separated 

Visit Type Preference 

     ☐ Video Visits                     ☐ Doesn’t Matter 

     ☐ Office Visits                     ☐ Always Office Visits 

Preferred Language 
 

Will you need interpretation services if your provider 

does not speak your preferred language?☐ Yes  ☐ No 

Contact Information 

Preferred Phone (      )   

☐ Home 

☐ Cell 

☐ Work 

Email Address 
 
 

Secondary/Other Phone 

(      ) 

☐ Home          ☐ Cell           ☐ Work          ☐ Other: 

☐ This number belongs to a friend/relative.  Please specify name & relationship. 

     Name______________________________  Relationship______________________ 

Preferred Contact 
     ☐ Home Phone       ☐ Email/Patient Portal 

      ☐ Work Phone         ☐ Mail                  

      ☐ Cell Phone            

Would you like to communicate 

with your provider via the Patient 

Portal?     ☐ Yes        ☐ No   

Patient care summary delivery 

preference: 

            ☐ Portal        ☐ Paper                    

Preferred Pharmacy 

    ☐ CVS             ☐ Innova      ☐ Raley’s     ☐ Rite Aid       ☐ Safeway     

    ☐ Walgreens   ☐ Walmart    ☐ Target      ☐ Other: _______________ 

Pharmacy Location 
(address or cross streets) 

Sharing your demographic information helps Elica to continue seeking funding for services. 
Total number of people in your household (you and your dependents): ________       ☐ Choose not to disclose                                                      

Total number of children under 18 in your household:  ________      ☐ Choose not to disclose                                                      

Which of the following best describes your household? 
      ☐ Individual 

      ☐ Two-parent household 

☐ Single Female Head of Household            ☐ Single Male Head of Household                     

☐ Choose not to disclose                                                      

What is your household income before taxes?       

$___________________________ 

 

☐ Year                 ☐ Every 2 weeks                 ☐ Every week 

☐ Month               ☐ Twice a month                ☐ Choose not to disclose                                                      

In the past calendar year (since January 1) were you 
ever homeless or in a temporary shelter? 

☐ Yes, please choose one (1) below      ☐ Choose not to disclose 

☐ No   

 
      ☐ Homeless Shelter 

      ☐ Doubling Up 

☐ Street 

☐ Permanent Supportive Housing 

☐ Transitional 

☐ Other:_______________________ 

At any point in the past 2 years, has agricultural work 
been your family’s main source of income?                                          

☐ No                             ☐ Choose not to disclose 

☐ Yes, migrant farm     ☐ Yes, seasonal farm   

What is your race or biological family background? (Check all that apply) 
      ☐ American Indian/Native Alaskan    

      ☐ Black/African American 

☐ White 

☐ Asian 

☐ Native Hawaiian 

☐ Choose not to disclose 

☐ Other Pacific Islander 

Are you Hispanic                   ☐ Yes     ☐ No 
or Latino(a)?                          ☐ Choose not to disclose 

Are you a Veteran?          ☐ Yes     ☐ No 

                                           ☐ Choose not to disclose  

 

PATIENT REGISTRATION  
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Emergency Contact  

Last Name 
 

First Name 

Phone Number 
 

Relationship to Patient 

 

If patient is under 18 years old , list ALL legal Parents/Guardians                     ☐ Patient is a foster child 

Legal Parent/Guardian #1 (First Name, Last Name) 
 

Legal Parent/Guardian #2 (First Name, Last Name) 
 

Relationship 
 

Custody 
☐ Sole Legal 

☐ Joint Legal 

Relationship 
 

Custody 
☐ Sole Legal 

☐ Joint Legal 

Social Security Number Birthdate Guarantor? 
☐ Yes   ☐ No 

Social Security Number Birthdate Guarantor? 
☐ Yes  ☐ No 

Street Address        ☐ Same as patient’s address 

 

Street Address        ☐ Same as patient’s address 

 

City 
 

State Zip City State Zip 

Phone 
 

Email Phone Email 

 

How did you hear about Elica Health Centers?    
☐ Advertising ☐ Friend/Family ☐ Media ☐ Primary Care Provider 

☐ Specialist Physician ☐ Event ☐ Word of Mouth ☐ Patient in the Practice 
☐ Insurance Company ☐ Existing Patient ☐ Church ☐ Elica Employee 

☐ Hospital ☐ School District ☐ Elica Board Member ☐ Other:  
 

Insurance & Payment                      

Do you have Medical Insurance? 
     ☐ Yes (provide copy of insurance card) 

     ☐ No 

Do you have Dental Insurance? 
     ☐ Yes (provide copy of insurance card) 

     ☐ No 

  

Consents & Acknowledgement 

Treatment: I consent to the treatment that will be provided by Elica Health Centers’ (EHC) providers, as well as their assistants and other EHC staff 
members. I understand that a medical record will be prepared and maintained about me by the clinic, and that I am entitled to obtain a copy of my 
medical record by signing a Medical Records Authorization Form provided by the clinic for that purpose. 

Students/Residents: I understand that EHC participates in the education of students in healthcare. I can decline their participation in my care at 
anytime. 

Telehealth: I consent to receiving care via telephone, telehealth or patient portal when medically necessary and clinically appropriate to exchange 
medical information between me and the provider, or between one provider and another provider. 

Assignment of Benefits: I authorize payment directly to EHC of benefits otherwise payable to me but not to exceed EHC’s regular charges for this 
service.  I understand that I am financially responsible to EHC for any charges not covered by my insurance, including the balance of my charges 
after any discount has been applied. 

Financial Agreement:  I agree to pay all charges that are not payable by insurance or third party.  I agree to abide by the terms and conditions of 
EHC’s Collections Policy. Elica Health Centers is not a free clinic and failure to fulfill your financial responsibility to us or agree to a payment schedule 
may result in your financial discharge from our services.  In accordance with EHC’s Collection Policy, EHC may choose to terminate its relationship 
with any patient who does not comply with this financial agreement. 

Notice of Privacy Practices: By signing this form, I acknowledge receipt of the Clinic’s Notice of Privacy Practices. 

Validity of Consent: I understand that this consent will be valid as long as I am a patient or legal guardian of a patient of Elica Health Centers.  I 
have the right to withdraw my consent at any time. If I choose to do so, I must provide that withdrawal in writing, to the clinic. The withdrawal of 
consent will only apply after it is received, and not to any information for which I previously provided consent. 

BY SIGNING BELOW, I CONFIRM THAT THE INFORMATION PROVIDED ON THE PATIENT REGISTRATION FORM IS TRUE AND CORRECT 
TO THE BEST OF MY KNOWLEDGE AND THAT I HAVE READ THE CONSENT SECTION, AND UNDERSTAND AND ACCEPT ITS TERMS.   

________________________________________________________ __________________________________________________________ 
Print Name of Patient Relationship to Patient of Individual Signing Form 

(for example, patient, parent, guardian) 

________________________________________________________ __________________________________________________________ 
Patient/Guardian Signature Date 

_________________________________________________________ 
Witness (Clinic Staff Member) 

__________________________________________________________ 
Date   

 



Patient Privacy Form – rev. 06/01/2020 

 

 
 
Elica Health Centers (EHC) wants to do all we can to protect your private health information. Telling EHC how you want to share information is called 
HIPAA Authorization.  This form is to help us know what details, if any, you would like us to share with the people in your life.  Behavioral Health 
providers do not/will not communicate with any patients regarding their treatment or care via email and/or text. 
 

Patient Information                      

Last Name: 
 

First Name: Middle Initial: Date of Birth: 

Legal Parent/Guardian/ Conservator #1 (if applicable): Legal Parent/Guardian/ Conservator #2 (if applicable): 
 

 

Message Preferences: Tell us the type of messages you prefer and what we can share. (Messaging and data rates may apply.) 

 Phone Text Email/Portal 

All of the below ☐ ☐ ☐ 

Health Notifications (such as lab or test results) ☐ ☐ ☐ 

Appointment Reminders ☐ ☐ ☐ 

Announcements (such as new programs or community information) ☐ ☐ ☐ 

Billing Notifications ☐ ☐ ☐ 

 

Who: Tell us who you would like us to share, or release, information with.  Each box is for a different person. 

Person #1  Person #2 

Name: Name: 

Relationship: Relationship: 
☐ We can tell this person any and all of your medical information. 

OR 

☐ We can give this person today’s chart notes at the time of the visit. 

☐ We can give this person all of your test results. 

☐ We can tell this person any and all of your medical information. 

OR 

☐ We can give this person today’s chart notes at the time of the visit. 

☐ We can give this person all of your test results. 

Office Use Only Office Use Only 
Effective Date: Updated by: Effective Date: Updated by: 
Revoke Date: Updated by: Revoke Date: Updated by: 

Person #3  Person #4 

Name: Name: 

Relationship: Relationship: 
☐ We can tell this person any and all of your medical information. 

OR 

☐ We can give this person today’s chart notes at the time of the visit. 

☐ We can give this person all of your test results. 

☐ We can tell this person any and all of your medical information. 

OR 

☐ We can give this person today’s chart notes at the time of the visit. 

☐ We can give this person all of your test results. 

Office Use Only Office Use Only 
Effective Date: Updated by: Effective Date: Updated by: 
Revoke Date: Updated by: Revoke Date: Updated by: 
    

☐  I do not want ANYTHING told or shared with ANYONE. 

  

 
By signing this form, I acknowledge receipt of the Clinic’s Notice of Privacy Practices and authorize Elica Health Centers to share my health 
information to the listed individuals as indicated above. 

________________________________________________________ __________________________________________________________ 
Print Name of Patient Relationship to Patient of Individual Signing Form 

(for example, patient, parent, guardian, caregiver) 

________________________________________________________ __________________________________________________________ 
Patient/Guardian Signature Date 

_________________________________________________________ 
Witness (Clinic Staff Member) 

__________________________________________________________ 
Date   

 

PATIENT PRIVACY  
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ADULT HEALTH HISTORY 
 
 

 

Patient Name: Date of Birth:  

ARE YOU CURRENTLY UNDER THE CARE OF ANY OTHER PHYSICIANS OR SPECIALISTS?  (LIST ALL BELOW) 

Physician/Practice Name Specialty Address Phone 

    

    

    

    

    

ARE YOU ALLERGIC TO ANY OF THE FOLLOWING? 

☐ Latex ☐ Penicillin ☐ Sulfa Drugs ☐ None 

List All Known Allergies & Reactions: 
 
 

MEDICATION  
(LIST ALL CURRENT MEDICATIONS: PRESCRIBED, OVER-THE-COUNTER DRUGS,  VITAMINS & INHALERS AND THE DOSAGE) 

Medication Dosage Frequency 

   

   

   

   

   

CHECK ALL VACCINATIONS THAT YOU HAVE RECEIVED 

☐ Tetanus & diphtheria (Td) 

☐ Tetanus, diphtheria & acellular pertussis (Tdap) 

☐ Pneumococcal 

☐ Varicella (VAR) 

☐ Varicella Zoster Virus (VZV) 

☐ Zoster Vaccine Live (ZVL) 

Date received (approx.) ______/________ 

Date received (approx.) ______/________ 

Date received (approx.) ______/________ 

Date received (approx.) ______/________ 

Date received (approx.) ______/________ 

Date received (approx.) ______/________ 

Can you provide us with your immunization records?  ☐ YES    ☐ NO 

TB RISK ASSESSMENT 
Had close contact with someone with infectious TB disease or someone who has been to jail/prison? ☐ Yes ☐ No 

Immunosuppression, current or planned (HIV infection, organ transplant recipient, etc.) ☐ Yes ☐ No 

Were you born, travel or lived in a country with an elevated TB rate for at least 1 month? (Outside of the US, 
Canada, Australia, New Zealand or a country in Western or Northern Europe) 

☐ Yes ☐ No 

SURGICAL HISTORY: LIST ANY PAST SURGERIES BELOW.   

☒ No Past Surgeries 

Name/Type of Surgery Date of Surgery 

  

  

  

  

  


