couMny Eumc REGISTRATION FORM

As a Federally Qualified Health Center, we are required to collect some personal information for statistical purposes only. No
individual information is submitted. Your cooperation helps us improve healthcare for all. Community Family Clinic does not
discriminate in services, treatment, program, activities, or employment regardless of race, color, religion, national origin, age,
physical or mental disability, veteran status, or sex, including gender identify and sexual orientation.

Patient Demographics

/ /

First Last MI Date of Birth
[IMale []Female
Preferred Name Social Security Number (Sex at Birth) Home Phone
Home Address City State  Zip Mobile Phone
Mailing Address (if different from home address) City State  Zip Email
[ Full Time [ Part Time
- - [ Temporary [0 Unemployed
Employer- Patient/Guardian Employer Address Employer Phone Employment Status

Marital Status [ISingle [JMarried [IDivorced [OWidow [ISeparated [lPartner
Ethnicity ] Not Hispanic/ Latino [ Mexican, Mexican American, Chicano [Puerto Rican [JCuban
[ Other Hispanic/ Latino or Spanish Origin
Race [IWhite [ Black/African American[JAsian Indian [J Chinese CIFilipino [JJapanese [1Korean LI Vietnamese

Llother Asian [JAlaska Native [CJAmerican Indian CINative Hawaiian [0 Guamanian, Chamorro CJOther Pacific
Islander

Gender Identity [OMale [ Female Transgender: [ Male/ Female to Male []Female/ Male to Female
OoOther [OChoose not to disclose [ Unknown

Patient Pronouns [OHe/Him/His [OShe/Her/Hers [1They/Them/Theirs [ Patient’s name
O Decline to answer & Unknown

US Veteran Military Status [] Active [JInactive [JReservist []Veteran [ None

Emergency Contact

(OSpouse [Parent [Other:

Name (Relationship to Patient) Primary Phone

Language

In what language can we best meet your healthcare needs (including sign language)?
Will you need an interpreter? [OYes I No

How comfortable are you reading instructions, pamphlets, or other written material from your doctor or pharmacy?

ONot atall A little bit [Somewhat [OQuite a bit [IExtremely

Parent/ Guardian Information

Oparent [oOther: / /
Name (Relationship to Patient) Date of Birth

Farmworkers in the past two years:
Have you or a family member worked in Agriculture (fields, orchards, etc.) as a primary source of your income? [1Yes 1 No
If yes, does this person work as a migrant or seasonal agricultural worker? 1 Migrant [ Seasonal

Pharmacy
L Community Family Clinic Pharmacy: O Idaho Falls [ Blackfoot [ Rigby

[ Other:




Housing Status
Do you own or rent your home? [Yes [ No - If no, how would you describe your arrangement today?

[0 Permanent Supportive Housing (New Path, CHOIS) Temporarily living in:
[ Doubling Up [ Street
[0 Homeless Shelter O Transitional Housing

[OOther (please describe):

Household Income

A household is defined as all current people living within a house who are related by birth, marriage, adoption, or other living
arrangements who live together at least 50% of the time and/or supported by the income for that family.

Our annual household income before taxes is: $ . There are people in my household.
Insurance Information (Please list all Dental and Medical Coverage) [JOCheck if No Insurance
Medical Insurance Name Medical Insurance Name Dental Insurance Name
Policy # Group # Policy # Group # Policy # Group #
Subscriber Name Subscriber Name Subscriber Name
Subscriber Date of Birth Subscriber Date of Birth Subscriber Date of Birth

CISelf [OSpouse [OParent [ISelf [OSpouse [Parent Cdself [OSpouse [OParent

Relationship to Patient Relationship to Patient Relationship to Patient

How Did You Hear About Us?

[ Billboard [ Hospital [0 Community Event:
O Commercial O Insurance [ Friend/Family:
[0 Health Department [ Social Media 1 Other:
[ Online
ACKNOWLEDGEMENTS

By providing your contact information, you are opting in to receive messages from Community Family Clinic regarding
your scheduled and unscheduled appointments by SMS. SMS messages will include the option to reply STOP to opt out of
future messages from Community Family Clinic, or HELP for more information from Community Family Clinic or call us
at 208-528-7655. Message frequency may vary, and standard message and data rates may apply. For more details, please
review our privacy policy on our website. We maintain consent of our patients in our practice management system.

I certify the information Provided here is true, complete, and accurate. I understand that intentionally
providing false information may exclude me from receiving services at Community Family Clinic.

I will promptly notify Community Family Clinic of changes in insurance, family income, or family size.

Signature of Patient Printed Name of Patient Date

O Patientis unable to sign because . For this reason, | hereby verify that | have given my
consent on behalf of the above-named patient.

Signature of Legal Representative Printed Name Date
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Patient Rights and Responsibilities
| have been given access to, and upon request, can obtain a copy of the Community Family Clinic (CFC) Patient Rights
and Responsibilities.

Notice of Privacy Practices
| have been given access to, and upon request, can obtain a copy of the CFC Notice of Privacy Practices.

Release of Information and Payment of Claims

| authorize the release and use of my dental, medical, behavioral health, and other health information as necessary to
process insurance claims, determine benefits, and obtain payment for services. | authorize Community Family Clinic
(CFC) and Community Council of Idaho (CCI) to bill my insurance and to receive direct payment from my insurance
company or any third-party payer on my behalf as a courtesy to me. | understand that | am financially responsible for any
balance not covered by insurance. | also understand that services provided by outside companies (such as laboratory,
pathology, or radiology services) are billed separately by those entities.

Financial Responsibility

| understand that | am financially responsible for all charges incurred for services provided by CFC and CCl, including
charges not paid in full by my insurance, government programs, or other third-party payers, as well as deductibles,
copayments, non-covered services, and any costs that may result in collection actions. | understand that it is my
responsibility to provide accurate and complete primary and secondary insurance information, including required referrals
from other providers. | understand that many services, including laboratory, pathology, radiology, and other diagnostic
tests, may be provided by outside companies and billed separately, and that | may receive a separate bill or insurance
claim directly from those entities. | understand that my provider may not know the cost of these services at the time of my
visit and that costs can vary significantly; if | have questions or concerns, | may inquire with nursing staff or the CFC billing
team, and | may request an appointment with a billing staff member if | face financial hardship.

| understand that failure to pay amounts due may result in my account being referred to a collections agency, additional
collection fees of 18% or more, reporting to a credit bureau, and/or termination of services, consistent with CFC/CCI
policies. While it is the mission of CFC to provide access to care without unnecessary barriers, | understand that | remain
responsible for meeting my financial obligations.

| certify that | have read and understand the statements above. | have been given the opportunity to ask
questions, and all questions | had were answered to my satisfaction.

Patient Signature Printed Name of Patient Date

Patient is unable to sign because . For this reason, | hereby verify that |
have given my consent on behalf of the above-named patient.

Legal Representative Signature Printed Name of Legal Representative Date
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Verification of Informed Consent for General Care and Treatment (Adults)

This consent form is an effort to obtain your permission to perform consultation, evaluation, and treatment necessary
to identify an appropriate plan of care for any identified condition(s) or needs. This disclosure is intended to help you
make an informed decision about your care. You are encouraged to ask questions at any time. You have the right to

be informed about your condition and the recommended medical, dental, behavioral health, or diagnostic procedures
so you may decide whether to accept or refuse treatment after understanding the risks and benefits involved. At this

point in your care, no specific treatment plan may have been recommended. This consent includes consultation and

evaluation services.

1, , certify that | am 18 years of age or older, or that | am an
emancipated minor by virtue of marriage, active duty military service, court order, or living independently and
managing my own financial affairs.

| voluntarily consent to and authorize Community Family Clinic (CFC), its physicians, dentists, behavioral health
providers, advanced practice providers, nurses, pharmacists, trainees, and other health care professionals or
designees to provide general health care services that are deemed necessary, advisable, or beneficial to evaluate,
diagnose, and treat me.

| voluntarily consent to and authorize CFC to test for any blood-borne disease if CFC personnel suffer a needle stick
or are exposed to my blood or body fluids.

This general consent includes, but is not limited to:

Medical, dental, and behavioral health services

Preventive, diagnostic, and therapeutic services

Routine laboratory tests, imaging, and procedures

Administration or prescription of medications and pharmaceutical products

Withdrawal of blood or other specimens for laboratory examination

Screening, testing, and treatment for sexually transmitted infections and pregnancy testing

| understand that no guarantees have been made regarding the results or effectiveness of any treatment or care
provided.

Except in a medical emergency or extraordinary circumstances, | understand that no substantial procedure will be
performed without giving me the opportunity to provide informed consent for that specific procedure.

| understand that | have the right to refuse any examination, test, procedure, treatment, therapy, or medication,
including HIV testing, and that | may revoke this general consent at any time. My refusal to consent to a
recommended service will not jeopardize my right to receive other appropriate medical care.

| voluntarily request and authorize Community Family Clinic and its care team, including learners under supervision, to
perform reasonable and necessary examination, testing, and treatment for the condition(s) for which | seek care.

| certify that | understand and agree to the statements above. | have been given the opportunity to ask questions,
and all questions | had were answered to my satisfaction.

Signature of Patient Printed Name of Patient Date

O Patient is unable to sign because . For this reason, | hereby verify that
| have given my consent on behalf of the above-named patient.

Signature of Legal Representative Printed Name Date



