
HEALTH ENROLLMENT FORM 
If you need assistance filling this form out, please contact the front desk.                  Do you need an interpreter?    Yes     No 

SOCIAL SECURITY NUMBER  LAST NAME 

 

 FIRST NAME  M.I. 

 BIRTH DATE  AGE  MAIDEN NAME  PREVIOUS NAMES USED 

  

SEX (circle one) 

MALE FEMALE 

RACE (Check as many as apply) 

 

      1 White   

      2 Black/African Amer 

      3 American Indian  

      4 Alaskan Native   

      5 Asian/Pacific Islander 

__  6  Native Hawaiian 

 

 ETHNICITY  

(Please check one)         
Hispanic        

 Non Hispanic __ 

  

 

 

 NOTE:  

 Hispanic Origin or  Descent includes: 

 1.  Mexican-American 

 2.  Puerto Rican 

 3.  Cuban 

 4.  Central or South Speaking 

5.   Other Spanish Speaking 

 

MARITAL STATUS (CIRCLE 

ONE) 

1. Single  5. Separated 

2. Married  6. . Living with  

3. Widowed`       Partner 

4. Divorced 

 ADDRESS (RESIDENCE) 

 
 CITY  STATE  ZIP CODE 

 ADDRESS (MAILING, if different from above)  CITY        STATE   ZIP CODE 

HOME PHONE:   CELL: WORK PHONE: 

Emergency Contact_______________________________________Phone:_____________________________Relationship_____________________________ 

May we contact you at the above address and phone numbers?   Circle one         Yes No 

 

If NO, where or how may we contact you with an emergent health care matter?        E-mail address (optional)______________________________________ 

 

Address:_______________________________________________________________________________ Alternate Phone __________________ 

 

PLEASE COMPLETE THIS SECTION AS ACCURATELY AS POSSIBLE SO THAT WE CAN PLACE YOU IN THE CORRECT FEE CATEGORY 

FOR OUR SLIDING FEE SCALE.  (THERE IS A CALCULATOR AVAILABLE FOR YOUR USE AT THE FRONT LOBBY RECEPTION DESK.) 

EMPLOYMENT STATUS  
 

       Full Time       Unemployed         Part Time        Student        Retired        Seasonal ___ 

              

  Your hourly wage       $______________  hours/week ________________           = $                       income per week  X 52 weeks = Annual salary ____________ 

  Spouse’s hourly wage  $______________  hours/week _______________            = $                       income per week  X 52 weeks = Annual salary ____________ 

 

Any other source of Income, I.E. child support, Tips, unemployment, gov’t assistance etc.   = $_________= Annual Amount for this source of Income ____________ 

 

                                                                                                                                     TOTAL annual income (before taxes) for all family members  = $                       

Total Number of people this income supports including yourself     ______          Staff use only     Income verified by    ____________ 

 

If you have no income , how do you support yourself? ________________________________________________ 

 

Do you have Medicaid?  (check one)       __Yes    ___No  Medicaid Number  _____________________ 
 

Do you have health insurance?  YES    NO 

 

Primary Medical Insurance:________________________________________________________(Ins Name where the card says to Mail claims To) 

 

Insurance Company Address: _____________________________________________________________________________________________ 

   Address    City   State   Zip 

 

Policy #:___________________________  Group #; _________________  Name of Card holder:________________. Card holder Birth Date________ 

 

Ins. Employers Name:_____________________________ Ins. Employers Address: _______________________________________________________ 

 

 

Secondary Medical Insurance:________________________________________________________(Ins Name where the card says to Mail claims To) 

 

Insurance Company Address: _____________________________________________________________________________________________ 

   Address    City   State   Zip 

 

Policy #:___________________________  Group #; _________________  Name of Card holder:________________. Card holder Birth Date________ 

 

Ins. Employers Name:_____________________________ Ins. Employers Address: _______________________________________________________ 

Responsible Party:  This section is for person’s under the age of 18 years old and not a confidential client. 
 

Who is the legal parent or legal guardian that is responsible for you?   ______________________________________PHONE_______________________ 
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My signature below acknowledges that I am choosing to receive confidential medical services and/or education from 
Panhandle Health District (PHD).  I hereby request and authorize the clinic to provide available health care services 
deemed necessary by the PHD clinic staff.  These services may include but are not limited to:  Evaluation of my medical 
and family history, physical examination, laboratory tests, which may or may not include STI testing and/or HIV testing, 
X-rays or photographs, medications or prescriptions, injections or immunizations, minor surgical procedures, and 
counseling services.  
 
I understand that no test is perfect and all tests may fail to detect a problem (false negative) or suggest a problem when 
none exists (false positive). 
 
Since some medical conditions may affect my care, it is my responsibility to give as complete and accurate a medical 
history as possible.  If new problems that may be related to my condition or care arise, I understand I should inform the 
clinic of this.  I understand that it is my responsibility to seek care elsewhere for any other medical problems beyond 
what is provided by the PHD clinic. 
 
I understand that I have a right to refuse any procedures or services that are recommended.  Refusing some types of 
care will not jeopardize my receiving appropriate care for other problems or concerns. 
 
I know that all services provided by the clinic are confidential. However, I understand that the results of some tests for 
sexually transmitted infections and other diseases must be reported to the State Health Department in a confidential 
manner, as required by law.  I also understand that if I am under age 18 and have been a victim of abuse, the law 
requires it be reported to the proper authorities. 

 
I give my permission to PHD to provide the results of my care to my health care provider or the referring provider for the 
purpose of medical care.  I understand that I am responsible for charges not covered or paid by my health insurance and 
give permission to release information to my health insurance company.   
 
I give my full consent for PHD to send me appointment reminders via text messages at the following number: 
 

TEXT number: ______________________________________________ 
 
 
 
The undersigned has read, fully understands, and agrees to all of the above provisions and information in this document.  
This consent is in effect for a period of one (1) year from date of signature. 
 
 
 
Patient Signature:                                                                                                        Date:                                            
 
 
 


