Health Centers Perncrpauus naumeHToB

PATIENT REGISTRATION (RUSSIAN)

Data (mecsu, yncno, roa) (Today's Date (month/day/year)) Mpegnountaemoe nma (Preferred Name)

Ums (First Name) damunus (Last Name)

SSN (Social Security Number) LaTta poxpaeHus (mecau, umcno, roa) (Date of Birth)
(month/day/year)

DomawHun agpec (Home Address)

Fopogp (City) LTaT (State) MHupekc (Zip Code)

TenedoH (Phone Number) OononHutenbHbIN TenedoH (Alternate Phone Number)

AnekTpoHHana noyTta (Email Address)

HOemorpadmyeckmne aaHHble naumeHToB (Patient Demographics)

Mon (Sex) O XeHwwuHa (Female) [ MyxuuHa (Male) [0 HeBGuHapHbI (Nonbinary) [ HeussecTHo (Unknown) [ X

FeHpepHas ngeHTUYHOCTb (Gender Identity) CekcyanbHasa opueHTaums (Sexual Orientation)
O XKeHwwuHa (Female) O lNetepocekcyan unu CtpenT (Straight or Heterosexual)
O Myx4uHa (Male) O JNlecbusaHka (Lesbian)
0 HebuHapHbin / Tengepksup (Non-Binary / Genderqueer) o len (Gay)
O TpaHcreHgepHbi My>xxunHa / TpaHc-myxdunHa / FTM 0 Bucekcyan (Bisexual)
(Transgender Male / Trans Man / FTM) 0 Acekcyan (Asexual)

O TpaHcreHaepHas xeHwuHa / TpaHc-xeHwuHa / MTF 0 OMHUcekcyan (Omnisexual)
(Transgender Female / Trans Woman / MTF) 0 MaHcekcyan (Pansexual)

O B noucke / HeonpegenueLunincs (Questioning) 0 Keup (Queer)

o ABynonbin (Two Spirit) O YTo-TO Apyroe (Something Else)

0 fipyroe (Other) . 0 He 3sHato (Don’t Know)
0 MpeanouuTaro He ykasbiBaTkb (Choose Not To Disclose) 0 MpeanouunTato He packpbiBaTh (Choose Not to Disclose /

Decline)
Mon, ykasaHHbIN Npu poxaeHum (Patient’'s Sex Assigned at Birth)
0 XeHckuii (Female) O Myxckon (Male) [ UHTepcekc (Intersex) [ HemssecTHO (Unknown) [ He ykasaH B
cBuaeTenncree 0 poxaeHuu (Not Recorded on Birth Certificate) [ lMpeanoymTato He ykasblBaTb (Choose Not To Disclose)
CewmerHoe nonoxeHue (Marital Status) [ OguHokui (Single) [ MNapTHepcTBO (Partnered) [ B 6pake (Married)
O B pasBoge (Divorced) [ PasgenbHoe npoxusaHue (Separated) [0 Bgosel, (Widowed)
KakoBa Balua aTHM4YecKass NnpuHagnexHocTb? (What is your ethnicity?)
O He naTuHoamepwukaHel, / He ucnaHckoro nponcxoxaeHus (Non-Hispanic or Latino/a)
1 MekcukaHel, MekcKkaHel, No NPOUCXOXOEHNIO NN YMKaHo / YnkaHa (Mexican, Mexican American, or Chicano/a)
U MyapTopukaHel, (Puerto Rican)
[ KybuHel, (Cuban)
1 dpyras naTMHoamepukaHcKasi, UCnaHckasl Uiy ucnaHos3blYHas aTHUYecCkas NpUHagneXxxHocTb (Another Hispanic, Latino/a or
Spanish Origin)
] Heckornbko natMHoamepuKaHCKMX, UCMAaHCKUX UM NCMAHOS3bIYHBIX STHUYECKUX MPUHaANexHocTern (Multiple Hispanic,
Latino/a or Spanish Origins)
] He 3Hato (Don't Know)
U MNMpegno4mnTato He ykasbiBaTb (Choose Not To Disclose)
PacoBas unu 6nonornyeckasi ceMemHasa npuHagnexHocTb? (What is your race or biological family background?)
O Benbin (White) [ YépHbin / AdppoamepukaHel, (Black / African American) [ KopeHHow xutenb Ansicku (Alaska Native)
O AmepukaHckui MHgued, (American Indian) O WHauvel (10oXXHO@3MaTCKOro NponcxoxaeHus) (Asian Indian)
O Kutaeu (Chinese) O ®ununnuHey, (Filipino) [ AnoHel (Japanese) [ Kopeel (Korean) [ BeeTHamel (Vietnamese)
O Opyron asuar (Other Asian) [ XKutenb l'yama unm yamoppo (Guamanian or Chamorro)
O KopeHHot xuTenb [[aBaneB (Native Hawaiian) [ CamoaHey, (Samoan)
O Opyrown Bbixogew, ¢ OCTPOBOB Tuxoro okeaHa (Other Pacific Islander) [ He 3Hato (Don’t Know)
O MNpegnoyunTato He ykasbiBaTb (Choose Not To Disclose)
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KoHTakT B upe3BblyanHon cutyauum (Emergency Contact)
Nma (Name)

TenedoH (Phone Number) OTHoweHue K naumeHTy (Relationship to Patient)

TpyaoBoun ctatyc (Employment)
O MonHag 3aHATOoCTb (Full time) [ YacTudHas 3aHATOCTb (Part time) 1 Be3paboTHbIn (Unemployed)
Asbik (Language)

Hy>eH nu nepeBoa4unk? (Do you need an interpreter?)
O Oa (Yes) [ Het (No)

FoBopuTa nu Ha aHrMunckom? (Do you speak English?)
O Oa (Yes) O Het (No)
MpepnoyntaemMbin A3bIK (Preferred language)

YpoBeHb BnafeHUsA aHrMUMNUCKUM A3bIKOM (English Fluency) [0 OTnu4yHo (Excellent) [0 OyeHb xopowwo (Very Good)
O Xopowo (Good) [ Nnoxo (Not Good) 1 CoBceM He Bnageto (Not at All)

Mpeanoyntaembin A3bIK ANA nucbMma (Preferred MpennoynTaemMbin pa3roBOpHbIN A3bIK (Preferred Language
Written Language) Spoken)

OononHuTtensHaa aemorpaduyeckas nHpopmauus (Additional Demographics)

Bbl ncnbitbiBaeTe 6€340MHOCTL? (Are you experiencing homelessness?)

O Oa (Yes)

U] Het (He 6e300mHbINn) (No (Not Homeless))

[ B HacTosiLee Bpemsl He 6e300MHbIN (HO Obin B TedeHne nocneaHmx 12 mecaues) (Currently Not Homeless (was in the last 12
months))

Ecnun pa, BbiGepuTe oguH BapuaHT Huxe (If Yes, please choose one (1) below):

U NpoxuBaHue B nputote (4na 6€300MHbIX) (Living in Shelter (Homeless Shelter))

1 BpemeHHoe xurnbé (Transitional Housing)

U NpoxunBaHue ¢ gpyrumu (B CTECHEHHBbIX ycnoBusax) (Living with Others (Doubling Up))
1 Ynuua, narepb, nog MocToMm (Street, Camp, Bridge)

L1 HenssectHoe mecTo npoxumBaHus (Npu 6e3gomHocTn) (Homeless Unknown Shelter)
[ MNMocTosHHOE Xnnbe ¢ nogaepxkon (Permanent Supportive Housing)

] OTenb ¢ 0AMHOYHBIM pasmeLleHreM (gpyroe) (Single Occupancy Hotel (Other))

[ MNog yrpo3oi 6e3gomMHocTy (At Risk for Homelessness)

] Pe6éHok nopg, yrposown 6e3gomMHocTm (At Risk for Homelessness (Child))

L1 BeTtepaH nog yrpo3own 6e3gomHocTm (At Risk for Homelessness (Veteran))

fABnseTecb N Bbl MUIPAHTOM UNU CE30HHbLIM PaBoTHUKOM? (Are you a migrant / seasonal worker?)
O MurpaHT (Migrant) [ Ce30HHbIM paboTHUK (Seasonal) I Hu 10, HM gpyroe (Neither)

CraTyc BeTepaHa unm BoeHHou cnyx6bl (Veteran / Military Status)
O Oa (Yes) O Her, g He BeTepaH (He cnyun B apmun) (No, | am not a veteran (or served in the military)

CTtpaHa npoucxoxaeHusi (Heobss3amesnibHO) Country of Origin (optional)

Xotenu 6b1 Bbl NONy4YUTb NOMOLLbL BO Bpems npuéma? (Would you like assistance during your appointment?)
O [a, nomoLub npu criabom 3peHun unu crienorte. (Yes, support for Low Vision or Blindness.)

O Oa, npu 3aTpyaHéHHOM cnyxe. (Yes, Hard of hearing.)

O Oa, nomoup B nepeasmkeHumn (onuwnte) (Yes, Mobility Assistance (please describe):

O Oa, gpyras nomoups (onuwwimnte) (Yes, other (please describe)):

Kakue mectonmeHus Bbl ucnonb3yete? (What pronouns do you use?)

[J OHa/ Eé (She/Her/Hers) [1OH/Ero(He/Him/His) [ Onn/Wx (They/Them/Theirs) [1Ze/Hir/Hirs
LOEy/Em/Eirs [0Xe/Xem/Xyrs [1Ve/Vir/Virs [ [Opyroe (Other) [ Wms naumeHTa (Patient’'s Name)
[1 HensBecTHO (Unknown [1 OTkasbiBatocb oTBeYaTh (Decline to Answer

MpepnnouteHnsa B o6weHun (O6BeauTe Bce nogxoaswme BapmaHTbl) Communication Preferences (circle all
that Apply)

Kak Bbl NpegnoymTaeTe nomy4artb YBeOOMIIEHUS O
npmémax? (How would you like to be contacted for {F?ﬁoicg)o'-' CMC (Text) Email MouTa (Mail)
Appointments?)

Bonpocel no onnarte (Billing Issues) IF?#O%CE)OH CMC (Text) Email MoyTa (Mail)
MeauumHckue Bonpochkl / Pe3ynsratbl aHanmM3os TenedoH CMC (Text) Email MouTta (Mail)
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(Healthcare Questions / Results) (Phone)

Coo0LeHns OT BaLLIErO fieyallero spaya TenedoH ; ;
(Messages from Your Provider) (Phone) CMC (Text) Email Mouta (Mail
Opyroe obLeHne TenedoH ; i
Other Communication) (Phone) CMC (Text) Email MouTa (Mail)

UHdopmauusa o ctpaxoBom nopyuutene (Guarantor Information)

0 Cam naumeHT (Self)
O Onsa pebéHka — nMA poguTens UM 3aKOHHOro onekyHa (For children - name of parent or legal guardian):

Hama poxdeHus (Mecsiy/GeHb/200) (Day of Birth (month/day/year)):
Appec (ecnu otnuyaeTcs oT agpeca naumeHTa) (Address (if different from patient’s):

Fopogp (City) LWTraT (State) MHpeke (Zip Code)

OTHoweHMe K naumneHTy (Relationship to Patient):

OO6Luee KONMYECTBO YerlIOBeK B BalleM JOMOXO3AMCTBe (BKITHOUYas mxkamBeHLUeB) (Total number of people in your household
(you and your dependents))

KakoB Baw goxoa 0o Bblveta Hanoros $ (What is your household income before taxes?)
O B yac (Hourly) [ exeHegernbHo (Weekly) O B mecsy, (Monthly) O B roa (Annual)

O MNMpeano4ynTato He ykasblBaTb (Choose Not to Disclose)
MprmMeyaHre: A noHnmato, YTO ecnu 51 peLlato He yKasblBaTb AOXOA MOEro AJOMOXO03AMCTBA U KOMMYECTBO YNIeHOB CEMbM, S OTKa3bIBaOCh OT
yyactus B nporpamme cdunHaHcosou nomolum Elica (Sliding Fee). Ecnn mon o6cTosTenscTBa M3mMeHATCS unu s nepegymato, g 3Hato, 4To
MOry MOMPOCUTb Yy COTPYAHMKA aHKETY AN NoAayy 3asiBreHus.

CtpaxoBka (Insurance)

Homep yyactHuka Medicare (Medicare Member ID Number):

Hata BctynneHua B cuny (Effective Date):

Homep yyacTHuka Medi-Cal (Medicaid Member ID Number):

Harta BctynneHua B cuny (Effective Date):

1. Tllepepante AAMUHNCTPATOPY Bally CTPaxoBYH KapTy N yaoCcTtoBepeHue NMIMYHOCTUN OANA CKaHMPOBaHNA B MEOULIMHCKYHO KapTy.

2. Ecnu Bbl onnaymBaeTe BU3UT CaMOCTOATENBHO, NPeAoCTaBbTe 3asBMeHMe Ha CKUAKY MO CKOMb3dLLen LwKane u noaTeepxaeHme

joxopa.

NOAMNMUCABLUNCB HWXE, A NOATBEPXAALO, YTO YKA3AHHAS B ®OPME PEr'MCTPALIUU MALIMEHTA
MHOOPMALIUA ABNAETCA NMPABOUMBOU U TOYHOU, HACKOJIbKO MHE U3BECTHO.

Umsa n hpamunusa naumeHTa (Print Name of Patient) OTHOLWEeHMe K NauueHTy nuua, nognucbiBatolero opmy
(Hanpumep: nayueHm, pooumersib, ONeKyH)
Relationship to Patient of Individual Signing Form
(for example, patient, parent, guardian)

Moanuck nauueHTa UK onekyHa Oata (Date)
(Patient / Guardian Signature)
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Cornacusa u noareepxaeHnsa (Consents & Acknowledgements)

Ne4eHune: A cornaceH(Ha) nony4yaTb nevYeHne oT MeauuUnHCKNX paboTHMKOB 1 nepcoHana Elica. A noHMmato, 4to Ha MeHs
OyOeT 3aBegeHa MeauumMHcKas KapTa. S Mory nonyyYnTb KONMio CBOe MeQULMHCKON KapTbl, nognucas hopMy 3anpoca
MeOMLMHCKNX 3anucen, NPeaoCTaBneHHYO KITMHUKON.

TenemepuumHa: A cornaceH(Ha) Ha nony4YeHne MeaMLUHCKON NOMOLLM MO TenedoHy, Yepes TeneMeauumnHckme
TEXHONMOMMN UK Yepes nopran nauueHTa, ecnm 3aTo HeobxoaAMMOo U YMeCTHO Ans obMeHa MeanUMHCKOW MHopMauuen ¢
MoumMK nevawmmm Bpadamu. Bpaum Elica no 3akoHy MOryT fieunTb TOMbKO NaUMEHTOB, HAXOOALWMNXCA Ha TEPPUTOPUK LITATa
KanudopHus. Ycnyri TenemeamumHbl He MOTyT NPeaoCTaBNATbCA NauMeHTam, Haxoaswmumes 3a npegenamu KanudopHuw.

CtyaeHTbl / UHTepHBI: A noHumato, Yto Elica yyacTByeT B 0Gy4eHUN CTYAEHTOB-MEANKOB. OTO 03HAYAET, YTO CTYAEHTbI
WMU MHTEPHbLI MOTYT NPUCYTCTBOBATL Ha NPUEMaXx y MeHsi, MOero pe6GEéHka nnu nofonevHoro. A noHMMato, 4To nog
HabnogeHMeM NMLEH3NPOBaHHBIX CNELManucTOB OHU MOTYT OKasblBaTb MOMOLLb B yxoae. A ocBegoMnéH(a), YTo Mory B
ntoboii MOMEHT OTKa3aTbCsi OT UX y4acTusi B nedeHun 6e3 notepu JocTyna K MEQULMHCKON MOMOLLW.

Mepenaya cTpaxoBbiX BbInsaT: S nepegato BCe nNpasa M BbiNfaTbl N0 MOEMY CTpaxoBoMy nonucy knuHuke Elica,
paspeLuas en HanpPsSMyo HanpaBnsaTb 3a8BEHNS B CTPAxXOBYO KOMMAHMIO MU NOMyYaTtb onnaTty OT €€ MMeHW. S noHumato,
YTO HECY OTBETCTBEHHOCTb 3a onjiaTty BCeX CyMM, HEe MNOKPbITbIX CTanOBKOI7I, BKIO4aaA OCTaTOK nocrne npuMeHeHna CKUOoK.

doTorpadum: A cornaceH(Ha), 4Tobbl Elica caenana cotorpacumio MmeHs, moero pebéHka nnm nogoneyHoro Ang uenew
naeHTudrKaunm B MmeguumMHcKkon kapte. Ecnm s oTkasbiBatoch OT poTorpadumm, 9 noHMMato, 4To BMECTo Heé MoXeT bbiTb
NCMNonb30BaHO MOé odmumansHoe yaoCTOBEPEHNE NMYHOCTU C (hoTo.

CBob6opa BbIGOpa anTekn naumeHToM: A NoHMmMato, 4YTo MMeto Npaso cBOBOAHO BbibpaTh anTeky. PeuenTtsl 6yayT
HanpagneHbl B anTeky No MoeMy BblGopy. Ecnu s cOOTBETCTBYIO YCMOBMSAM, MEHSI MOTYT HAanpaBUTb B KOHKPETHYHO anTeky
Ansi nony4veHus 6ecnnaTHbIX UK NbroTHBIX NekapcTs. Ecnu s Bbibepy Apyryto anTeky, BO3BMOXHO, MHe nNpuaértcs
onnavmBaTtb MOMHYK CTOMMOCTb Npenaparos.

YBepgomneHue o kKoHUAeHUNANbLHOCTU: A noaTeepxaato, 4To 6biri(a) npouHdopmupoBaH(a) unm nony4un(a) Konuwo
yBeJOMIIEHUSI O NONUTUKE KOHpuaeHUmanbHocTu Elica. A Mmory nonyumTb KONUo 3TOro AOKyMeHTa B nmtoboe Bpemsi Ha

cante Elica: www.elicahealth.org.

O6meH meguuuHckon nHopmaumen: KnuHmka Elica BxoguT B opraHn3oBaHHY0 CUCTEMY MEOULMHCKOrO 06CMyXMBaHWS,
BKMtovatoLLyto ydacTHnkoB cetn OCHIN. AktyanbHbin cnucok ydactHnkoB OCHIN goctyneH Ha www.ochin.org. Kak
6usHec-napTHEp Elica, OCHIN Takke npoBoanT OLEHKY KayecTBa W yryJlleHne MeaMLUUHCKMX YCNyr OT UMEHW YYaCTHUKOB.
Hanpumep, OCHIN koopamMHUpyeT KnMHn4ecknii 0630p 1 noMoraeT yyacTHUKkam BblipabaTbiBaThb Nyylume cTaHaapThbl U
3(PPHEKTUBHO NCMONBL30BaTh NEKTPOHHbIE MEANLIMHCKME 3anvcu. A NOHMMALD, YTO MeauUMHCKas MHopmMauns MoxeT
nepepasatbcs oT Elica apyrum yyactHukam OCHIN, ecnin ato Heobxoammo ans paboTbl JaHHOW CUCTEMBI
30paBOOXpaHeHUs.

NOAMUCABLLUUCH HWXE, A NOATBEPXAOAIO, YUTO MPOYUTAIN(A) PA3OEN COMMACUA, MOHUMAIO U NPUHUMAIO ErO
ycnoBus.

Umsa n hbamunusa naumeHTa (Print Name of Patient) OTHOLEeHMe K NauuMeHTy nuua, nognucbiBatoLlero gopmy
(Hanpumep: nayueHm, podumersib, ONeKyH)
Relationship to Patient of Individual Signing Form
(for example, patient, parent, guardian)

Moanuck nauueHTa unu onekyHa (Patient / Guardian Signature) Hata (Date)
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“Healing with Heart”

®OPMA ABTOPU3ALMMU 3ALLULLEHHOWN
'%i% Health Centers MEOULMHCKOW MHOOPMALIUM - HIPAA

Elica Health Centers ctpemuTcs 3awmwats Bally MeguUMHCKyo nHdopmauuio. 3ta dhopma no3sonseT JobaBnTb, OGHOBUTL UK
V3MEHWTb BalLX NPeanoyTeHns no obMeHy 3alnEHHON MeauLUMHCKON nHdopmaumein. OHa NMOMOraeT HaMm MOHATb, KaKyro MHopMaLuto
Bbl paspeluaeTe nepegasaTh NoasaM U3 Bawlero okpyxeHus. Cneumanuctsl Elica MmoryT o6cyxgate BONpOCHI BaLLEro Nie4eHnst U yxoaa
NNYHO, MO TenedOoHy Unu Yepes noprtan Ans NauMeHToB.

MUHdopmaumsa o naumeHTte

damunusn: OTyYecTBO: [ara poxpeHus:

YKaxuTte npegnovTuTenbHbIA CNOCO6 CBA3U U TEMY COOBLLEHUMN (MoryT npUMeHATLCS Tapudibl Ha nepeaady AaHHbIX)

3apaHunsa

HoBocTu n o6bABNeHus

AHKeTbI

YnpaBneHue akkayHTOM

TenemeguumHa

3anucu Ha npuém | (| |

Onnarta (I O O

3popoBbe O O O O O
CooblLeHus O O O O O
Opyrue coobueHus O O O O O

Ykaxute, ¢ KeM Bbl XOTUTE NOAENUTLCA m-lq)opmauueﬁ. Kaxpas auenka npegHasHa4yeHa Ans pa3HbIX Uy

Nuuo #1 Nuuo #2
Nma n pamunua: ma n amunus:
CTteneHb poacTBa: CTteneHb poAcTBa:
O Mate OO Otey O foub [0 Ceiv [ Cectpa [ Bpar O Mate O Oteny [0 foub I CeiH [ Cectpa [ Bpar
O Téra U Aspa O XKewa [0 Myx O MaptHép [ OnekyH O Téra O Aapa O XKewa O Myx [ MaptHép [ OnekyH
0 Opyroe: 0 Opyroe:
[0 Mbl MmOXXem cooBLMNTL 3TOMY YernoBeky niobyto Bally MEAULIMHCKYIO 0 Mbl MOXXeM cooBLLMTE 3TOMY YernoBeky Miobyto Bally MEAULIMHCKYIO
MHdOopMaUmto. MHdOopMaLuio.
OR OR
0 Mbl mOxXeM nepenath 3anucy NpMEmMa TEKYLLEro AHS. 0 Mol MmOxXeM nepenatb 3anucy NpuEmMa TEKYLLENO AHSI.
[J Mbl MmOXXem nepepath BCe pesynbraTbl aHanm3oB. [J Mbl MOXXeM nepefaTth BCe pesynbraTbl aHanmM3os.
JNuuo #3 JNuuo #4
Mmsa n damunnus: Nms n dammnus:
CrteneHb poAcTBa: CTteneHb poAcTBa:
O Mate O Otey O Joub [0 CwuiH [ Cectpa [ Bpar O Mate O Otey O foub O CbiH [ Cectpa [ Bpar
O Tera O Ospa O XKewa O Myx O MaptHép [ OnekyH O Téra O Ospa O XKewa O Myx O MaptHép [ OnekyH
O Opyroe: O Opyroe:
0 Mbl MOXXeM COOBLLMTL 3TOMY YENOBEKY NOOYI0 Bally MeAULUHCKYH 0 Mbl MOXXEM COOBLLMTL 3TOMY YernoBeKy Nobyto Bally MeaULVHCKYH
nHdopmaumio. nHdopmaumio.
OR OR
[0 Mbl moxxeM nepenatb 3anmcy NpMémMa TEKyLLEro AHS. [0 Ml moxxeM nepenatb 3anucy Npuéma TeKyLLEero AHs.
[0 Mbl MmOXeM nepefaTh Bce pesynbraTbl aHanm3os. O Mel MmOXXeM nepepaTth BCe pesynbraTbl aHanm3os.

[0 S He xou4y, 4T06bI UTO-JIMBO coobwanock unu nepegasanocs KOMY-NUBO.

MoanuceiBas aTy hopmy packpbiTum/HepasrnawieHns nigopmaumu, 8 ynonHomodmsato Elica Health Centers 06HOBWTE MO0 MeAMLMHCKYIO MHOpMaLMio B
COOTBETCTBUW C yKa3aHHbIMM BbilLEe U3MEeHeHUaMMW. [JaHHOe paspelleHne oTMeHsAeT nobble npeaplayLlme, pacnpocTpaHAeTCs TOMbKO Ha NnL, 1
MHdOopMaumio, ykasaHHble B hopme.

PaspemeHme [EeVCTBUTENBHO B TeveHne 1 roga ¢ aartbl NOANUCAHUS Unn 4o HacTynneHua cobbITuA (yTO‘-{HMTe)Z

Umsa n damunusa naumeHTa (neyaTHbIMM GyKkBamm) CTeneHb poAcTBa C NauMeHTOM (Hanp., cam nauueHT, poauTenb,
OneKyH)
Mognucb naumeHTa / onekyHa DOara

OFFICE USE ONLY
Effective Date: Updated By:
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“Healing with Heart”

&/

NCTOPUA BONE3HU B3POCIOIO
Health Centers NAUMEHTA unu
PEBEHKA BO3PACTOM CTAPLLE 12

JNET
(ADULT & PEDIATRIC AGE 12+ HEALTH HISTORY)

Uma n bamunua naumeHTa (Patient Name): HaTta poxaeHus (Date of Birth):

Mbi onpawuvBaeM BCeX nNnauneHToB 06 unx I'IOTPESHOCTHX, Kacarwwumxcsa penpoaykKTUBHOIO 300pPOBbA.

CKpUWHWHIoBbIE BOMPOChHI A4S onpeAeneHnst HAMEPEHUIA B OTHOLLEHUN GEPEMEHHOCTH
(We ask everyone about their reproductive health needs. Pregnancy Intention Screening Questions)

BepeMeHHbI 1 Bbl B HACTOSALLMIA MOMEHT? (Are you currently pregnant?) O [Oa (Yes) [J HeT (No)
YKaxxkute gaty nepBoro AHs nocnegHen MeHcTpyauum, ecnm y Bac Obina MeHcTpyauust. J Hdara: 0 He npumeHnmo
(What was the first day of your Last Menstrual Period, if menstruating?) (Date) (N/A)
KopmuTe nu Bbl rpyapto B HacToAwmin MomeHT? [ [a O Het
(Are you currently breastfeeding?) (Yes) (No)
XoTuTe nu Bbl 3abepemeHeTb? O fda O Her O HeysepeHa [ MHe nogxogsT oba BapuaHta [ He npumeHumo
(Do you want to become Pregnant?) (Yes) (No) (Unsure) (Ok either way) (N/A)
XOTuTe N Bbl CETOAHS NOrOBOPUTL O KOHTpAaLLENUuM unm o npeaynpexaeHnn 6epeMeHHocTn? O Oa 0 Het
(Do you want to talk about contraception or pregnancy prevention today?) (Yes) (No)
AJINEPITUA HA KAKUE-ITMBO NEKAPCTBA, NMPOAOYKTbI MATAHUA UM OPYITUE BELWECTBA?
(ALLERGIES TO ANY MEDICATIONS, FOOD OR OTHER SUBSTANCES?)
Anneprml Ha: PeaKLlMﬂ: CTeneHb TsXXecTun peakuunn:
(Allergic to) (Reaction) (Severity of Reaction)

[J Anadumnaktudeckas peakuust (Anaphylaxis)

[J KpanueHuua (Hives) [ Huskas (Low)

O Cbinb (Rash) [1 OTeYHOCTb (Swelling) [ CpeaHsasa (Medium)

| TOUJHOTa/pBO:ra (Nausea/ vomiting) [0 Bblicokast (High)

O Opyroe (Other):

] AHadmnakTuyeckas peakuusi (Anaphylaxis)

1 KpanueHuua (Hives)

O Cobinb (Rash) ] OTEYHOCTb (Swelling) |} Huskast (Low)

O TowHoTa/pBOTa (Nausea/ vomiting) O CpeaHss (Medium)

O [pyroe (Other): ] Beicokas (High)

] AHadmnakTuyeckas peakuusi (Anaphylaxis)

1 KpanueHuua (Hives)

O Chinbk (Rash) [ OTeYHOCTb (Swelling) [0 Huskast (Low)

[J TowHoTa/pBOTa (Nausea/ vomiting) O CpeaHsisi (Medium)

[0 Opyroe (Other): ] Bbicokas (High)

MEOULUMHCKUA AHAMHE3 (OTMeTbTe BCe NPUMEHUMbIe 3a60neBaHNUA U COCTOSIHUA 340POBbLS)

(MEDICAL HISTORY (Check all diseases and medical conditions that apply))

O MeguumnHckun aHamHes otcytcteyeT (No Past Medical History)

O Hacunue Bo B3pocnioM Bo3pacTe (>kepTea) O enpeccus (Depression) [J 3aboneBaHne Ne4YeHM (Liver disease)
Adult Violence (Victim)
O Hacunue B oetckoM Bo3pacTe (kepTBa) (Abuse| [ CaxapHhbIin AnabeT (Diabetes mellitus) O MEHMHIUT (Meningitis)

as a child (victim))

O Anneprum (Allergies) 0 Omdmzema/XOBJ1 (Emphysema/COPD) O NHbapkT Mmnokapaa (Myocardial infarction)
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O AHEMUS (Anemia)

O M3Pb (GERD)

(0 3aboneBaHne HepBOB/MbILLIL, (Nerve/Muscle
disease)

O TpeBOXHOCTb (Anxiety)

O Mmaykoma (Glaucoma)

0 OcTeonopos (Osteoporosis)

O ApTpuT / 3aboneBaHue CycTaBOB (Arthritis / Joint
disorder)

(0 3aboneBaHune cepaua (Heart disease)

0 3nunenTuyeckne Npunagku (Seizures)

OAcTMa (Asthma)

O CepAaeyHasi He4OCTaTOYHOCTb (Heart
Failure)

O CeprnoBUAHOKNETOYHast aHeMUS (Sickle cell
anemia)

O I'IepenMBaHme KPOBMW (Blood Transfusion)

O Wym B cepaue (Heart murmur)

0 A3Ba xxenyaka (Stomach ulcers)

O Pak (Cancer)

0O BWY/CMAL (HIV/AIDS)

O UHCynbT (Stroke)

O KaTapakTa (Cataracts)

O rw‘IepJ‘IMFIM,D,eMI/IFl (Hyperlipidemia)

O 3noynoTtpebneHre ankoronem mnm

HapKOTUYECKUMU CpeaCTBaMMU (Substance
abuse)

O HapyLueHune cBepTblBaHUSA KPOBMU (Clotting
disorder)

O M'MnepTeHs3uns (Hypertension)

O Tybepkynes (TB disease)

0 XOBIJ1 (copPb)

[0 3aboneBaHune nouYek (Kidney disease)

[ 3aboneBaHue LWUTOBUOHOM xenesbl (Thyroid
disease)

O Opyroe, noxanynobbacHUTE (Other, please explain):

NEPEHECEHHbIE OMNMEPALINA

(SURGICAL HISTORY)

O Onepauun paHee He npoBoaunnuck (No Past Surgical History)

0O YpaneHue anneHauumTa (Appendectomy)

O KocmeTnyeckas XNpyprus (Cosmetic surgery)

0 Onepaunsi Ha TOHKOM KULLEYHMKE (Small
intestine surgery)

0 Onepauust Ha Mo3re (Brain surgery)

O OdTanbmornormyeckas onepaums (Eye
surgery)

0 Onepauust Ha MO3BOHOYHMKE (Spine surgery)

0 Onepauusi Ha MOJIOYHOW XKene3e (Breast surgery)

0 Onepauust npy Neperniome (Fracture surgery)

O YpaneHue TpeTbero Monsipa (Third Molar
Extraction)

0O AKLL (cABG)

O MnacTtuka FPbKWN (Hernia repair)

1 TOH3UNN3KTOMMUSA (Tonsillectomy)

] XoneuucTaKTOMUS (Cholecystectomy)

[0 3ameHa cycTaBa (Joint replacement)

1 3ameHa knanaHa (Valve replacement)

0 Onepauust Ha TONCTOM KULLIKE (Colon surgery)

O Onepaum Ha npocTtaTe (Prostate surgery)

1 BasakTomus (Vasectomy)

O Opyroe, noxanynoobAaCHUTE (Other, please explain:):
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CEMEWHbIN AHAMHE3 (oTMeTbTe BCe NPUMEHMMble 3a60NeBaHUsi U COCTOSAHUS):

(Family History)

He unsBecTtHo 0 kakmx-nn6o npobnemax (No Known Problems)
Ynotpebnenne ankorons/Hapkotukos (Alcohol/Drug Use)
BonesHb Anbureiimepa (Alzheimer’s Disease)
AyToummyHHoe 3abonesaHue (Autoimmune Disease)

Pak monouHoi xenesbl (Breast Cancer)

Pak ToncTon knwku (Colon Cancer)

Anneprum (Allergies)
AHemusa (Anemia)

Pak (Cancer)

Bbicokuii ypoBeHb xonectepuHa (High Cholesterol)
3aboneBaHue wutoBuaHow xenesbl (Thyroid Disease)

Henpeccusi (Depression)

[nabet (Diabetes)

WHdapkT mrokapaa (Heart Attack)
'vnepteHauns (Hypertension)
3abonesaHue noyek (Kidney Disease)
3abonesaHvie nevenn (Liver Disease)
3abonesaHue nerkux (Lung Disease)
WHcynbT (Stroke)

BHesanHasi cmepTb (Sudden Death)
Camoy6buicTteo (Suicide)

Mpo6nemsl co 3peHunem (Vision Problems)

Opyroe (Other)

CTeneHb poacTBa Umsa un bamunua
(Relationship) (Name)

MaTtb (Mother)

Orteuy (Father)

Cectpa (Sister)

Bpar (Brother)

[oub (Daughter)

CblIH (Son)

TeTs N0 MaTepUHCKON
nuHum (Maternal Aunt)

[s05 no maTepuHCKon
NMHUK
(Maternal Uncle)

TeTsa No OTLOBCKOW
NMHUK
(Paternal Aunt)

[sas no oTuoBCKON
NMHUK
(Paternal Uncle)

Babywika no
MaTepPUHCKOW NNHNK
(Maternal Grandmother)

Henywka no
MaTepPUHCKOW NNHNU
(Maternal Grandfather)

BabyLuka no oTL0BCKOM
NMHUK
(Paternal Grandmother)

[eayLwika no OTLOBCKON
NMHUK
(Paternal Grandfather)

Apyroe (Other)

YKAXXUTE NOBOU OPYrov CEMENHbIA AHAMHE3 HUXE:

(LIST ANY OTHER FAMILY MEDICAL HISTORY BELOW)

Bone3Hb UnNu meaMUUHCKan npoﬁnema:
(Disease or medical problem)

YneH cembu:
(Family member)
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NMOTPEBJNIEHUE TABAKA (ToBACCO USE)

Mcnonb3yeTe nn Bbl 3MEKTPOHHbIE CUrapeThl unu notpebnsete Ny Bbl KakMe-nMbo BeLecTBa C NOMOLLbIO BEVNOB?

(Do you use E-Cigarettes or Vape any substances?)

[0 Hukorga He ucnonb3oBan (-a) (Never used) [ PaHee ncnonb3oBan (-a), 4aTa npekpalleHus NCNomnb30BaHWs (Former user, quit date):
[0 [a- exxeQHEBHO (Yes- every day) [0 [1a- HeCKonbKO OHEWN (Yes- some days)

Ecnu pa, kakoe BeLLecTBO? (If yes, what substance?)  [1 HUKOTWH (Nicotine) O TetparngpokaHHabuon (THC) (THC)
O KanHabuguon (CBD) (cBD) 0 ApomaTtusaTtop (Flavoring) [ [ipyroe (Other):

KypuTte nu Bbl kKakme-nmbo TabayHble nagenua? (curapeTsl, curapbl U T.4.) (Do you smoke any tobacco products? (cigarettes, cigars, etc))
O Hukorga He ncnonb3oBarn (-a) (Never used) [1 PaHee ucnonb3osan (-a), AaTa NpekpaLleHnsi UCMoNb30BaHKWs (Former user, quit date):
[0 [da- exxeAHEBHO (Yes every day) [0 [da- HeckonbKo OHEWN (Yes some days)

YnotpebnseTte nu Bbl Kakne-nmbo 6e3gpiMHble TabayHble U3genua? (KeeaTenbHble, HIoXaTenbHble, pacCTBOPMMbIE NPOAYKTHI U T.4.) (Do you use
any smokeless tobacco? (chew, snuff, dissolvables, etc))

O Hwvkorga He ucnonb3oBan (-a) (Never used) [ PaHee ncnonb3oBan (-a), 4aTa npekpalLeHus UCNofb30BaHUS (Form er user, quit date): Ofa (Yes)

I'Io,u,BepraeTer N Bbl 1N noasepranncb N Bbl B NMPOLLIIOM perynapHoMy BO3,D,eI7ICTBMPO ,D,bIMa? (naCCMBHoe BO3,D,eI7ICTBllle) (Are you, or have you
been in the past, regularly exposed to smoke? (Passive exposure))

O Hwukorga (Never) [ B npownom (Pasty [0 B HacTosiLLee BpeMsi (Current)

YMNOTPEBJIEHUE ANKOIOJIAA (ALCOHOL INTAKE)

YnoTpebnsieTe nu Bbl ankorosibHble HAMUTKMU? (Do you ever drink alcohol?) [OMa (ves) [ He B HacTosILMI MOMEHT (Not currently) [1HeT (No)

CKOMnMbKO NOpLUMIA B HEAEH U KAKNe HanMUTKOB? (How many drinks per week, and of what?) nopuui B
Heaenw (drinks of)(per week)

YNOTPEBJIEHUE HAPKOTUKOB (DRUG USE)

B HacTosLLee Bpemsi (B TeveHre nocregHux 6 MmecaueB) ynotpebnsere nn Bbl Kakne-nmbo pekpeaumoHHbIe HapKOTUKN? Do you currently (in the last
6 months) any recreational drugs?

O Oa (Yes) [0 He B HacTosWMIA MOMEHT (Not currently) 1 HeT (No)
Kakue BelecTBa Bbl NpuHMMaeTe? (Which drugs do you use?)
1 BenuHr (Vaping) O MapuxyaHa (Marijuana) O Onuvownabl (heHTaHun, KogenH, OKCUKOOWH, HOPKOKakavH U T. A.) (Opioids (Fentanyl, Codeine,
Oxy, Norco, etc) [0 FepouH (Heroin) [0 MeTamdeTaMmHbl (Methamphetamine) O AmdetamuHbl (Adderall) (Amphetamines (Adderall)) 1 PCP (PCP)
Cakcta3n (MDMA, Adderall) (Ecstasy) [ JIC[, (Acif) (LSD (Acid) [ KeTamuH (Ketamine) O MeckanuH (Peyote) (Mescaline (Peyote))
1 McmnoumbuH (rannioumMHoreHHble rpubsl, ‘Shrooms) (Psilocybin (Magic Mushroom s, Shrooms)) [ KokaunH (Cocaine) O Kp3k (Crack)
1 3akuncblo a3oTa (Nitrous Oxide) [ BaobixaHue napos pactBopuTenein (Poppers u T. A.) (Solvent Inhalants (Poppers, etc))
1 BapbuTtypatbl (Barbiturates) O BeHsoguasenuHbl (KcaHakc, aTuBaH, KMOHUMWH) (Benzodiazepines (Xanax, Ativan, Klonipin))

1 BHyTprBEHHbIE HAPKOT MKN (MHBEKLMOHHOIO NPUMEHEHUsT) (IV use (Needle to inject drugs))
1 Opyroe (Other):

MOJIOBASA XXU3Hb (SEXUAL ACTIVITY)

AKTMBHas nornosasi xun3Hb (Sexually active): [1[a (Yes) O He B HacTosilwmin momeHT (Not Currently) [0 Hukopa (Never)

MpoTnBo3adaTouHble cpeacTsa / 3awmTa (Birth Control / Protection): [0 BosgepkaHue (Abstinence) O WeeyHbin konna4vok (Cervical Cap)

1 Mpe3epBatue (Condom) O Ovadbparma (Diaphragm) [0 MeToa BbluMcneHns "onacHbix AHe" ansa 3ayatus (Fertility Awareness Method)
1 MopmoHanbHbIN NnacTblpb (Hormonal Patch) O UmnnaHTat (Implant) O UHbekumu (Injection) [0 BctaBku (Inserts)

1 BHyTpuMaTouHoe cpefctso (IUD) O BryTpumaTtouHas cnupans (IUS) O MeHonaysa (Menopause)

1 KoHTpauenTuBHble Tabnetku (Pill) O OnpepeneHne 6ecnnofHbIX NepUMooB MeHCTPyanbHOro umkna (Rhythm)

1 Cnepmuuug (Spermicide) [ l'y6bka (Sponge) O Xupyprus (Surgical) O BarunHanbHoe konbuo (Vaginal Ring)

[1 BaszekTomus (Vasectomy) [ NpepbiBaeMbIi NON0OBOKM akT (Withdrawal) OO0 He npumeHsto (None)

MapTHepbl (Couples): O Mysxckoro nona (Male) O XeHckoro nona (Female) [0 TpaHcreHaepHas XeHLLMHA /U3 My>X4/HbI B
XeHLwmHy (Transgender Female/Male-to-Female) O TpeHcreHOEPHbIN MYXYMHA /U3 XKEHLWMUHBI B MY>X4YUMHY (Transgender Male / Female-to-Male)

O HebuHapHbIn YenoBek / reHaepksup (Non-binary / genderqueer) O HeonpeaeneHHoro reHaepa (Questioning)

OOpyroe (Other) O MpegnounTato He oTBeYaThb (Choose not to disclose)

KommeHTapumn (Comments):
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AKYLLEPCKWWA AHAMHE3 (MCTOPUA NPEObLIAYLWMX BEPEMEHHOCTEWN)

(HISTORIAL DE EMBARAZOS (OBSTETRICO))

Bbinu N Bbl Korga-nnGo 6epeMeHHbI? (Have you ever been pregnant?)

Ecnu ga, ckonbko BCEIO pa3s Bbl b1 6epeMeHHbI?
(If yes, how many times TOTAL have you been pregnant?)

O da (Yes)

0 Het (No) O He npumeHMO (N/A)

(Kon-Bo 6epemeHHoCTEN)

Ckonbko geten Bbl poaunm?

(Gravida)

(How many babies have you delivered?)

CkonbKo Aeten poannucb AoHOLWeHHbIMKU? (37 Hegenb n bonee)
(How many babies were full term? (37 weeks or more))

Ckonbko fetei Obinv HegoHOLWeEeHHbIMY (MeHee 37 Heaenb)
(How many babies were premature (less than 37 weeks))

(Kon-Bo pogos)
(Para)

(Cpok)

(Term)

(MpexaeBpemeHHble poabl)
(Preterm)

CKOnMbKO Y Bac HbIHE XUBYLUMX AeTen?

(HbiHe xuByLime aetn)

(How many babies were premature (less than 37 weeks))

CkornbKo y Bac ObIno BbIKUAbILIER?

(Preterm)

(CamonpownsBorbHble BbIKUABILLIN)

(How many miscarriages have you had?)

Ckonbko Bbl caenanu abopTtos?

(SAB)

(MckyccTBEHHOE NpepbiBaHNe GepeMeHHOCTM)

(How many abortions have you had?)

Bbinv nn y Bac Kor,qa-HMGy,u,b OCJTIOXKHEHUA NpuU 6epeMeHHOCTM unu pogax?
(Have you ever had any pregnancy or birth complications?)

(IAB)

‘ KOHTPOIb (AUDIT)

CBOW OObIYHBIN AEHb?
(How many drinks containing alcohol do you have on a typical day
when you are drinking?)

(0) Hukorpa [nepexoauTte Kk Bonpocam 9-10]
(Never [Skip to Qs 9-10])
(1) Pa3 B mecsy, unu pexe
(Monthly or less)
(2) 2-4 pasa B mecsL,
(2 to 4 times a month)
(3) 2-3 pasa B Hegento
(2 to 3 times a week)
(4) 4 v Gonee pas B Hegento
(4 or more times a week)

1. Kak yacTo Bbl ynoTpebnsiete ankoronbHble HanuTkn? 6. KakyacTo B TeyeHue nocrneaHero roga Bam HyHo 6bIfo BbIMUTL
(How often do you have a drink containing alcohol?) YTPOM, YTOObI BEPHYTLCS K HOPMaribHOMN XXW3HU nocne
3Ha4YUTENbHOro ynoTpebneHns ankorons?
(0) Hukorga [lepexodume k sonpocam 9-10] (How often during the last year have you needed a first drink in the morning
(Never [Skip to Qs 9-10]) to get yourself going after a heavy drinking session?)
(1) Pa3 B mecsiy, unu pexe (0) Hukorga
(Monthly or less) (Never)
(2) 2-4 pasa B mecau (1) Pexe yeMm pa3 B MecsiL|
(2 to 4 times a month) (Less than Monthly)
(3) 2-3 pasa B Hepgernto (2) Pas B mecsiLy
(2 to 3 times a week) (Monthly)
(4) 4 v Bonee pas B Hegento (3) Pa3 B Hegenio
(4 or more times a week) (Weekly)
(4) E>xxeQHEBHO MK NOYTU EXeOHEBHO
(Daily or almost daily)
2. CKOnbKo HanWTKOB, COAEPXalLX arnkorosb, Bbl MbETE B 7. KakyacTo B TeyeHue nocrenHero roaa Bbl UCMbITbIBaNM YyBCTBO

BMHbI UMW YrpbI3eHWs COBECTM Mocre ynoTpebrneHust ankoronsa?
(How often during the last year, have you had a feeling of guilt or remorse
after drinking?)

(0) Hukorga
(Never)
(1) Pexe yem pas B mecsi
(Less than Monthly)
(2) Pa3 B mecsu,
(Monthly)
(3) Pas B Hegento
(Weekly)
(4) ExxegHeBHO UM NOYTU EXeOHEBHO
(Daily or almost daily)
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8. KakyacTo B TeueHve nocnenHero rofa Bbl He MOrMN BCMIOMHUTL
? : ’
3. Kakuyacto Bbl ynotpebnsiete wecTb 1 6onee HanuTKoB 3a OANUH pas? UTO NPOU3OLLIO HAKAHYHE BEYEPOM 13-33 TOTO, YTO Bbl Bl

(How often do you have six or more drinks on one occasion?)
NbSHbI?

(0) Hukorga [nepexo,u,MTe K BOnpocam 9-1 0] (How often during the last year have you needed a first drink in the morning to
(Never [Skip to Qs 9-10]) get yourself going after a heavy drinking session?)

(1) Pa3 B mecsL, unu pexe (0) Hukorga

(Monthly or less) (Never)
(2)2-4 pasa B mecsil| (1) Pexe yem pas B MecsiL,
- (22 g) ;;:;SBa:IeO;glj)_lm (Less than Monthly)

- 2) Pa3 B mecs

(2 to 3 times a week) @) (Monthly) !
(4) 4 n 6onee pa3 B Hegento (3) Pa3 B Hegento

(4 or more times a week) (Weekly)

(4) E>xxeQHEBHO MK NOYTU EXEeOHEBHO
(Daily or almost daily)

4. Kak4acTto B Te4YeHVe NocreaHero roaa Bbl 0GHapYXUBanu, Yto He 9. Monyyanu nu Bbl UNK KTO-NMGO APYron TpaBMbl B pesynbTaTe
MOFNU NPeKpaTUTb NUTb NOCIEe TOro, Kak Havanu? ynotpebneHus Bamu ankoronsa?

(How often during the last year, have you been unable to remember what (Have you or someone else been injured as a result of your drinking?)
happened the night before because you had been drinking?)
(0) HeT

(0) Hukorpa (No)

(Never) (1) Oa, Ho He B TeYeHMe NocrneaHero roaa
(1) Pexe yem pas B mecsily (Yes, but not in the last year)

(Less than Monthly) (2) Oa, B TeyeHue nocneaHero roga
(2) Pa3 B mecs (Yes, but during the last year)

(Monthly)
(3) Pa3 B Hegento

(Weekly)
(4) ExxeQHEBHO MK NOYTU €XeQHEBHO

(Daily or almost daily)

5. Kak yacTo B TeyeHune nocrieaHero roga Bbl He CMOMMY caenaTb 10. Bbin nn poACTBEHHUK, OPYr, BpaY UIv ApYroi MeauLMHCKMiA
TO, YTO OObIYHO OXMAANOCk OT Bac, U3-3a ynotpebneHus paboTHVK obecnokoeH BalUM ynoTpebneHvem ankoronsi, nm
ankorons? pekoMeHA0Banm v OHU BaM COKpaTUTb ero ynotpebneHve?
(How often during the last year, have you failed to do what was normally (Has a relative or friend or a doctor or another health worker been
expected from you because of drinking?) concerned about your drinking or suggested you cut down?)

(0) Hukorpa (0) Het
(Never) (No)

(1) Pexe yem pas B mecsy, (1) Aa, Ho He B TeyeHWe nocrnegHero roga
(Less than Monthly) (Yes, but not in the last year)

(2) Pa3 B mecs (2) Oa, B TeueHne nocnegHero roga
(Monthly) (Yes, but during the last year)

(3) Pas B Hegento
(Weekly)

(4) ExxeQHEBHO MW NOYTU €XEeOHEBHO
(Daily or almost daily)

CKPUHWUHTI HA YNOTPEBJIEHUE HAPKOTUKOB

(DAST)

OTK BONpoCkl KacalTcsa nocnegHux 12 mecaueB. (These questions refer to the past 12 months.)
1. YnoTpebnsnu nu Bbl korga-nnbo HapkoTU4eckme cpeacTsa, He Tpebytowmnecs Bam No MEAULMHCKUM O [Oa O Het
nokasaHusiM? (Have you used drugs other than those required for medical reasons?) (Yes) (No)
2. Ynotpebnsiete nu Bbl 6oree 0gHOro HapKOTUYECKOTO CPEACTBA HA AAHHbIA MOMEHT? O [Oa O Het
(Do you abuse more than one drug at the time?) (Yes) (No)
3. Bcerga nu Bbl cnocobHbl NpekpaTuTb ynoTpebneHne HapkoTUKOB, koraa aTo Heobxoanmo? (Ecnu O fa O Hert
HUKOrga He ynoTpebnsin HapKOTUKK, oTBeTbTE «[ax. (Yes) (No)
(Are you always able to stop using drugs when you want to? (If never used drugs, answer “Yes.”)
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4. Bbinv N y Bac «OTKIMOYKMY» UNK «pnalbaku» B pesynbTaTe npuema HapkoTU4eCKUX cpeacTa? O fda O Het
(Have you had “blackouts” or “flashbacks” as a result of drugs?) (Yes) (No)
5. YyBcTBOBanNu nu Bbl korga-HMbyab cebst NNoxXo unm UcnbITeiBanu YyBCTBO BUHbI B CBSA3W C O fa O Hert
ynotpebneHnem HapkoTukoB? Ecnu HuKorga He ynoTpebnsiiTe HapkoTuku, Belbepute «HeT». (Yes) (No)
(Do you ever feel bad or guilty about your drug use? If never use drugs, choose “No.”)
6. XXanosancsa nu korga-nubo Baw (-a) cynpyr (-a) (Wnv poauTenu) Ha To, YTO Bbl MPUHUMaeTe O fa O Hert
HaPKOTUKIN? (Does your spouse (or parents) ever complain about your involvement with drugs?) (Yes) (No)
7. NpeHebperanu nu Bbl Korga-nubo cBOMMM CEMENHbIMU 0693aHHOCTSIMM U3-3a yNoTpebneHns O [da O Het
HaPKOTUKOB? (Have you neglected your family because of your use of drugs?) (Yes) (No)
8. YyactBoBanu nu Bbl kKorga-nubo B HE3aKOHHLIX AEACTBUSIX C LIENbIO NOMYyYEeHNst HAPKOTUKOB? O fa O Hert
(Have you engaged in illegal activities in order to obtain drugs?) (Yes) (NO)
9. BosHukanu nu y Bac korga-nmbo cuMnToMbl aBCTUHEHTHOTO CUHAPOMA (Bbl YyBCTBOBanu cebs O fda O Hert
nrnoxo), korga npekpawanv ynotpebneHne HapKkoTUKOB? (Yes) (No)
(Have you ever experienced withdrawal symptoms (feel sick) when you stopped using drugs?)
10. BosHukanu nu y Bac MeguumHckne npobnemsl B pesynbtate ynotpebneHns HapkoTUKOB O fda O Hert
(Hanpumep, NnoTeps NamATK, renaTuT, Cyaoporu, KPOBOTEYEHMS 1 T.4.)7 (Yes) (No)
(Have you had medical problems as a result of your drug use (e.g.,memory loss, hepatitis, convulsions, bleeding, etc.)?)

Kak yacTo Bac 6ecnokounu cneayrowme npo6énemsl 3a nocnegHve ase
Hegenu?

(Over the last two weeks, how often have you been bothered by the following
problems?)

Heckonb

Ko OHen

(Several
Days)

Bonee
NMoOsIOBMHbI AHEeN
(More than half
the days)

Moutn
KaXabIn

OEeHb
(Nearly every
day)

Hes3HaunTenbHbIN MHTEPEC U YAOBONbLCTBUE OT 3aHATUNI
(Little interest or pleasure in doing things)

[Mnoxoe camoyyBCTBUE, YTHETEHHOE COCTOSIHUE UMW OLLyLLEHNE Be3HaAEXHOCTU
(Feeling down, depressed, or hopeless)

|-|p061'|eMbI C 3acblMaHnemM nnun nogaepxaHuem cHa nnu M30bITOYHbBIVA COH
(Trouble falling or staying asleep, or sleeping too much)

OwyuleHne yctanoctu unu HexasaTtka aHeprum (Feeling tired or having little energy)

Cnabbivi anneTuT unu nepeenaxune (Poor appetite or overeating)

YyBCTBO CcThiAa 3a cebst unu owyLeHns cebsi HeyauyHUKOM UMK e, YTO Bbl MOABENU
cebs nnm ceoto cemblo (Feeling bad about yourself - or that you are a failure or have let yourself
or your family down)

o oo oo o

O oo o g O

O oo o g O

Mpobrembl ¢ KOHLEHTpaLMeNn BHUMaHUS, HanpuMep, Npy YTEHUN ra3eTbl UK NPOCMOTpe
TenesuaeHus (Trouble concentrating on things, such as reading the newspaper or watching television)

HacTonbko MeaneHHas peyb Unu ABWKEHUS!, YTO Apyrve 3To 3amedvanu? Unu HaobopoT —
CyeTnMBOCTb UNn 6eCMOKONCTBO, OT Yero Bbl ABUranncb HAMHOro GonbLue, Yem 06bIMHO
(Moving or speaking so slowly that other people could have noticed? Or the opposite - being so fidgety
or restless that you have been moving around a lot more than usual)

Mbicnv o Tom, 4TO Bam ObIno bl fy4lle ymepeTb Uin 0 TOM, YTOObl NpUYnHNTL cebe Bpea
KakMm-nnbo cnocobom (Thoughts that you would be better off dead or of hurting yourself in some way)

Ecnu Bbl 0oTMeTUNM Kakve-nnbo npobrnembl, HACKOSNBbKO OHW YCIOXHSIOT Bam
BO3MOXHOCTb BbINONHEHUS Ballei paboTbl, JOMALUHMX AeN UK MeLwatoT obLleHnto
apyrumm nogemn? (If you checked off any problems, how difficult have these problems made it for
you to do your work, take care of things at home, or get along with other people?)

Kak yacTto Bac 6ecnokounu cnegyowine npobnembl 3a nocnegHve ase Hegenn? Hu s Heckonbko Bonee MouTH KaxKabi
p U o . PKOBIN
(Over the last two weeks, how often have you been bothered by the following problems?) mManeuwen aOHeun nosioB1HbI AHEN AeHb
cTeneHun (Several | (More than half the
(Not at all) Days) days) (Nearly every day)
1. OwyLueHne HepBO3HOCTK, BecnokorcTBa unm NnpebbiBaHNA «Ha nNpegene» 0 1 2 3
(Feeling nervous, anxious, or on edge)
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2. HecnocoGHOCTb NpekpaTUTb UM KOHTPONIMpOBaTbL BECMOKONCTBO 0 1 2 3
(Not being able to stop or control worrying)

3. MannwHee 6eCnokoNCTBO O pasfnyuyHbIX BELLAX (Worrying too much about different things) 0 1 2 3
4. CnoxHo paccnabuTbecs (Trouble relaxing) 0 1 2 3
5. BecnokoncTBo, He No3BorsioLee ycuaeTb Ha OAHOM MecTe 0 1 2 3

(Being so restless that it is hard to sit still)

6. llerko BO3HMKatoLLLEee HEQOBOSLCTBO UMK Pa3fapaKUTENbHOCTb 0 1 2 3
(Becoming easily annoyed or irritable)

7. CTpax TOro, 4To MOXET MPOU3OUTU HYTO-TO Y>KacHoe 0 1 2 3
(Feeling afraid, as if something awful might happen)

OLIEHKA PUCKA 3ABOJIEBAHUA TYBEPKYJIE3OM

(TB RISK ASSESSMENT)

HepnaBHuUiA 6GnM3kuUA UNWM NPOAOIHKUTENBHBIA KOHTAKT € NULamMu, UHPULIMPOBaHHBIMU TYGEpKYe3om
(Recent close or prolonged contact with someone with infectious TB disease) Ul fda (Yes) LI Hert (No)

YpoxeHel, (-ka) MeCT C BbICOKOW pacnpoCTPaHEHHOCTbIO UMW HeaBHee MNyTeLecTBUE B Takne permoHbl (CM. ClIMCOK
cTpaH B 6OKOBOW YacTu cxeMbl) (Born in or recent traveler to high prevalence area (see flowsheet sidebar for country list)) (Born in U Hda (Yes) LI Hert (No)
or recent traveler to high prevalence area (see flowsheet sidebar for country list))

PeHTreHorpammbl rpyaHON KNeTKy NoKasbiBarT GUGPO3HbIE U3MEHEHUS, YKa3biBaloLLe Ha paHee NepeHeceHHbIN O fa (Yes) I Her (No)
TyGepKynes unm ero HeakTMBHOE COCTOsIHME (Chest radiographs with fibrotic changes suggesting inactive or past TB)

BWY-mHeKumna (HIV infection) O Oa (Yes) O Het (No)
MonyuaTens opraHa npu TpaHcnaHTauum (Organ transplant recipient) O fa (Yes) O Het (No)

MIMMyHoaenpeccusi nocrne NpUMeHeHWs NpeaHWU30Ha (3KBMBANeHT > unu o 15 mr/cyT B TedeHue > unu o 1 mecsiua)
UNy apyrmx MMMyHOZENPECCAHTOB, Takux Kak UHrnbutopsl PHO O [a (Yes) O Het (No)
(Immunosuppression secondary to use of prednisone (equivalent of > or = to 15mg/day for >or = 1 month) or other
immunosuppressive medication such as TNF -o antagonist)

Jlvuo, ynotpebnisitoliee MHbEKLIMOHHbIE HAPKOTUMKK (Injection drug user) O fa (Yes) O Het (No)

[MocTOsIHHO NpOXMBatOLLLEE NULIO UMW COTPYAHWK B MECTE CKOMIEHUSI NN, C BbICOKUM PUCKOM (Hanpumep, TIopbMa,
yupexaeHue JONrocpoYHOro yxoaa, 6onbHuua, NpuioT Ans 6e340MHbIX) U fa (Yes) U Her (No)
(Resident or employee of high-risk congregate setting (e.g., prison, long-term care facility, hospital, homeless shelter))

CocTosiHMe 300pOBbS, CBA3aHHOE C PUCKOM MNporpeccrMpoBaHns Tybepkynesa B cnyyae MHOULMPOBaHUS HAM
(Hanpumep, caxapHbil AMabeT, CUNMKo3, pak B 06nacTu ronosbl Unu weu, 6one3Hb XomKKMHa, NenkeMus u
3aboneBaHne NoYeK TEPMUHANBHON CTaAMU, LUYHTUPOBAHME TOHKOW KWLLKM UMW FacTP3KTOMMUS!, CUHAPOM
XPOHUYECKO Manb3abcopbumu, H13Kas macca Tena (Hke 6onee Yem Ha 10% oT naeanbsHoNM AN AaHHON O Jda (Yes) O Het (No)
nonynsumn)

(Medical condition associated with risk of progressing to TB disease if infected (e.g., diabetes mellitus, silicosis, cancer if head or
neck, Hodgkin’s Disease, leukemia, and end-stage renal disease, intestinal bypass or gastrectomy, chronic malabsorption
syndrome, low body weight (10% or more below ideal for given population))

I'Ipusuaxulcumn'romu Ty6ep|(yne3a (Signs/Symptoms of TB) [J 3aTsaxHoi kawenb (Cough lasting)

[J MosbiweHHas TemnepaTtypa Tena (Persistent fever) [J Heo6bsicHumas notepst Beca (Unexplained weight loss)

[J MoTeps annetuta (Loss of appetite) [J MocTosiHHasa noTnMBOCTL (Persistent Sweats) [J XpoHuyeckas yctanocTb (Chronic fatigue)
[J O3HOG (Chills) [J OtkawnvsaHue kpoBu (Coughing up blood) [J Oppiwka (Shortness of breath) [ Bornb B rpyau (Chest pain)

1 OTcyTcTtByIOT (None)

COUWAIbHbIA AHAMHE3 (NOArOTOBKA)

(SOCIAL HISTORY (PRAPARE))

Kakom knacc unu rog obyyeHus Bbl 3akoHYMK B Lkone? (What is the highest grade or year of school you completed?)

[0 Hukorna He nocewan (-a) KoMy WA Tombko nocewan (-a) AETCKUIA cag [ ¢ 1 no 8 knacchbl (Ha4YanbHas Wwkona
(Never attended school or only attended kindergarten) (Grades 1 through 8 (Elementary)

[0 c 9 no 11 knaccbl (HECKObKO KIacCOB CpeaHel LWKOMbI) (Grades 9 through 11 (Some high school))

[0 12-i knacc unu GED (BbINYCKHUK (-Lia) CpeaHeii WKOSbl, aTTecTaT OKOHYaHUs UNK anbTepHaTUBHAsA aKkpeauTaums)

(Grade 12 or GED (High school graduate, diploma, or alternative credential))

[0 Konnepx ot 1 roga fo 3 net (HenosnHoe oGpasoBaHve B Konnemke, AUNNoM MIafLero crneumanmcta, TOproBoe yuyunuiLe, peMeCIieHHoe yunnule)
(College 1 year to 3 years (Some college, Associate’s degree, trade, vocational school))

[0 Konnepx 4 roga unu 6onee (BbINyCckHWK Konneaxa) (College 4 years or more (College Graduate)) [0 He »enato oTBeyaTh (Declined)
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Hackonbko TpyaHO BaM onnayvBatb camble 6a30Bble MOTPEOHOCTH, HaNpuMep, NPoAYKTbl MUTaHUS, XWUnbe, OTONMeHne, MeauLUMHCKoe obCryXnBaHune un
nekapctBa? (How hard is it for you to pay for the very basics like food, housing, heating, medical care, and medications?)

0 CoeceM He TpyAHo (Not hard at all) [0 HemHoro TpyaHo (Somewhat hard) [0 OueHb TpyaHo (Very hard) [0 He xenato otBeyats (Decline)

KakoBa Balua cuTyaums c Xunbem Ha cerogHsa? (What is your living situation today?)

Y MeHs1 eCTb NOCTOSIHHOE MECTO XUTENbCTBA (I have a steady place to live)

OY MeHs cerogHs eCTb MEeCTO AN MPOXUBaHUS, HO st 6eCnoKoCb 0 TOM, YTO MOTy ero NoTepsiTb B Byayluem (I have a place to live today, but | am worried about
losing it in the future)

OY MeHs! HET MOCTOSIHHOTO MecTa AJ1si MPOXMBaHUS (1 BDEMEHHO OCTaHaBMNMBAKOCh Y APYrUX MOAEN, B OTeNe, NpUIoTe, X1BY Ha ynuLue, Ha Nisbke, B MaLUVHE.)
(I'do not have a steady place to live (I am temporarily staying with others, in a hotel, in a shelter, living outside on the streets, on the beach, in the car..))

00 He xenato otBeYathb (Decline)

He noBnusano nu oTcyTcTBME TPAHCMOPTHBLIX CPEACTB 3a nocnefHve 12 MecsaueB Ha BO3MOXHOCTb MOCELLEHNS BaM1 MeQULIMHCKUX MPUEMOB, BCTpeY, paboTsl
UINW NONyYeHUsi NOBCEAHEBHbIX BELLEN?
(In the past 12 months, has lack of transportation kept you from medical appointments, meeting, work or from getting things needed for daily living?)

O 1a, aTo nomeLuano MHe B NOCELLEHUN MeOQNLMHCKMX MPUEMOB NN NoryveHun nekapcTs (Yes, it has kept me from medical appointments or getting medications)

O 1a, aTo nomeLuano MHe B NOCELLEHUN HE-MEANLIMHCKUX BCTPeY, NpMeMoB, paboTbl v nonyyeHnn HeobXxoaumbix MHe BeLlen. (Yes, it has kept me from non-
medical meetings, appointments, work, or getting things that | need)

O Hert (No)
O He xenato otBeyatsb (Declined)

Kak yacTo Bbl BCTpeyaeTech Unu pasroBapvBaeTe C NMioAbMU, KOTOPbIe BaM He 6Ge3pasnuyHbl U ¢ KOTOPLIMY Bbl OLLylllaeTe 6nu3ocTb? (Hanpumep:
pasroBapuBaeTe C Apy3bsiMu Mo TenedoHy, nocellaeTe Apy3en Unm YreHoB CEMbU, NOCELLaeTe LIepKoBb U cobpaHust B krnybe)
(How often do you see or talk to people that you care about and feel close to? (For example: talking to friends in the phone, visiting friends or family, going to church or club meetings)

O MeHee ogHoro pa3sa B Hegento (Less than once a week) [ 1-2 pasa B Hegento (1-2 times a week) [ 3-5 pa3 B Hegento (3-5 times a week)
05 n bonee pa3 B Hegento 5 (5 or more times a week) [0 He xenato oteeyatsb (Decline)

OuwyuiaeTe nu Bbl B nocnegHue aHu crpecc? (Do you feel these kinds of stress these days?)

[OHu B maneiiwweri ctenenHm (Not at all) [J Coscem HemHoro (A little bit) [J B HekoTopoit cTeneHun (Somewhat)

[J B 3HauuTenbHoOM cTeneHu (Quite a bit) [J OyeHb cunbHo (Very much) [ He »xenato otBeyaTb (Decline)

PaGoTaeTe nu Bbl B HacTosiLee Bpemsi? (Are you currently employed?) [1[a (Yes) [J Het (No) [J He xenato oTBeyvaTb (Decline)
TpebyeTcst N BaM NOMOLLb KacaTerbHO NoGOro U3 BbllLENEPEYNCEHHBIX MYHKTOB? Ofa OHer

(Would you like assistance with any of the above items?) (Yes) (No)

Bua nomoLwum (Type of assistance): OrMucbMeHHasn MHopMaLmMs (Written information) [0 CBSKUTECH CO MHOM (Contact me)

B uem Bam TpebyeTcsa nomoLb? (What do you want help with?)

[0 MeguumHckast rpaMoTHOCTb (Health Literacy) [0 O6pasoBaHue (Education) [ ®uHaHcoBble TpyAHOCTY (Financial Strain) O Xunbe (Housing)
[J MpoaykTbl nuTaHus (Food) ] TpaHcnopT (Transportation) [] KommyHanbHble ycnyru (Utilities) [0 dusnyeckasn akTMBHOCTb (Physical Activities)

O Ctpecc (Stress) [J OpuHouecTBO (Isolation) [J OTHoweHus (Relationship) [ TpygoycTpoicTBo (Employment)

NPUEM NEKAPCTB (MEDICATION)

(YkaxuTe BCe NpMHMMaeMble Ha JaHHbIA MOMEHT flekapcTBa: peLenTypHble U 6e3peLienTypHble npenapaThbl, BATAMUHbLI U MHFANsATopSbI, a
TaKkke yKaxuTe UX 03UpOoBKY). (List all current medications: prescribed, over-the-counter drugs, vitamins & inhalers and the dosage)

INekapcTtBa (Medication) [Oo3upoBka (Dosage) YacTtoTa npuem (Frequency)
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HAXOOUTECH 11 Bbl B HACTOSALUEE BPEMA NOA HABMIOAEHUEM KAKUX-NMBO OPYTUX BPAYEN UK
CMNMEUUATIUCTOB? (YKAXKUTE BCEX NPUMEHUMbBIX JTUL| HVXKE)

MomoLLHMK Bpaya: 3anonHute CbOpMy cornacua Ha packpbiTue MeaAULMHCKNX 3anucen ons Bcex nepeyncrieHHbIX HUXXe NocTaBLUMKOB MeQULMHCKUX yCnyr U

pobasbTe 13 B MeguumHcKyto komaHay (Care Team) B Epic

(ARE YOU CURRENTLY UNDER THE CARE OF ANY OTHER PHYSICIANS OR SPECIALISTS?)

(LIST ALL BELOW)
Physician Assistant: Complete a Consent to Disclosure of Medical Records form for all health care providers listed below and add them to the Care Team in Epic

MA ¥ cpamunua Bpaya/HasBaHUE) CneumnanbHOCTb Appec TenecpoH
NpaKkTUKu (Physician/Practice Name) (Address) (Phone)

(Physician/Practice Name)

CTOMATOJIOrMYECKUUA AHAMHE3

(DENTAL HISTORY)

1. BosHukanu nu y Bac npobrembl ¢ NnpeablayLLMM CTOMaToNorM4ecknum nevyeHmem?
(Have you had problems with prior dental treatment?) ChRa (Yes) OHer (No)

2. lata nocnegHero CToMaTornorm4eckoro ocmoTpa:
(Date of last dental exam)

3. Mpoeogunu nu Bam Korga-nMbo MeankaMeHTO3HYH NOAroTOBKY Neped CTOMaTONOrM4eCckum
nevennem? Ecnu ga, novemy? Ofa (Yes) OHert (No)
(Have you ever been pre-medicated for dental treatment? If yes, why?)

4. MNpuvHUManu nu Bel bucdochoHaTbI? Ofa (Yes)

(Have you taken bisphosphonates?) OHer (No)

AINEPTMA N PEAKLIUA

(ALLERGIES AND REACTIONS)

EcTb nn y Bac anneprus Ha natekc? Ecnu ga, o0bsicHMTe, kakasi BO3HUKAET peakuusi.

(Are you allergic to Latex? If yes, please explain the reaction.) Ofa (Yes) OHer (No)

EcTb nu y Bac anneprus Ha MecTHble aHecTeTukn? Ecnu aa, obbscHUTe, kakas BO3HUKAET peakLus.

(Are you allergic to local anesthetic? If yes, please explain the reaction.) Ofa (Yes) OHer (No)

Ectb nu y Bac anneprus Ha 3akuck aszota? Ecnu aa, obbsicHUTe, kakasi BO3HUKAET peakLmsl.

(Are you allergic to Nitrous oxide? If yes, please explain the reaction.) Ofa (Yes) OHer (No)
Umsa n dbamunusa naumeHTa/3akoHHOro onekyHa CTeneHb poAcTBa C NaLMeHTOM, yKkasaHHasa B chopme

(Patient / Legal Guardian Name) MHAMBUAYyanbHOW noanucu
(HanpuMep: nauneHT, poanTEnb, ONEKYH)
(Relationship to patient of Individual Signing Form
(example: patient, parent, guardian)

Mopnucb naumMeHTa/3aKOHHOIO OneKyHa Data
(Patient / Legal Guardian Signature) (Date)
PROVIDER USE ONLY

Reviewed with Patient / Guardian (Circle): YES / NO

By: Provider Signature:
(Print Provider Name)
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/. Ve 3ASIBKA HA MPOrPAMMY CKOMNb3ALEMN LUKANbI OMNATbI
22/ \&>/ Health Cent
2/’ Nedlth Lenters (SLIDING FEE DISCOUNT PROGRAM APPLICATION: RUSSIAN)

Wmsa naumenTa: Patient Name: MRN: Oata Bu3uTa (Mecsu/uncno/ron):
Today’s Date

[J 5 omkasbiearoch yyacmeoeams e npozpamme CKOMb3siWel WKasabl onaamsi
Hama: NHuyuanbi:

Bbl 4OMKHBI NpeaocTaBuTb NOATBEPXKAEHNE [OX04A KaXKAOro B3POCIOro YrieHa CeMbM: KOMusi NnocnegHen Hanorosom
Jeknapauumn, 2 nocnegHux 3apnnaTHblX Yeka, nocnegHue BobigaHHble W2 u 1. 4. Bbl AOMXHbI NpeaocTaBUTb AOKYMEHTHI B
TeyeHue 10 oHer ¢ MOMEHTa Nogayn 3asiBKu.

# Pabounx yacoB

Uma n damunua OTHoweHune | Bospact| Cymma goxoaa (B Hegento) YacTtoTa onnartbl
Name: Relationship Age Income Amount | # Hours Worked (per Pay Frequency

week)

caMm naumeHT 3 B yac
Self 3 logoBown goxon

3 B vyac
O N'ogoBow 4oxon

3 B uac
O NopgoBown Aoxon,

3 B uac
O MNopgoBon goxon,

3 B vyac
O logoBon 4oxon

3 B vyac
O N'ogoBow 4oxon,

3 B uac
O N'opgoBown AoXon,

O B uac
O NogoBon goxon,

EcTb nNu y Bac gpyrue UCTOMHMKN [OX0AA, He YKa3aHHble Bbiwe? Ecnu aa, ykaxure:
(nocobue no bespaboTtuLe, HBaNMAHOCTH, colobecnedyeHmne, NeHCUK, rOCMNOMOLLb U T. A.) $
(B MecsaL)

OOLee KonuyecTBO YeroBeKk B BalleM AJOMOXO03ANCTBe:

(Bkntouwas Bac, cynpyraly, AeTen, poACTBEHHUKOB, Ha BalleM WXAMBEHUN, MOLSIEXALLNX HANTOroOBNoXeHMHI0)
HacTtoawum s npowy megmumHckne ueHTpsl Elica onpegennts Moe npaBo Ha ydacTve B NporpaMme CKOMb3sLen
LKanbl onfiatbl HA OCHOBAaHUN I'Ipe.lJ.OCTaBJ'IeHHOVI MHOKO I/IHC*)OpMaLLI/II/I. A NnoHMMalo, 4YTO ecnun npenocrtaBneHHan MHOWN
NMHGOPMALUA OKaXETCS NTOXKHOW, S ByAy HeCTU OTBETCTBEHHOCTb 3a BCe YCNyru B NONHOM obbeMe. NMognuckisas
OaHHoe 3asiBneHne, 9 NOATBEPXKAato, YTO NpeaoCcTaBneHHas Bbille MHpopmMaums aBnsgeTca NnpaBauBov U NPaBUibHON,
HaCKOmMbKO MHE M3BECTHO. F1 MOHUMALD, YTO Ha MHE NEeXWUT OTBETCTBEHHOCTb 32 UH(OPMUPOBAHNE MEANLMHCKNX
ueHTpoB Elica 060 Bcex nsmeHeHusix uHgopmaumm. B nHom cnyyae, onnara Bcex ycrnyr B noniHoMm obbeme byaet
BO3MNOXEHA Ha MEHS.

Noanuck nauneHTa/onekyHa: HaTa:
Patient/Legal Guardian Signature Data:

VERIFICATION AND DETERMINATION (Office Use Only)

1. Household Income verified: O Yes O No (Patient will provide) 3 No (Self-Declaration Form)

2. If “No,” Date documents due: . Date documents provided: .

3. SFDP Level: O Slide A (< 100%) O Slide B (>100 - 125%) 0 Slide C (>125 - 150%)
O Slide D (>150 - 175%) O Slide E (>175 - 200%) O Full Fee (> 200%)

4. SFDP Expires:

Verified by: Date:

Social Care Referral: 3 Yes 3 No Date:
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