Registration Form — Family Planning ID#

Date Name (First) (Last) (ML)
Prior name (if applicable) Preferred Name (if applicable)
Date of birth Sex assigned at birth on birth certificate OFemale OMale
Address

Street Apt/Bldg City Zip Code
Able to receive mail at the above address: OYes ONo
Alternate Address
Primary Contact Number ( ) O Cell O Home

Okay to Leave Message O Yes O No If yes, preference for identifier: O Family Planning O “Denise” {confidential)

Okay to receive text message QO Yes O No

Email Address

Emergency Contact Name Relationship
Contact Number of Emergency Contact ( )

Primary Language Q English Q Spanish Q Other:

Do you desire a Translator for your visit? OYes ONo

RACE (Check all that apply)

QO Alaska Native or American Indian
QO Asian

O Black or African American

O Hawaiian/Pacific Islander

O White

O Other

ETHNIC GROUP (Choose 1)

QO Hispanic or Latino

O Non-Hispanic or Latino

O Middle Eastern/North African (MENA)

DO YOU LIVE WITH
O Alone

O significant Other
O Parents

O Spouse

O Relatives

GENDER IDENTITY SEXUAL ORIENTATION

O Agender/Non-binary/Gender neutral Q Bisexual
O Decline to Answer O Decline to Answer
O Female to Male (FTM)/Transgender Male O Don’t know

O Gender expansive/Fluid gender
© Gender nonconforming

O Lesbian, gay or homosexual
O No label at all/not defined for now

O Gender queer (neither exclusively male or female) O Not listed
O |dentify as Female O other
O |dentify as Male O pan sexual

O Male to female (MTF)/Transgender female & Straight or heterosexual

PREFERRED PRONOUNS
O He/Him/His

O No preference

O Other

O She, Her, Hers

QO They, Their, Them

Members of the Household who contribute to the household financially

Self Relationship-Patient lAnnual Income S
Other Relationship- lAnnual Income S
Other Relationship- lAnnual Income $

Total number of people in the household this income supports

STAFF ONLY Total Income Annual #in Household

Initial

Medicaid/State Insurance Number
Private Insurance Name and Number

Name of subscriber (if different than patient) Subscriber’s DOB

Relationship to subscriber O Self O Spouse O Parent/Guardian

HIPAA helps protect the privacy of your medical information and we will not share your information with anyone without your permission. If
you want this appointment to stay private from your insurance company, family members, or other people, please check “Yes” below. If you

choose Yes:
e  We will not bill your insurance company
e You will be responsible for paying for your services

O Other

e  Your cost will be based on our sliding fee scale & ability to pay

Do you want your appointment to be kept confidential?

O YesO No




