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Patient Language Assistance Form      
 
Patient Name: ________________________________________ Date: _______________ 
 
Patient’s Primary Language:     □ English          □ Spanish            □ Mandarin Chinese 
 

□ Other ___________________ 
 
Interpreter Needs: (Interpretive services are provided at no cost for Optum patients, if needed) 
 

□   Yes, I am requesting interpretive service for language (s) ___________________ 
 

□   No, I will use my family and/or friends for interpretive services 
 
□   Yes, family and/or friend is a minor (under age 18) 
 
□   No, I do not require interpretive services 
 
Other: 
_____________________________________________________________________________________
_____________________________________________________________________________________
__________________________________ 

 
I am aware of the availability of free language assistance services (interpretation and translation), by my health 
plan. I have completed the above information and understand I can change my preference if needed at any time 
and will let the clinic know if my preference changes.  
 
Patient Signature: ____________________________________________________ 
 
Date: __________________ 
 

***Provider office use only: Please do not submit to Optum unless requested*** 

Provider Note: Please do NOT 
submit to Optum unless there is 
a records request 


