b CommunityHealth NEW PATIENT REGISTRATION FORM

Patient Information

Legal Last name

Legal First name Middle Initial

Preferred Name

Legal Sex (please check one) OMale OFemale

Date of birth / /

Address Apt #
City State Zip code

OPm currently homeless

Cell phone # ( ) OPreferred OConsent to text
Home phone # ( ) OPreferred
Email

Emergency Contact

Name Relationship

Phone # ( ) Alternate phone # ( )

OThis is my legal guardian

Insurance Information

What type of health insurance do you have?

OMedicaid [OMedicare OPrivate insurance/work benefits  OStudent health insurance
OVeterans benefits Ol do not have any health insurance

Medicaid - You may be eligible for Medicaid if any of the below options apply to you:

1. If you are a U.S. citizen or resident with 5 or more years of residency and your yearly income is at or
below 138% of the Federal Poverty Level.

2. You are not a U.S. citizen or resident, but are aged 65 or older, and your yearly income is at or below
100% of the Federal Poverty Level.

3. You are not a U.S. citizen or resident, but are aged 42-64, and your yearly income is at or below 138%
of the Federal Poverty Level.

Are you eligible for Medicaid? OYes [No [Not sure




Demographics

What is your primary language? OPrefer not to answer
Race

OAmerican Indiano/Alaska Native OAsian OBlack/African American
ONative Hawaiian/Pacific Islander OWhite/Caucasian DOPrefer not to answer

OOther

Ethnicity

OHispanic/Latino  ONot Hispanic/Latino

Marital status
OSingle ODomestic Partner OMarried DOWidowed ODivorced DOSeparated

Does your Spouse/Domestic Partner work? OYes 0ONo OOther income

Gender identity
(please choose the option that best describes you, our system can only accept one)
OMale OFemale OTrans Male OTrans Female OOther OPrefer not to answer

Sex assigned at birth
OMale OFemale OPrefer not to answer OUnknown

Pronouns
Ohe/him Oshe/her Othey/them

Will you need an interpreter? (Spanish and Polish available)
OYes ONo Ol will come with my own interpreter

What is your preferred language for communications?
OEnglish OSpanish OPolish ONo preference (communications will be in English)

What is the best way to contact you?
OPhone call OEmail/Athena Portal OMail ONo preference

|Household Income Information

Are you currently employed?

OYes ONo

¥ N
Employment status How are you supported?
OFull time (35+ hours/week) OSpouse, friends, or family
OPart time (less than 35 hours/week) OuUnemployment benefits
OTemporary OSocial Security benefits
OSeasonal OSavings or credit cards
OOther ORetirement/pension plan

OOther

1. How often are you paid (per)?
ODay OWeek OTwoweeks DOMonth 0O Year (Income Tax)

2. Household Income amount (as listed on income documentation) $

3. Number of people supported (including you)?
Oijustme 0O2 O3 04 0O5 0Oe6 0Oy 0O8 OOther

2



Additional Questions

Do you need special assistance because of any of the following? (check all that apply)

Serious problems seeing: OLegally blind ONeeds glasses
Serious problems hearing: OHard of hearing ODeaf OWears hearing aid
Difficulty reading: Oin English Oin native language OBoth
How did you hear about CommunityHealth?
OOnward House OCommunityHealth website
OEnlace OFrom a CommunityHealth staff person
OConsulate ORush Hospital
OChurch ONorthwestern Hospital
OCommunity Outreach Event OSt. Anthony Hospital
OOther Community Organization OAdvocate Hospitals
(Equal Hope, Chicago Street Medicine, etc.) (IL Masonic, Lutheran General, Good Samaritan, etc.)
Ointernet Search OWellness West
OSocial Media OMedia & Advertising (Radio, TV, Bus Ads)
OFriend or Family Member OOther

Can we contact you via WhatsApp if needed? OYes ONo

If yes, please provide your WhatsApp phone number:

Patient Consents

Consent for Treatment | hereby give my consent for treatment at CommunityHealth, and consent for
CommunityHealth to securely share my medical information electronically, as part of the Health
Information Exchange, with my care team members at outside health/hospital facilities. The Health
Information Exchange allows health care professionals and patients to appropriately access and
securely share a patient’s medical information electronically.

Patient Responsibility | certify that the information contained in this registration form is accurate and
truthful. By signing this intake form, | agree | will notify CommunityHealth in the event | have any
insurance, and/or income change, and | also agree to update my information as it changes, and/or on an
annual basis (as a minimum).

Medication Authorization | give my consent to release my information to Pharmaceutical Companies for
auditing purposes in the Bulk Replacement Patient Assistance Program. | understand that | cannot
request reimbursement for any prescription product received through this program from any government
program or third-party insurer. | also consent to periodic chart audits by CommunityHealth
staff/volunteers, and their partners.

Patient Signature Date

Staff Signature Date




