Ngweoi Xac thwc:

Atp.  MAU DON DANG KY BENH NHAN  rowvonmmon i
X 7\ LOAI CUQC HEN/CHi DANH CHO NHAN VIEN TENVIET TAT CUA NHAN VIEN:
Community = YKHOA | NHAKHOA

Health Centers | O Riverside 0 Safe Harbor & Pearl Street 1 South End © Champlain Islands 0 Good Health © Winooski [ Essex

THONG TIN BENH NHAN VUI LONG BIEN toan bé don chi bang Mwc Ben hodc Xanh

HO TEN CHU PAU TEN LOT BIET DANH/TEN THUONG GOI
DIA CHI BPUONG PHO THANH PHO TIEU BANG MA ZIP
SO AN SINH XA HOI NGAY SINH DIEN THOAI NHA DIEN THOAI BAN NGAY | BIEN THOAI DI BONG
BIA CHI EMAIL PHUONG PHAP LIEN LAC LU TIEN

O DIEN THOAI [0 EMAIL O TIN NHAN VAN BAN
TINH TRANG HON NHAN CHUNG TOC Ng6n ngi¥ Chinh néu Khong phai Tiéng Anh:

[ Doc than O Ly than
O bakéthon [ Goa
O Ly di [0 Séng chung

O Nguoi My gbc Phi 0 Ngwoi My Ban x| Quy vi c6 Cén Dich vy Théng dich vién hay khéng?
O Ngwoi My gbc A O Nguwoi Dao Thai 1 cO [ KHONG
O Nguoi Caucase/ Binh Duong Séc toc/Ngudn gbc

Da trang O Da chung toc "1 Nguoi Hi

CONG NHAN NONG NGHIEP Quy vi c6 phai La Cwu chién

c toc:
Khong phai Ngwoi Hispanic
HONG TIN TAI CHINH

Bac si Cham séc Chinh

O Didan Thoivu binh Hoa Ky khang? IA DINH
71 Co 0 La mot Trung tam Sirc khée
GIOI TINH GIOI TiNH BAN DANG GIO| nhan tai tro tiv Lién bang,
HOP PHAP HIEN TAI 0 NAM chung t6i can phai thu thap
0 NAM 0 NAM 0 NG théng tin nay. Tat ca cau
O N o N 00 NAM CHUYEN GIOT (N@ thanh tra 161 déu dwoc bao mat.

Nam/Female-to-Male (FTM))
0 N CHUYEN GIO! (Nam tha

N{/Male-to-Female (MTF))
0O KHONG GIO! TINH

Quy mo6 Ho gia dinh/
4c DONG TINH Gia dinh:
UONG TiNH

DANH XUNG (Tuy chon):

Thu nhap HO gia dinh:

00 KHAC KHAC
0 CHON KHONG 0 0 KHONG BIET $
ﬁ [ CHON KHONG [ Hang tudn  [J Hang nam
TIET LO 0 M&i 2 tuan
TINH TRANG NHA & Quy vi La ngudi Vo gia L O 11 KHel O Hang thang
Néu vo gia cw, quy vi: | T O ghép (séng voi | W‘? Puong phd © Nhatrung © Khéng rd

ngudi khac) chuyén

TIEM THUOC TAY UU TIEN

TEN TIEM THUOC TAY s

V| TRi TIEM THUOC TAY

NGUOI LIEN LAC KHAN CAP

R 4y

THONG TIN BEN CHIU TRACH NHIEM (Moi bénh nhan dwéi 18 tudi déu phai cé6 bén chiju trach nhiém)

Ol QUAN HE SO DIEN THOAI

[1 Bénh nhan (18 tudi tré [&n) ame Giam hd [ Ngudi gidm hd (bdng chirng vé tinh trang phap ly bét budc dé diéu tri)

HO TEN TEN LOT
BIA CHI BUONG PHO THANH PHO TIEU BANG MA ZIP
NGAY SINH DIEN THOAI NHA

O =7:\0, A OA O BAO

O T6i dang c6 bao hiém NHA KHOA (xem bén dw&i)
O T6i hién KHONG c6 bao hiém NHA KHOA
0 T6i mudn nép don xin tham gia SLIDING-FEE SCALE

Tén Bao hiém Nha khoa:

S6 ID/S6 Hop ddng:

O T6i dang c6 bao hiém NHA KHOA phu (xem bén dwéi)

Tén Bao hiém Nha khoa:

S6 ID/Sé Hop ddng:

0 Téi dang c6 bao hiém Y TE (xem bén dwéi)
O T6i hien KHONG c6 bao hiém Y TE
O T6i mudn nép don xin tham gia SLIDING-FEE SCALE

Tén Bao hiém Y té:

S6 ID/Sé Hop ddng:

O Téi dang c6 bao hiém Y TE phu (xem bén dwai)

Tén Bao hiém Y té:

S6 ID/Sé Hop ddng:

Ban chinh stra thang 8 nédm 2023




Verified By:

k"fi:'.‘)‘\ PATIENT REGISTRATION FORM DATE REC/ENTERED: __/

Communit STAFF INITIALS:
y APPOINTMENT TYPE/STAFF USE ONLY CIMEDICAL O DENTAL

Health CenterS | O Riverside O Safe Harbor O Pearl Street O South End O Champlain Islands O Good Health O Winooski O Essex |

PATIENT INFORMATION PLEASE COMPLETE (Fill out) entire form in Black or Blue Pen Only

LAST NAME FIRST NAME MIDDLE INITIAL NICKNAME/CHOSEN NAME
STREET ADDRESS CITY STATE ZIP
SOCIAL SECURITY # DATE OF BIRTH HOME PHONE DAY PHONE CELL PHONE
EMAIL ADDRESS PREFERRED CONTACT METHOD
[J PHONE [J EMAIL [J TEXT MESSAGE
MARITAL STATUS RACE Primary Language if Not English:
[ Single [ Separated [ African-American [ Native American Do You Need Interpreter Services? 0 YES [ NO
[J Married [J Widowed [J Asian-American [J Pacific Islander
[ Divorced O Civil Union [ Caucasian/White O Multi-racial Ethnicity/Ethnic Origin: [ Hispanic ~ [J Non-Hispanic
Primary Care Physician AGRICULTURAL WORKER Are You a U.S. Veteran? FAMILY FINANCIAL INFORMATION
O Migrant [ seasonal | [ Yes O No As a Health Center that receives Federal
funding, we are required to collect this
LEGAL SEX CURRENT GENDER GENDER IDENTITY SEXUAL ORIENTATION information. All answers are confidential.
[J MALE O MALE [0 MALE [J STRAIGHT or HETEROSEXUAL . .
Family/Household Size:
[ FEMALE O FEMALE O FEMALE [ LESBIAN, GAY or
[J TRANSGENDER MALE (Female-to-Male/FTM) HOMOSEXUAL Household Income: $
PRONOUNS (Optional): [J TRANSGENDER FEMALE (Male-to-Female/MTF) | [J BISEXUAL O Weekly ) Annually
[0 GENDERQUEER [0 SOMETHING ELSE O Biweekly
[0 OTHER [0 DON’T KNOW 7 Monthl
[J CHOOSE NOT TO DISCLOSE [J CHOOSE NOT TO DISCLOSE Y
HOUSING STATUS  AreYou Homeless?  [J YES [J NO
If homeless, are you: ~ [J Doubling Up (living with others) [ Shelter [ Street [ Transitional [ Unknown

| PREFERRED PHARMACY
ARMACY NAME PHARMACY LOCATION

EMERGENCY CONTACT
NAME RELATIONSHIP PHONE NUMBER

I RESPONSIBLE PARTY INFORMATION (Any patient under 18 must have a responsible party)

[ Patient (18 years or older) [ Custodial Parent [ Guardian (proof of legal status required for treatment)

LAST NAME FIRST NAME MI
STREET ADDRESS CITY STATE ZIP
DATE OF BIRTH HOME PHONE
DENTAL INSURANCE INFORMATION MEDICAL INSURANCE INFORMATION
[0 I currently have DENTAL insurance (see below) I I currently have MEDICAL insurance (see below)
[0 I currently DO NOT have DENTAL insurance [0 I currently DO NOT have MEDICAL insurance
[ 1 would like to apply for the SLIDING-FEE SCALE [ 1 would like to apply for the SLIDING-FEE SCALE
Dental Insurance Name: Medical Insurance Name:
Policy/ID Number: Policy/ID Number:
[0 I currently have secondary DENTAL insurance (see below) [0 I currently have secondary MEDICAL insurance (see below)
Dental Insurance Name: Medical Insurance Name:
Policy/ID Number: Policy/ID Number:

Revised August 2023
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Chap thuan cho Diéu trj va Tiét 16 Thong tin Strc khoe

I. Chap thuan cho Diéu tri
Bang mau don nay, tdi chap thuan cho phép cac Trung tdm Strc
diéu tri cho t6i hodc bénh nhan c¢6 tén (nguwd®i ma tdi la ch
hop phap c6 quyén chép thuan diéu tri cho bénh nhan co6 tén). ri c6 thé bao gdbm
sang loc strc khde, chan doan, diéu tri y té, cham séc nha khoa, dich W xa hoi; sang loc
danh gia, chan doan va diéu tri sirc khée tdm than h hién rou va ma tly va cac
dich vu tam than.

e Cong dong (CHC)
ac nguwoi giam ho

Il Chap thuan cho phép tiét 16 théng tin sirc khge:

i | i ) C |en reou vama tay, strc khde tam
than, dieu tri tdm than, diéu tri khac va ho hdée ("théng tin strc khde") cua toi

muc dich sau:

A. Cho phép CHC str du
cac hoat dong cham

dng cham soéc sirc khée, bao gdm kiém
én bao dam chat lwgng hodac tai chinh.

dich vu cham séc sirc khde va coé thé cung cip hd so strc khode
éng ty bao hiém, cac cong ty bdi thuwéng tai nan lao ddng hodc cac
co quan khac thanh toan cho cac dich vu y té hodc cac théng tin bao hiém cap
nhat khac ma CHC lwu trir.

B. Tiét 16 thong tin strc khée cho nhirng ngwei hoic té chirc ngoai CHC
cho cac muc dich diéu tri:
e CHC duoc phép cung cép tat ca thong tin strc khde cho cac nha cung cép dich
vu y t& khac hodc cac co quan tham gia cham séc sirc khde cho quy vi. Bao
gdm ca cac hd so y té trong qué khe tir céc t& chirc bén ngoai. (Ban tiét 16
Thong tin Ca nhan phai dwoc gii cho tat ca gia dinh, ban be hoac nhirng nguoi
khac ma quy vi mubn truy cap vao théng tin H6 so' Y t& clia minh.)

Chép thuan cho Diéu tri va Tiét 16 Thong tin Strc khée Trang 1/2




Consent for Treatment and Consent to Release Health Information

I. Consent for Treatment
I hereby give my consent for treatment for myself, or the named patient (of whom I am the parent
or legal guardian who has the right to consent to treatment for the named patient) to the
Community Health Centers (CHC). Treatment may include health screening, diagnosis, medical
treatment, dental care, social services, mental health or drug and alcohol screening, assessment,
diagnosis and treatment, and psychiatry services.

I1. Consent to release health information:
I consent to the use within CHC and the disclosure to persons or organizations outside of CHC of my
(or of the named patient for whom I am the parent or legal guardian) medical, dental, drug and
alcohol, mental health, psychiatry and other treatment and health records ("health information") by
CHC for the following purposes:

A. Use of health information by or for CHC for treatment, payment, and health care operations:

Providing treatment by CHC staff.

Conducting health care operations, including financial or
quality assurance audits and/ or training.

Bill your insurance company directly

Payment for services provided by CHC. CHC is authorized to obtain payment for
health care services and can provide health records to insurance companies,
workers compensation insurers or other agencies that pay for health services, or
other updated insurance information on file with CHC.

B. Disclosure of health information to persons or organizations outside of CHC for
treatment purposes:

CHC is authorized to provide all health information to other health providers or
agencies who participate in your care. This includes past medical records from
outside organizations. (An Individual release of information must be submitted
for all family, friends, or other persons that you wish to access your Medical
Record information.)

III.  Assignment of Benefits

I authorize CHC to bill and receive payment directly from Medicaid /Medicare or any other
insurance carrier for services provided to me.

I hereby assign to CHC all payments from Medicaid, Medicare, or any health insurance policy for
health care, rendered to me by CHC.

I understand 1

am responsible for any unpaid balances incurred because of my care at CHC.

I understand that, to the best of my knowledge, the demographic information I have
provided is true and correct.

A copy of the

CHC payment expectations is available per your request.
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lll.  Chuyén nhwong Quyén lgi

T6i ay quyén cho CHC lap héa don va nhan thanh toan truyc tiép tl}l’ Medicaid /Medicare
hodc bat ky céng ty bao hiém nao khac cho cac dich vu da cung cp cho tbi.

Bang phuong tién nay, t6i chuyén nhuong cho CHC tat ca cac khoan thanh toan ti
Medicaid, Medicare hoac bat [(3‘/ hop déng bdo hiém strc khde nao cho viéc cham soéc
strc khée ma CHC da cung cap cho toi.

T6i hiéu rang t6i cé trach nhiém véi moi khodn dw no chwa thanh toan do CHC cham
soc strc khoe cho toi.

Vi sy hiéu biét tot nhat ciia minh, t6i hiéu rang thong tin nhan khau hoc ma t6i da
cung cap la dung va trung thyc.

Ban sao tai liéu du kién thanh toan ctia CHC sé dwgg,cung cap cho quy vi theo
yéu cau.

IV. Kétthuc va nhivng han ché ctia mau chap thua

A. Tai hiéu rang t6i co quyén hly ban chap 4t c(r lUc nao bang cach ndp van
ban yéu cau, nhwng viéc hay chap thua 6ng &nh hwéng dén moi hanh déng
ma CHC da thwc hién theo chap thuan <
trwdc han, thi chap thuan nay z -
Néu ngay, su kién hoac dleu ; ag dwoc néu o, th| chap thuan nay sé két thuc

sau ba nam ké to ngay cudi an dich vu.
B. T&i hieu rang toi co thé ché st dung hoac tiét 16 théng tin strc khde
cua t6i cho cac mu 0 ta trong chap thuan nay va CHC co thé ddng y

noi trén vé viéc
khéng thé ¢
da ky té

3¢ tiét Io thong tin strc khée ma CHC dong v, CHC s&
. cho toi (hodc bénh nhan cé tén) ma khoéng c6 chap thuan

C. Téi da doc

‘ thuan Diéu tri va Chap thuan cho phép Tiét 16 Théng tin Strc khde
nay, dong thoi

i hiéu va ddng y v&i ndi dung trong dé.

Té_i xac hhén la da dugc cung cap cac dich vu ngpn nglr trwde khi toi ky vao
mau Chap thuan Diéu tri va Chap thuan cho phép Tiét I6 Théng tin Strc khde nay.

) Tén Bénh nhan: Ngay Sinh:
g Chir ky cGia Bénh nhan: Ngay:

o Cha me/Nguoi giam ho:

< Chi¥ ky cia Cha me/Nguwoi giam ho: Ngay:

Chép thuan cho Diéu tri va Tiét 16 Thong tin Strc khde Trang 2 /2



Iv. Termination and restrictions of this consent:

A. Tunderstand that I have the right to cancel this consent at any time in writing, cancelling this consent will
not affect any actions taken by CHC in reliance of this consent before it was cancelled. If not previously
cancelled, this consent will end on the following date: . If none is indicated, this
consent will end three years after the last date of services to me.

B. I understand that [ may request restrictions on the use or disclosure of my health information for the
purposes described in this consent and that CHC may or may not agree to the request. I also
understand that except for those restrictions on use or disclosure of health information to which it
agrees, CHC will not be able to provide services to you (or the named patient) without this signed
consent.

C. I have read this Consent for Treatment & Consent to Release of Health Information and I understand

and knowingly consent to its content.

I confirm that language access services were provided to me before I signed this Consent for
Treatment & Consent to Release of Health Information form. [

Name of Patient: Date of Birth _
Patient Signature: Date:
. Parent/Guardian:

Parent/Guardian Signature: Date:




VITL
Vermont Health Information Exchange (VHIE)
Opt-Out Consent Form

If you DO NOT want health care professionals involved in your care to see
your general health information in the VHIE, please fill out this form.

Do you have access to the web or a smartphone? You can Opt-Out using a WebForm at www.vthie.net

Full Name (First Middle Last, Suffix)* Date of Birth (mm/dd/yyyy)*

Physical Address (Street, Apt/Unit, City, State, Zip)*

Primary Phone Number (include area code)* Alternate Phone Number (include area code)

Email Address (only for processing this form) Name of Health Care Organization(s) you visit

By signing below I choose to Opt Out - Please hide my
records in the VHIE to health care organizations involved in my care.
| understand that falsifying my identity or signing on behalf of an individual in which | do not have

authority is against the law and a punishable offense. For more information on signature
requirements please contact VITL or discuss with your health care organization.

Signature of Patient (if patient is 12 years or older) Date

Signature of Parent or Authorized Representative Date

+ If patient is younger than 12 years old, signature of Parent or Authorized Representative is required.
« If patientis 12 or older, but not yet 18, signature of Parent or Authorized Representative is optional.

Name of Parent or Authorized Representative Relationship to Patient

Once complete please mail, fax, or deliver in person to VITL
Vermont Information Technology Leaders - VITL

Attn: VHIE Support
1 Mill Street, Suite #249
Burlington, VT 05401
Fax# 802-461-4208

Questions? Call VITL toll free — Consent Hotline 1-888-980-1243 or www.vthie.net
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ACKNOWLEDGEMENT OF RECEIPT OF THE NOTICE OF PRIVACY PRACTICES

I hereby acknowledge and accept the Notice of Privacy Practices at the Community Health Centers of
Burlington.

I recognize I can view a copy of the Privacy Practice at www.chcb.org/forms/ or obtain a paper copy at any
CHC location.

I understand that the Privacy Practice is in accordance with the Health Insurance Portability and Accountability
Act of 1996 (also known as, “HIPAA”.)

Patient Name Date of birth

Signature Date

or
Signature of Guarantor / Personal Health Representative



http://www.chcb.org/forms/
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XAC NHAN PA NHAN THONG BAO THUC HANH BAO VE QUYEN RIENG TU

Téi xac nhan |4 da nhan dwoc ban Thong bao Thuc hanh Bao vé Quyén riéng tw tai Trung tdm
Strc khée Cong ddng Burlington.

30 v& Quyén riéng tu tai
CHC.

Toi xac nhan 1a t6i c6 thé xem ban Théong bao Thyc he
www.chcb.org/forms/ ho&c nhan mét ban in trén giy tai tat ca cac dia di

Toéi hiéu rang badn Thyc hanh Bao vé Quyén riéng tw na theo Pao luat Chuyén dbi va

Trach nhiém Giai trinh Bao hiém Y té nam 1996 (con goi

")

Tén Bénh nhan Ngay sinh

Chi ky Ngay

Chir ky cia Nguwoi bao lanh



http://www.chcb.org/forms/
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