Sy Patient Information —

Social Security #: ORefused First Name, Middle (on insurance ID) Last Name: (on insurance ID)
Name to Use: Preferred Pronoun: OQHe QOShe QOThey QOZie
What is the sex on your birth certificate?: am aF UNor X

Gender & Sex: UMale [ Female Transman O Transwoman [ Genderqueer [ Non -Binary
Current Gender Identity: [ Different identity (please specify):

Sexual Orientation: U Straight/Heterosexual [ Lesbian/Gay/Homosexual U Bisexual/Pansexual - Queer (d Unknown

U Refused to report U Different identity (please specify):
Date of Birth: Month/Day/Year: [ [
Race:

W American Indian/Alaskan Native (dAsian Black/African American [ Hawaiian Native d Other Pacific Islander

Owhnite A Unreported/Refused to Report

Ethnicity |AnotherHispanic, Latino or Spanish Origin: UNot Hispanic/Latino L Unreported/Refusedto Report

Preferred Language: WEnglish Uspanish  QArabic  other, (please specify):

Street Address/City/State/ZIP:

Email Address: How did you hear about us?

Home Phone:U Preferred  Cell U Preferred Work U Preferred Would you like to use the Borrego Health
Text Message Reminders? UYES UNO

Is Borrego Health your Primary Care Provider? QYES UNO Physician Name:
Sliding Fee Scale: Household Size: Would you like to apply forthe
You may quahfy for assistance Slldlng Fee Scale Program? DYES DNO
to pay for some health services. Household Income:
Housing Status: U Not Homeless (Rent, own) 1 Doubling Up O Homeless Shelter O Public Housing dStreet 1 Transitional
Agricultural Status | 4ave you or anyone in your household worked in the fields in the last 2 years? QYES ANO
Veteran Status Are you a Veteran of the US Armed Forces? JYES LNO Dependent of a Veteran? AYES UNO
Primary Insurance: Member ID:
Emergency Contact Information
Last Name: First Name:
Relationship: Home Phone Cell Work:
If Under 18 -Parent/LegalGuardian/ResponsibleParty:
Last Name: First Name: DOB:
Address: LSame as Patient Home Phone Cell:

Patient Extended Information-Additional Parent

Last Name: First Name:

Relationship to Patient: Home Phone Cell:
Preferred Pharmacy: When was your last Dental visit?

Pharmacy Address: Dentist Name:

Hearing Impaired? Vision Impaired? Would you like to use the Borrego Health
O Yes O No O Yes O No Patient Portal? (18+only) WYES UWNO

| certify that the information | provided to Borrego Health is true to the best of my knowledge. | acknowledge by signing this form
| become a patient of Borrego Health.

Patient/ Legal Guardian Signature: Date:
FOR OFFICE USE ONLY PLEASE “PRINT” INITIAL USE BLACK INK ONLY
REG CSR: Scanning CSR: Patient#:
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