
Community Medical Clinic

Hopkinsville, KY  Oak Grove, KY 

PLEASE RESPOND TO ALL QUESTIONS 

Personal Information 

 Princeton, KY 

Last Name __________ First Name ___________ Middle Initial __ _ 

Date of Birth __ / __ / ____ Social Security __ _ 

Address PO Box 
---------------------- -------

City _________________ State ______ Zip ______ _ 

Home Phone ____________ _ Cell Phone 
--------------

E-mail address ______________ How did you hear about us? _______ _ Marital

Status: _ Single Married Divorced _ Partner _ Widowed _ Legally Separated 

Race: _White _Black _Hispanic _Native American _Asian _Pacific Islander _Other 

Gender Identity: _Male _Female _Transgender Male/Female to Male _Transgender Female/Male to Female _Other 

Sexual Orientation: _Lesbian or Gay _Straight _Bisexual _Something Else _Don't Know _Choose not to disclose 

Language: _English _Spanish _Other _Limited English (Translator needed? _Yes _No) Emergency 

Contact 

Name _____________________ _ Relationship _____ _ Address 

___________________ PO Box __________ _ 

City ________________ State ________ Zip _____ _ 

Home Phone ____________ _ Cell Phone _____________ _ 

Pharmacy Information 

Name ___________________ Phone __________ _ Address 

___________ City __________ State ___ Zip ___ _ Employment 

Information 

Employed? __ Yes No __ Retired 

Please check all that apply __ Veteran __ Seasonal Worker __ Migrant Wori<er __ Public Housing 







Community Medical Clinic 
  Hopkinsville       Oak Grove Princeton

PERMISSION FOR TREATMENT/NOTICE OF RIGHTS AND PRIVACY 

Name 
--------------------------

PI ease Print 

Date of Birth 
-------

Permission is hereby granted to the staff of Community Medical Clinic to render treatment 

and /or services to the above named patient. 

I understand that there is a copy of the Notice of Privacy Practices available upon request. 

I have had the opportunity to discuss this information and understand my rights. 

Name of Individual Signing Authorization 

If not signed by the client, specify basis for Authority to sign: 

_ Parent _Spouse _ Personal Representative 

Date Signed 

_ Other (Describe Authority to Sign) _________________ _ 

Staff Signature Date Signed 














