
PART A 
Patient Information

_____________________________ ,    ___________________________,   ____________________________ 
Last Name                          First Name   Middle Name 

What name would you like to go by? _____________________________________ 

Address:_______________________________________________________ Zip Code: _________________ 
Home Phone: (___)_______________ Cellular: (___)__________________Work: (____)_________________ 
Email Address:______________________________ Preferred Communication:   Phone      Text    Email 
Preferred Phone Contact: Home    Cell   Work

Circle Gender at Birth:   M / F     SSN: ________ - ________ -________  Date of Birth: ________________
Gender Identification (please choose one):    Male     Female   Transgender- male-to-female   

Sexual Orientation (please choose one):       Lesbian or Gay   Straight Bisexual 
  Something Else Don’t Know Choose Not To Disclose 

Marital Status:   Married     Divorced   Separated     Single       Widow / Widowed   Unknown 

Education: (choose the highest education level completed) 

    None        1-6 grade         7-8 grades       some high school    GED  High school diploma  

Bachelors’ degree        Masters’ degree or higher    M  

Race: Native American/Alaskan Native     Asian    Black/African American      Native Hawaiian White  

Ethnicity: Hispanic / Latino    ONon-Hispanic / Non-Latino   
Other:____________________ 

Preferred Language:   English Spanish  Other__________________________  
Interpreter Needed?

  

  Transgender-female



Living Situation:  Homeless Not Homeless Transitional Doubling Up Street
Other Unknown

Agricultural Worker:    Migrant Seasonal    Not an Agricultural Worker 

Are you a U.S. Veteran?  Yes    No 

IN CASE OF EMERGENCY  
Please contact (name): ______________________________Phone(s):_  
Address:_______________________________________   

Subscriber’s Name:_______________________ DOB:_________________ Phone#___________________ 

Secondary Insurance:________________________ ID#___________________ Group#___________________ 

 Subscriber’s Name:________________________ DOB:_________________ Phone#__________________ 

Subscriber Address (if different than the patient): ________________________________________________  
__________________________________________________________________________________________ 

RESPONSIBLE PARTY INFORMATION
Employment:   Full Time  Part Time    Unemployed    Full-Time Student   Retired  

  Active Military   Unknown 
Responsible Party Name: ______________________________Employer Name:______________________  
Employer Address: _________________________________________Employer Phone:________________ 





V. HOUSEHOLD INCOME INFORMATION
Note: As a Federally Qualified Health Center (FQHC), we provide Sliding Fee Scales which may help you with
your health care expenses. To help us determine if you may qualify, please answer below. This information
is only used to obtain the grants we use to help those who do not have insurance and will not affect you in
any adverse way.

What is your annual household income?_______________   How many people are in your household?_______ 

 No Income       Less than 24,999  25, 000 to 39,999   40,000 to 59,999  60,000 to 99,999 

 100,000 or more 

If you are interested to know more about our Sliding Fee Scale Program, please fill out the enclosed Sliding 
Fee Scale discount program section below.    

A sliding scale discount program is available for our uninsured and under-
insured patients who may have difficulty paying. 

Yes, I am interested in information regarding the sliding scale program.

No, I am not interested at this time in the sliding scale program
.

Signature: __________________________________

Date: ______________________________________ 

 Once the paper is signed, please return it to the receptionist. 



HIPAA Authorization for Use or Disclosure of Health Information

This form is used when authorization is required and complies with the Health Insurance Portability 
and Accountability Act of 1996 (HIPAA) Privacy Standards.

 

I. Authorization

I authorize the following party to use or disclose my health information:
Disclosing Party: Community Dental

I authorize the disclosure of the following health information (check all that apply):

 All of my health information

 My health information relating to the following treatment or condition: 
___________________________

 My health information covering the period from _____(date) to _____(date)

 Other: _________________________________________________________________

This information may be disclosed to the following recipient:

Name/Organization: ____________________________________________________

Address: _____________________________________________________________

City: _______________________ State: ______ Zip: _______________

Phone: ________________________ Fax: ________________________

Email: _______________________________________________________________

II. Patient Rights

I understand that I may revoke this authorization in writing at any time, except to the extent that actions 
have already been taken based on this authorization.

I understand that I may not be able to revoke this authorization if its purpose was to obtain insurance.

I understand that information disclosed may be subject to re-disclosure by the recipient and may no 
longer be protected by HIPAA.

I understand that my treatment cannot be conditioned on signing this authorization, unless the purpose 
is to create health information for a third party or for research participation.






