Health Centers (U220 ab &) Gl sa sieaal
PATIENT REGISTRATION (DARI)

Preferred Name (o) 53da al) ki 3 5a ol

Today’s Date ( Juw/Jsufole) Josal gl

Last Name galis

First Name )
SSN e laial cuali o jladi DOB (month/day/year) (S Jgulsle) Agi g
Home Address 43 (udl
City s State <) Zip Code (sius S

Phone Number ¢ili o jled Alternate Phone Number 53 ¢li o jlad

Email Address Jaal (w3

Patient Demographics Jtay «bid Cures
Legal Sex (/s cuis

(Unknown) =384l [0 (Nonbinary) 4852 2 [0 (Male) 5% [0 (Female) &g [
X

Sexual Orientation «ia Gl £ Gender Identity (s cus

(Pansexual) 4iuda 14 O i A il ] (Male) JSia [ (Female) xiga[]
(Queer) s O (Straight or Heterosexual) T I L
Something) ¢fe2 s 3 0 (Lesbian) ¢ Sk ouisas (] ( FTM) Transgender Male/Trans Man/FTM 34 (fhwia) 5 jSda duwdal 5]
(Else (Gay) 2 b puizar[] (MTF) Transgender Female/Trans /IMTF (1) (sissia) 53 ga csia) 5 [
(Don't Know) aila i O (Bisexual) 4dmsia ga[] ) L3 . L
3 ] AS £LEE ab 5 o O (Asexual) ouia s8] (Non-Binary/Genderqueer) oa g 2 (uin/ s ybi & [
Qs (Omnisexual) 4suda 4w [] (Questioning) s Ja 1]
Choose Not to Disclose_a /) Two-Spirit (>390 $2[]
(Decline 35a 0y aila e 5 Al (ola S5 4S 50 o L3I WS el e s 31l 43 = SUanal )
(_-\:\‘)‘J

(Choose not to disclose) aiS sLd) aal & oai [] (Other) J5w20]
Patient’s Sex Assigned at Birth s gl 3 Jlan sad (pal Guda

oA 43 Al g (Bal )3 Not Recorded on Birth Certificate (1 g4l Unknown [ (iabis Intersex 0 454 Male O &) Female O
aiS Jlgdil abl g3 a3 Choose Not To Disclose [
Marital Status Jali curag

(Widowed) o8 [ (Separated) 83413 [ (Divorced) 4% £ (b [ (Married) Jakia [ (Partnered) (843 Sapé ¢l 08 [ (Single) S, [J
What is your Ethnicity fcus Lad Cima g

Mexican American) (#Saal (Sa3%« [ (Mexican) 5235« [ (Not Hispanic, Latino/a or Spanish Origin) (il b (Y ¢ il & Ullal []

(Cuban) kss [ (Puerto Rican) (=858 [ (Chicano) s []
(Other Hispanic, Latino/a or Spanish Origin) W b alaibsd b 0¥ (gdls ) bl b Uillal []
(Unreported / Choose Not to Disclose Ethnicity) < g8 sLé) asefosdi (i) X [

What is your race or biological family background? Sl i sa 4 4 Lad L3 gilA ddoy b 35

American Indian 28: ?S2sl [ Alaska Native 28 ST [0 Black/African American Sa el 8310w [ White (]
Asian Indian el 38 ] Chinese (s> (] Filipino sild [ Japanese &5 O

Korean ¢S [ Vietnamese <tiig []  Other Asian (#ead sk [ Guamanian or Chamorro Susk b 2l € O

Samoan (! $ebw [ Other Pacific Islander alJl cugitdl sl ja sw O

Native Hawaiian (! 3® a5 (]
Choose Not To Disclose aifs (b ad3 .« gwa 5 [ Don't Know adld a8 [J

Emergency Contact ./ k) (ulad
Name ak
Phone Number (Al o jlad
Employment alaiiu)
(Employment Status) alaiiul Coaa g

Relationship to Patient Jtay L <ul g

(Unemployed) S [J (Part time) <83 4asi (] (Full time) <83 okl (]
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Language < |

Preferred Language Spoken / Csawa )2 A 8 Ok Preferred Written Language / (=3 5 ¢ JBdigd Ol

Additional Demographics (2ua) Sl S a2 ciladdia
Are you experiencing homelessness? fifiwd G gy Lad U
Yes s (1 No (Not Homeless) ( i 434 3) s [0 Currently Not Homeless / 4l& g »dla Jla 0

was in the last 12 months pd g ALEIE sl VY 3 O
LIS QAT ) 5 WA K ) S Ul (L R
Living in Shelter (Homeless Shelter) / sl J3 [&xij O
Transitional Housing / <& s 414 O
Living with Others (Doubling Up) / (434 <Sq 43 3131 alaad Gl 381) o) & b Sais O
Street, Camp, Bridge / J3 ¢S (obbd [
Homeless Unknown Shelter / 4ALE&L ol 3 slRaly O
Permanent Supportive Housing / (sibas caild OS]
Single Occupancy Hotel (Other) /(usbu) 8 A3 So 341 b ) O
At Risk for Homelessness/ JJia ()88 jbi (24 50
At Risk for Homelessness (Child) ~ (=S35S) Jjia (88 jlad (& 2 pa [
At Risk for Homelessness Veteran (3w (aUal) J3ie ()88 jlad (& s 52) O
Are you a migrant / seasonal worker?/ f3ica Lad [ jalga Z S S Ladi L
Migrant/alg= [ Seasonal /s4ad (1 Neither/ alaS g [
No, | am not a veteran or served in the military faduud Gasd S (e 43 [0 Yeslb [0 Veteran / Military Status [ ) (ool [ Sl Comida g
(‘a‘bd)ﬁ Cadd ﬁ)‘ o 3)
Country of Origin (optional) /s )88 feuly) al ) sas
Would you like assistance during your appointment/ $31 03 Jlsi <XaS 43 363 clBdla cdg lja ja Ul
Yes, support for Low Vision or Blindness / (=lisli b aS &3 (6} 3 culas ddy [
Al sid )3 JSda Ay O
) g g8 ) 38 a cNISUia g1 SaS 4l ) / (Yes, Mobility Assistance (please describe (]
AR e ¢ L‘H) B3 g «4Ly) / (Yes, other (please describe [

(What pronouns do you use) $43S e saliiul glaa afaS )

(They/Them/Theirs) W1 JIfodel [T O (He/Him/His) (204) 9 SV [ssls) O (She/Her/Hers) (&) I lssls) O
Ey/Em/Eirs O Xe/Xem/Xyrs O Ve/Vir/Virs O Ze/HirHirs O

(Decline to Answer ) s il g abl 83 ai (I (Unknown) pstrald [ (Patient's Name) o s sl [ (Other) J523 O

Communication Preferences (Circle all that apply)  auS< i lad LG )i e le ) Aig&a

Mail Email Text Phone How would you like to be contacted for Appointments?
Sy el aky Gl g A8 8 Ll Ladi Ly W B g (o) 2153 0 A5
Mail Email Text N . .
..a: JTZI‘ ?E-‘)‘: m Billing Issues b ) gua DS plaliy
uuuMa” Iin.:j\" :Ei)-'(t m Healthcare Questions Results (@aa ) ya galiife) g plaliy
Mail %T'\I :a(t m Messages from Your Provider Ladi jisla ji W ol jhaldy
Mail %Tzl‘l :E‘):t P.hoin!q Other Communication <l ) jibes
Guarantor Information (xba <ilaglaa
Self /a3 [
For children - name of parent or legal guardian A o gy AN g Al — (lSa 88 ) O
Day of Birth (month/day/year el 5 9ul0\a) A g e
(address (if different from patient’s) 1(Jlam Cuud b Cigll &y ga J3) Gl
ZIP Code (s &S State:<llyl City: A
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Relationship to Patient Jean b adal

Total number of people in your household (you and your dependents: (Jis cad 31 31 5 Glagd Jald) Ladi o) il 3 3181 & ganna dland

What is your household income before taxes $ bl cidla 3 b Lad 03 gilA a0
g ia [ sl [ dale [ [0 AV A el aa) gi oai [
Weekly Hourly Monthly Annual Choose Not to Disclose

MU‘H)L&}S\UJLAMMU)QJJQSJJJ\ cadSa Al ) ) alodl silA slas ) A\Mﬁ\,bal‘,}liMi)dﬁbﬁﬁ&hjbejﬁﬁamﬁ;\ﬁéswdjdy rda gl
6 ol 4853 3 SLBES SIS 51 (5 )l sicpn AS Al pn 29 g plhE b S il (on g K1 Lo pn il (A il

Insurance 4ax Claglaa

Effective Date JW&1 f& G Medicare Member ID Number : S & g8 o jladi
Effective Date J\&) &l Medicaid Member ID Number Sgia G guas o jladi

39 Ol Ladi e 5a By RS 4 1) a3 Jlapase olulid @lS g day s Wikt 4

Jﬂwﬂ)ﬁumLyghg\ﬁu%wwdﬁuijdﬁﬁgb\ﬂ U&iﬁ&\é#)-\d:dﬁe)‘pém«#Sw&i‘d#&ﬁ{gibﬂh-\iﬁg}h)g‘ .2

_ﬁgw@AJMJJO&A‘JAUJLA.@Q?UQ;‘«\JJQJ.\A.\&M\J‘&D\A}haﬁe:\su-ﬂ.\#t cw‘}g\ slaa b

Patient Signature Jhan slaal &.‘Ju
Date
uljﬁm#ﬂlw.ﬁb‘_gh'aa\ GJG

Parent / Legal Guardian Signature Date

Consents & Acknowledgements W (aali g b cula)

Aal Gl

LSLAAA‘M(.\.\\}SL;AM&‘};J\Aﬂ\kﬁaaMJﬁ&wd‘)}A‘)J‘\Seﬂd@eﬂui\&b")dwi\u&w\uﬁ)&}u@mm\‘)\‘)\ASM éﬂ‘}»w:dj‘-ﬁ
_?SSQQQ‘)A\Je\a.\i})gJ‘Md:\‘J}ﬁ\‘SAPA\‘)é;S\:\:\:\ELu_}S‘\Su_.\Lég\_,u&llélg).\‘babbjl.;‘e‘)_;é

Rzl ) b G ye JU s b alaali iladd 0li Gasha Sl ccanlin Gk @ U 5 (b i Gy sea 534S s (3850 e 1(080 010 J) e cladd) cladli
631 ) il i et claali Cladd 5l ) sazaa L IS cally) 5o 48 st S lan Gla o 4 e Jadl IS Rl 1 4l 4idls Gle Sl Jolsi 353 aa
Sl ) st WIS Gz Ja peals da a s s 4p a8

Sl L3 ol (San a5 b o SLE 48 Cand Ui 0 43 0 313 s o (515 0 SLE (sl 3 S 4S 23S e S0 (e RNy 3y [ (1 8L
(e cladd Jlae Bl ) @i caad daciing 35 b ol 8LE Gl 4S ailae 213l AL ) guan )y |y Ul e 4S (6358 L adi ) (e sLCEN
i s ) s o gLkl iy o g CSIRE ) a3 o 3 a5 A4S aalE] S (S ) gy s a3 38 b a3 g ) Calil g o Cand (Saa
il aal 25 o il aa ciladd 45 e (o giud

|5 0 e S 1 Wil 5 03 pad i | e (sbale ol Taiven 2515 B wiS e SIS0 5 IS 4 1) 358 M s e 5 (B el (ga 11 30 (5 10 g
LACaias ) G Wy 38 saile 8l alen ) caadad (g | O e 4S e alie 58 il yy Jshe 4S S 0 S0

O ) sas KI5 ,80 S dala )y Uil sy e 4S (5358 Ly adi 38 (e ) demam adig ) (bulid Cilaal () ) e W 4AS a3 5a (1e LSS
gl saldiul m\ﬂwe\@yﬁdﬁ}dummdseﬂdw ‘J}»S:A:\S‘)guaic

aal g ‘)g\ _J_;.::‘SA dl.m‘)\ ?AS‘SAL_lLﬁu\ wdg\mbj)iqmum ?.\S ) ‘) J_}';-‘)LS J)_,A‘\.EB}J\JG)\A étdejswhj)ﬁw _-AJL.AJJ\.\ E,Im:l‘-‘s.\‘ji
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o s o (Fon caiS AT | (5 5 Add 50 81 o s edld plal Gals ghila 5 a4y ok U G501 slal 53 il () g il (e cadil gl
A8 Al 1) s JalS Caad

0 il i aled )S iy a1 O ) 4dis S b aload o8 S (oaa saad ayja Lads 4paDle) 350 50 4S e (3l e (g 1o paad ay A Bl dals gudi Axadls )
A8 il (wwweelicahealth.org) Wall culucy 5o 1) 4xedlel o) ) sladaws gla)) s

2ibe OCHIN (slizme! ol 48 aul asilyjle Jlw (s ) je i 55 ) 330 ) 2(Health Information Exchange) (e <l glra Jabs
4 CuiS 3 g 5 (b)) lacudag ) OCHIN (Sl (5 lad Su i ) sie 4s Sl 3 9a 50 wW.0Chin.org )2 OCHIN gRSES 1 (5 ke Ca ye

Sl insss (5L 30 ) 5l 5 25 ee (i sl e mlali sl 2 ) SS sl ous s 3 OCHIN i sai () 31 1200 s 38 3 sl ) (Sl
S e NS s 5en e Hshdn Ol lan A 5 A Glela ) Gy pie 3 1 A€ eSS L) 4 Giined OCHIN L2 e Sialas (oaua (S g 5iS0l
sl aidlie G5 OCHIN lse) Bon by ¢oana il je blee Claal () s ¢ 3L &) sem 53 ol (San (o (o3 Dlaslae 4S 28 a

$2000 483 a8 PDF a8 L )5y p G 4o 1) e G 2ila U

_eﬁlg:u.djbé)sdJébaikg‘ﬂje\aﬁbi\JMUQ&M'AJL@ASFSUA.\#E‘MC&\ claal L

Patient Signature e slaal GJU
Date

uﬁjlﬁﬁuﬁwlwﬂ\\ggwﬂ &uu

Parent / Legal Guardian Signature Date
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http://www.elicahealth.org/
http://www.ochin.org/

sadcbiblas aua cila glra dalic jla aJJé

PROTECTED HEALTH INFORMATION AUTHORIZATION FORM - HIPAA (DARI)

“Healing with Heart”-

2 A/ Health Centers

DR G a1 258 end culiilae aa e slaa (LA (ST RE 43 0 5a A4S 383 e o) Lo 4 L) ade fLEEI a8 (il 3l saliid b 33 e (lisalal Lad paaa il b calilia ) Elica eaaa sla S e

eus?uuumswd*su«_. D8 Ol Laan

o han Qi Gyl ) U il (5 gainn oy sam 4y S 2l sa Cuna Lo U Lad cul ja b ey ol 1 Elica QSIS 5 M0 IS0 S5k m;,;émj;\)smmlﬁwbuuﬁ

s 933 poutl8S) ()3 5 A a8 ) 258 il glaa Uil (Patient Information) Ly <ika gl

! (Date of Birth) =5 265 | & (Middle Initial) <> Jg) psl Jau g

(10529 Cuga ) 2 bJMEémlﬁélu:\Js\é Cudll g
(Legal Parent/Guardian/ Conservator #2 (if applicable))

:(Last Name) paldd

. (First Name) f““‘

(122 s ) 1 DJMBQIAAIHE/UJJS@ Cuall g
(Legal Parent/Guardian/ Conservator #1 (if applicable))

S Ca (S5ean) 550 L A | s 5k ) g 4] g 3 g g i AS (sl £ 50 2Rl g i

(255 i 2 5 oy ¢

(Message Preferences: Tell us the type of messages you prefer and what we can share. (Messaging and data rates may apply.)

L (Email/Portal) dsalldiis: | (Text) S ol (Phone) os8L5
L LJ LJ (All of the below) alai 3} 34 Jad
L L L (Health Notifications (such as lab or test results)sW 4usddhl aua )aiila gl ) 68l2Y b (ulal
[ L L Reminders) (Appointment iS)Y i iy slgy;giab
L L L (dala o glaa by ax slgal £ alila) Do)
Announcements (such as new programs or community information)
L LJ LJ (Billing Notifications) s 43 Js

(Who: TeII us who you would Ilke us to share or release information with. Each box is for a different person )

Person#1 1 o_jled Lad i

. (Name) (w‘

Person#2 2 s jad ad

. (Name) e-w‘

:(Relationship) < 2
Son/ » [0 Daughter/ 552 [0 Father/ _x O Mother/ 3O
O wife/(0) 2~ 0 Uncle/ s«= [ Aunt/4s [J Brother/ ), [0 Sister/ »ls [J
Guardian / 58 @ » [0 Partner / Sei 0 Husband /(08 55) e
:Other / SO

:(Relationship) <= 2
Son/ = [0 Daughter/ 552 [0 Father/ y O Mother/ )i O
Uncle / s«<= [0 Aunt/<«e [1 Brother/ ) [0 Sister/ »ls O}
Partner / S.,4 [0 Husband Ipa}u) et [0 Wife [ (00) smea O
:Other / S0 Guardian / 56 Gy [

ﬁ}ﬂqumw\u\)m@kuh)h.am ?.u\)m D
(We can tell this person any and all of your medical information.)

(OR) &

i Cpl 4 a3 ey 3 1) D9 el Gla slel 58 anil gse
(We can glveﬁls person today’s cﬁart notes at the time of the?\:sn )

O )l il
(\ﬁﬁcan give thls person all'of vou?test regu It’u

Person) (3# 3 o_lad il
. (Name) p)

ﬁﬁumw\m\)m@huupm P"“)“" D
(We can tell this person any and all of your medical information.)

(OR) &

Gt 3b ey 531 S el Gl (sled 6 anil i
(We can glve?ﬁus person today S cﬁart notes at the time of the?\dl-;sn)

oAyl
(\ﬁﬁcan aive thls person alf)“T votﬁ_‘tes?t resuﬁ

Person) (4# 4 ULAJ ]
. (Name) p)

:(Relationship) <) 2
Son/ »« [0 Daughter/ x5 [0 Father/ oy O Mother/ ,s O
0O wife/(w)) » O Uncle/ s« 0 Aunt/<e O Brother/ 2 [ Sister/ »ls O
Guardian / 58 Cw e [0 Partner / Saué 0 Husband /(8 5) e
:Other / A0

:(Relationship) < 2
Son/ ,« [0 Daughter/ x5 [0 Father/ oy O Mother / )i O
Uncle / s« [0 Aunt/4« [0 Brother/ »J_» [0 Sister/ s O]
Partner / ;4 0 Husband I{)Uw) et O Wife / (05) mes O

:Other / (A [0 Guardian / 586 S e [

PU}S—!W&‘M‘JLAM@LHLA}SMM ?.u\)m [
(We can tell this person any and all of your medical information.)

(OR) &

oadd Gl s a3l gle) )3 15 59 el Sla (st o8 il shaa [
(We can glveﬁls person today’s cﬁart notés at the time of thee\-/ulsn )

o) lad
(\K/“Scan give thls p:rson allwi“ vou;dtest regu It’m

Pu}ﬁumw\m\)m‘fkuh)huw JREIN ]
(We can tell this person any and all of your medical information.)

(OR) &

sadd Gl 4 a5l le ) a1 s el Gjla slgd 55 anil siae [
(We can glveﬁ?‘ns person today’s cﬁart notes at the time of themsn )

il Ladi
(\ﬁﬁcan give this’ pAéJrson alf)“T vo&ruteéat regﬂﬁ

g A3EIK €) il A LA S b s b i i e [

4l e aS Gl s el 45K e 4o jlal oyl .\JJ‘A&AS‘)M“LIJAJ_)SJ}ﬂ‘e\b.\_)SuMYLIJJ‘\S‘fl\_).\.\MdJ\LA‘_)A‘_é.ak_\u}‘mﬁﬂsrutdsaab)h‘w‘M‘a&lw‘(ﬁ)ﬂw\dw\h
A}ASAJL«:‘J‘Aﬂa.\u)sje‘)su.ﬂJaﬁdd\}\)uh}had\)a@)_uss&}ﬂ‘eJ)JaJ\AJ);eA‘ZLLL!\A.A@a.auLA}\a.A 31X <)y
124 ) sA aaie (182 a8 ) s il Dy o) £ By )y sea 5a L LI aae /LIS & 3 o) slidaa) Gl ) Gy Jln S cled a sl aia Sl glaa (A \ASJ\).MH..@).\UI;IUJ\

Date guu

Patient / Guardian Signature

Office Use Only
| Updated By:

Effective Date:

Protected Health Information (PHI) Authorization Form - HIPAA - Dari - Last Revised February 2026



12-0 O )12 Jih) e 484

PEDIATRIC HEALTH HISTORY AGES 0-12

“Healing with Heart”

Health Centers

,

(Sl S 9,l00) S9a) Fa i
(Today’s Date (month/day/year))

2 (MRN) (b 3\ e

(Patient Name) (& » amil

Date of Birth (month/day/year) (Jb/ 5_/ol) A g8 g

(ALLERGIES TO ANY MEDICATIONS, FOOD OR OTHER SUBSTANCES?) §<5ad 31 34 Ly 138 claf g 438 2 4y bCuulua

«(Severity of Reaction) M‘u«&ﬁ Sk * (Reaction) Sandl S - lergioto) 4 uiva
(Low) o O (Hives) a_s O (Anaphylaxis) gusvuau [
(Medium) s sia (] (Sweling)ess O (Rash) 4200
(High) 2L 0 (Nauseal vomiting) ¢ | i/ 3 00
:(Other) 5>
(Low) e OO (Hives) a_s O (Anaphylaxis) Gusmu\ 0O
(Medium) s sia (] (Swelingle s O (Rash) 43300
(High) 2L O (Nausea/ vomiting) t“)ﬁ-ﬁu‘llj:\,\hm
:(Other) 52
(Low) e OO (Hives) a_s O (Anaphylaxis) Gusmu\ O
(Medium) s sia (] (Swelingles O (Rash) 43300
(High) 2L O (Nausea/ vomiting) zbs.w\llj:\,\hg
:(Other) 82

(MEDICAL HISTORY (Check all diseases and medical conditions that apply)) (258 (Wi 15 ddagaa (b DS 5 (2l ) alat) aba 48

(‘J‘x‘ Lf‘L 43l [
No Past Medical History
N NP | Ba eminl PPN Sl gy il | () Sl ) Cunia saliiule g [
(Sickle cell anemia) (Liver disease) (Heart Failure) (Depression) (Asthma) (Abuse as Adult (victim))
o3 o3 5[] [FENVRNE R ) B i, a0 Gl S G e O Jasin (0 8) ik Cunia oliiusle s [
(Stomach ulcers) (Meningitis) (Heart murmur) (Diabetes mellitus) (Blood Transfusion) (Abuse as a child (victim))
B e A8 S s Ll O Mlsssle'O COPD /31 O a0 Lamba 0
(Stroke) (Myocardial infarction) HIV/AIDS (Emphysema/COPD) (Cancer) (Allergies)
3 5o b pan 5ul] CMiae/ tac (i [ Liead il [ GERDO sl S S0
(Substance abuse) (Nerve/Muscle disease) (Hyperlipidemia) (GERD) (Cataracts) (Anemia)
DS o 00 Al (Su0 05 ] #5880 Osa Qb il I Gkl
(TB di ) (Osteoporosis) (Hypertension) (Glaucoma) (Clotting disorder) (Anxiety)
2 e 0] S 228 (g2 2] o 500) COPDOI e 61/ 2350
(Thyroid di ) (Seizures) (Kidney di ) (Heart di ) (COPD) (Arthritis/Join disorder)

: (Other, please explain) 1S g s bkl « £

‘ (SURGICAL HISTORY) > s> 4blu

(No Past Surgical History)a_li (ol 43lu

(Small intestine surgery) <SS 835 (A )a [ (Cosmetic surgery) s\w) a0 (Appendectomy) by ol b (oo sSali [

(Spine surgery) <l () st (o) 2 [ (Eye surgery) g (al a1 (Brain surgery) Jxs >l [

(Third Molar Extraction) (s Jie 93 S 5 m [ (Fracture surgery) s al ja [ (Breast surgery) 4 ol s [

(Tonsillectomy) (s sl [ (Hernia repair) G axe 3 [ (cABG) CABG O

(Cholecystectomy) (= 5% (A <[]

(Colon surgery) <8135, alald

(Valve replacement) <8 J) 5 (xay 925 [] (Joint replacement) Jaaia (s 325 ]

(Vasectomy) (=558 )l s ] (Prostate surgery) <l g 31 (o) s [

:(Other, please explain) A4S g s [HAPRC |
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(FAMILY HISTORY (Check all diseases and conditions that apply (28 AL&d | (udai J8 CMSia g (al ) alad ) ald 48

lafalalalalatalal ol el e sl alalalal il 2l il 4] )
/' 11 B V] . ‘\’1‘1
9 1:4;\131134,__}—‘435\\/5330 T 5_“
e “:4,‘*4\\4\3; vl ‘4,5‘ = B IS
jﬁi 3‘3"3)\\/12 > 'g‘i 5 2| 3
E 3 L }‘iﬂ
5
N
3
2
Sle|l8|leleolL] 8|8 8]212l&|l8lalc|c|c| 3| | 3| 22=2
Slg|l2|zlola|2|2|2|5|8=Z|8|¢&|s|s|s|2|2|2|e|l ==
ela| ]| ¢ alalalsls|le|al & Sla|l<|al|lz| 2] 8
o | o (7] ol =| =] 2| | ®© ) S| » | o
c| 35 3 c|l o]l o &|l O] @ a o w| 2 i = | ¢
s | & -g 3.2:::'>:‘ T OGJ% ) 03
s 2 @ o B R 5 °l=|E § El
> | T g % | ¢
= = (o]

3
z < z

) ) (Relati hip) Ak

(Mother) 2

(Father) L%

(Sister) _alss

(Brother) 2 _»

(Daughter) i

(Son)

(Maternal Aunt 45

(Maternal Uncle) Wle

(Paternal Aunt) 4«

(Paternal Uncle) S\

ke S ol
(Maternal Grandmother)

ke OIS 5y
(Maternal Grandfather)

G OIS N
(Paternal Grandmother)

GO OIS N
(Paternal Grandfather)

(Other) S

:(Family member) dg.alé s :(Disease or medical problem) u—'h Sl y a3y

Pediatric Health History — Dari (Afghan Farsi) version (Translated October 2023 based on the English version last revised July 2023) | Page 2



(Complete for children ages 8-12: SCARED, BRIEF (Child answers)) (Jik sl g ) salida ot 5 148 JaSa Al 12 - 8 (o JUih) () 2

S e Jilo g (5 Ladl g (1
(I get really frightened for no reason at all)

Cand a2 1S sl a2 S O
(Very True or Often True)

@a\&u)é&ﬁ}\u..'au_bwm\ Gy saali [
(Somewhat True or Sometimes True)

Caul S yd DAy by G G )3 [

(Not true or Hardly ever true)

Caual oy 1N Ll anpa & O
(Very True or Often True)

ol G pd Gl gl adary by sl s pa s2ali [
(Somewhat True or Sometimes True)

Gl Gy i ag |y G Cas 0 [0

(Not true or Hardly ever true)

T i A ) aile e ) e
(I'am afraid to be alone in the house)

Cand Can 2 1S G s can e S O
(Very True or Often True)

«L\u\&u)é&lﬁ}\u..'au.bwn;\u\ Gy saali [
(Somewhat True or Sometimes True)

Cal S yd DAy by G G )3 [
(Not true or Hardly ever true)

b g ag O Gl (e 48 2 Soe e 4y 03 e

(People tell me that | worry too much)

Caual a1 Ll ey S O
(Very True or Often True)

ol G pd Gl gl adary by sl s pa s2ali [
(Somewhat True or Sometimes True)

ol Gy i 4p |y G G 0 [
(Not true or Hardly ever true)

T e S 4y ) )
(I am scared to go to school)

Cand Can 2 18I G s casa S O
(Very True or Often True)

«L\u\&u)é&lﬁ}\u..'au.bwn;\u\ Gy saali [
(Somewhat True or Sometimes True)

Cal S yd DAy by G G 3 [
(Not true or Hardly ever true)

JIES AR G PO
(Iam shy)

(TB RISK ASSESSMENT) iS85 sha b))

(No) i (Yes) O st 058 (e 4 s 38 L pdl e (Y sk L SQa i Ll
(Recent close or prolonged contact with someone with infectious TB disease)
(No) s3] (Yes) L0 g ond g aalu 338 Jin T80 b ond ol st
(Born in or recent traveler to high prevalence area)
(No) s3] (Yes) O ol 418K Jlad e IS 68 oin Gl 4S it g sl il s U A (SIS ol
(Chest radiographs with fibrotic changes suggesting inactive or past TB)
(No) &3] (Yes) b0 s o gl Csie
(HIV infection)
(No) _sai0d (Yes) O wac 33 g 01 ,%
(Organ transplant recipient)
(No) a0 (Yes) L0 il Calas 0238 G 6€ s sl 50 s b (ole 1= 1 < s D5 02 a8 (e 15 = by < ) 05 380 3y ) ool 4 (53 s s 168 s
TNF -0 o S
(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)
(No) as[] (Yes) b0l G si e 3l e ealiin
(Injection drug user)
(No) 30 (Yes)é[‘ (uuLulA@aLE)ucM\Ahﬁ£QM‘;|YJLQA§|)A)SJAGWMLA)Aah_)LaLl&aﬁda.né.u_)\SLjuSLu
(Resident or employee of high-risk congregate setting (e.g., prison, long-term care facility, hospital, homeless shelter))
(No) _sai0d (Yes) <O O om0 00 Rl s 50 (e Sl S (i ge aiile) G e Oy e 50 G 5 g8 amg a4y i plad Ly dad e ol S5
Cuman 5l cgthe a1 iS5 b % 10) On aS Gl e @I 5 g b e a5 B L o3 g G 5L aled Ala e S (i e g oams)
(Owne
(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))
(Unexplained weight loss) J#3 2 )5 Jial& [0 (Persistent fever) Jlxls2 < (] (Cough lasting) el 3 48w [ (Signs/Symptoms of TB) J$iS s 63 auhe [Ladilii
(Persistent sweats) ! 53 3 e [ (Loss of appetite) il ¢ala <y 51 [

(None) a3 [0 (Chest pain) i 2,3 [0 (Shortness of breath) % <[] (Coughing up blood) (53 2S48 s (1 (Chills)s) [0 (Chronic fatigue) (» = (scisa[]

(SOCIAL HISTORY (PRAPARE): For Parent or Caregiver) 03iiS <) 3 b ¢uillg ) » :(PRAPARE) slia) 434, 1

(How hard is it for you to pay for the very basics like food, housing, heating, medical care, and medications?)
(Decline) 2,8 3,0 (Very hard) 3w s [0 (Somewhat hard) s s3sli I (Not hard at all) ot i a [

(What is your living situation today?) Sl 43 &a (i 5 5 pal (K1) Cumiay
(I have a steady place to live) pl3 53 S (S ) <l sla o 0
(I have a place to live today, but | am worried about losing it in the future) s cawsd 5l el 53 aly Gy s Ll caly (315 6ln (S50 O
(oo iz 0 edalin 53 dacS e 50 (g 0 (B oBally S elish S 2 aiSin (S5 ) B L Cise sk ay) ol (B ) il S e D
(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.)
(Decline) 2,8 2, [0
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?&u\m\éjhn)nj})é.ﬁj G s Qs 4 b HS s ¢ ol slacilEdle CilE ) ) [P PEUIPPING PN @iiX ol 12 Jébj

In the past 12 months, has lack of transportation kept you from medical appointments, meetings, work or from getting things needed for daily living?

(Yes, it has kept me from medical appointments or getting medications) <uul 43513 5l 5 Wl s jla Cély o by (ah slaclEle g ) ) e b O

() 483 5l ) g m A4S e Jaa b 3 L IS el il ) (b Gl Gl e b 0

(Yes, it has kept me from non-medical meetings, appointments, work, or getting things that | need)

(No)as O

(Decline) 25 2, O

4 (i daald by s Ly ol (sl Amy )3 (i Ly 3 S s 1dlie () ) S (S0 (ulisn) 5 283 e Cusan) Lgdl 45 4S S e Camaa T L L i e | (2l Al 2y 8 i
(IS s 1 LS

(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))
(5 or more times a week) 43 )3 4=dy jiln L5 [0 (3-5 times a week) 43 ;2 428 5-3 [J  (1-2 times a week) 4 24283 2-1 [0 (Less than once a week) 43 2 LG 5 jiS[
(Decline) 28 2,

(How often do you experience stress?) $uiS e 42 a5 | ) G yiul s le

(Decline) 28 2,0 (Very much)os [0 (Quite a bit) oS Dbwa O (Somewhat) saabi [ (Alittle bit) S O (Not at all) 4 Sl O
(Decline) £ 2,0 (No) x5 [0 (Yes) <k O (Are you currently employed?) S s aidas yala Ja 2 L)
(No) 3 [0 (Yes) & O (Would you like assistance with any of the above items?) ) 53 e S (358 3 ) 50 ) Sa a5l p Ul

(Contact me) 2,8 o s WO (Written information) s i 55 ilaslaa I 2(Type of assistance) <SS Cuc ¢

(What do you want help with?) S 13 & )5 i S 43 (5 o 4n Hhalay
(Transportation) < sl y3 [ (Food) 12 [ (Housing) ¢S« [0 (Financial Strain) /& Ji& [0 (Education) (=i [ (Health Literacy) s>a ) 3w [
(Employment) 4i% 1 (Relationship) &5, 03 (Isolation) 1533 OO (Stress) wsinl O (Physical Activities) 34 slacallad O (Utiliies) (31 5 <) <laxs O

(MEDICATION) !5

(O Camn pldia o ALaxIL (gla) o 5 lacpaliyy s (o (slal 53 cadii L (sla) 53 1€ cud | tad slal 2 aLad)
(List all current medications: prescribed, over-the-counter drugs, vitamins & inhalers and the dosage)

(Frequency) 5,32 (Dosage) i rasa J)iia (Medication) ! 2

S 1B o500 (sl Sl Uy 0 5810 €l ja ciald pdala Jla o U
ARE YOU CURRENTLY UNDER THE CARE OF ANY OTHER PHYSICIANS OR SPECIALISTS?

(q:;.';S SAdd ply u.uLu)

(LIST ALL BELOW)

S 4Ll EPIC 2 il je pfi 4y 5 258 JaSa J3 H0 038 S ol a0 4l )l ded (6 2 | (b (Bl e 35 oy 8 s (pne

Medical Assistant: Complete a medical record release form for all medical providers listed below and add to Care Team in Epic

(Phone) o5l (Address) v (Specialty) pasass (Physician/Practice Name) (i s/ )2 oU
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(DENTAL HISTORY) ()i 4dibu

(No) &3]

(Yes) b0

Calaidly JSCie coliilaiy L8 g ol oWl
(Have you had problems with prior dental treatment?)

(s Al o AT &5 2
(Date of last dental exam)

(No) a0

(Yes) &0

S el R0 Saled S (o puma 50 J8 ) iy sl g Ja i3
(Have you ever been premedicated for dental treatment? If yes, why?)

(No) a0

(No) &3]

(Yes) &0

(Yes) <O

Clod HS o) i sid a3 U1 4
(Have you taken bisphosphonates?)

L Jaad) use 5 WCuubua

ALLERGIES AND REACTIONS

283 i g |y Jand) el Tl ol 81 S50 Cuulian GS3Y Jilie o Ul
(Are you allergic to Latex? If yes, please explain the reaction)

(No) a0

(Yes) L0

_A,.\AJ@@):\UM\uﬁcwsuh)g\?qjdui\gumuub}nwaug)ﬁﬁjjg
(Are you allergic to local anesthetic? If yes, please explain the reaction)

(No) a0

(Yes) L0

23 a5 1 Jeall eSie il ¢l 81 £y 500 Cupslin a5 53l Al 5 50
(Are you allergic to Nitrous oxide? If yes, please explain the reaction)

L)bﬁ)ﬁQeJﬁJdbéﬁS#LbA‘ud&&&gbs

(Relationship to patient of Individual Signing Form)
(ﬁé cQgJ”} (Ul oJla d‘)—.’)

((example: patient, parent, guardian))

(Date) &b

(Patient / Legal Guardian Name) (558 Cui gy [l 30 sl

(Patient / Legal Guardian Signature) (53 s [l 1o sblaal
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Health Centers

M‘deba\ﬁumaﬁuéid:\ﬁﬁuli),\mu&)d
(SLIDING FEE DISCOUNT PROGRAM APPLICATION
(DARI)

Patient’s Name: R A ] MRN: b 3%, i | Today’s Date (month/day/year)

e L300 o) S9a) Gl

AT Ol S 52 il gla (S AT ) oS S Tl s 4l 2l 53 S 500 0l A Al gae g8 sl AL Lad
S Jl ) 268 Canal g3 3 ) 51 55 10 il 1 bl Al Ledi o e 5 dla W2

Name

o) Relationship Age | Income Amount | # Hours Worked (per | Pay Frequency

aday s g ¢ Qalja laka week) AN o gl
i dus 3 G > A8 4 S clebu da 2=

self aa s O el 2 jaiu
D aYla AA‘JJ

O el 2 jaiun
O Yl

O el 2 jaiun
O Yl

O el 2 jaiun
O Yl

O el 2 e
O Yl

O el 2 jaiun
O Yl

O el 2 e
O Yl

O el 2 jaiun
O Yl

A:\AJM\JHAH“d.l)g\Qﬁu\edﬁu)s.dyt-lJJ‘\SJJJ\J@)@JM‘JJ@.\ALJ
b‘)u\.g}@}A&&h“‘&&‘(&)}i&@y)‘scw;‘L'):}Au‘O‘;J\SQ}MO\H/J\S%G(@\.\Q)‘W‘&J\S\égdﬁ
$

(Aals)

Total Number of People in Your Household: Ladi 031 g5L& 3131 alans
(Include yourself/spouse, children, and any taxable dependent relatives living with you)

(S o (K855 Lad L AS e J gadia dlea) g WKy J& 9 IR « nad /353 Jaldi)

Oiad S (e alod S ) ) 48 (e Dl ) 53 ) (9458 4 38 4l g (51 e 0253 Jaal i 2l 5 4S iS50 S (e po S0 e 1 Al s
A4S i€ e 2l a0l (slmal 3 il aal s sage n dalS A 3a L 1) Cilexd alad gl ghse ¢y G j0l ad 3 e 401 ) 4S e sles 81 4S il e
js‘)&‘\..l\JJPW&L&)\L‘JJQ‘Meuﬁém\mq&‘ww\ﬁdeéw_QL\M\@M}m‘)éeﬁ‘ﬂ‘sﬂé‘ﬁ\éuyh)ébﬁﬁ‘)‘QLA‘,XM

251 ) sA (e odge 4 iladd olai JalS ity e JIS ol plad) ade Gy gea 53 a0 g DUl S Sla o

s 8 o poaf Sl (sLaal
Date Patient/Legal Guardian Signature

VERIFICATION AND DETERMINATION (Office Use Only)

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

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

3. SFDP Level: 3 Slide A (< 100%) 3 Slide B (101 - 124%) O Slide C (125 - 149%)
3 Slide D (150 - 174%) 3O Slide E (175 - 200%) 3 Full Fee (> 200%)

4. SFDP Expires:

Verified by: Date:

Social Care Referral: 3 Yes 3 No Date:
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Health Centers A8 )3 Cialal dall () Aali gl o 8

(SLIDING FEE PROGRAM SELF-DECLARATION FORM: DARI)

(Today’s Date (month/day/year MRN: b A5G, sl | Patient's Name: B il
(S 1355 [ola) S5l G

a2 g3l Ledy a8 0l (530S 50 L il 58 e 2 5A dal 0 i by g (e ) sy (I G pea o
25 Lmal 0l 3 5 23S AT ) ) csla 4 K 51 (S Tl casd i 51

4S Cul ol DAy Gl a2 58 a0 i s (s B 6l b 4S b e A1 S e

| am paid in cash. | do not get paychecks/pay stubs.
OS (oad L ) (5 ihe/Son (e 25d (e CAL p W J g e O

| am unable to provide any proof of income because neither | nor any other member of my household
has any source of income.

Al (el 0 auie gt ol 0al A (sliac ) S0 gad A5 5 (e 40 | ) et 2l )3 () ALz 431l 4y 3E (e (]

Oe Sl zmanaa 5 G 2 @il e (0 AS (a1 (558 Cile DUl 48 2 o alls o lai 96 el o i 5 0 5 K o)) et AS aaae (A1 K (e
5 At Al s edge |y pafil ) Ciladd Cul gine 5 A e (5035 (lle CSUS ) el o jol b e 401 48 e DLl S 4S Al 4a sha
oMz 1 O 4 e 35 e Uil

Patient/Legal Guardian Name (Print) Relationship to Patient of Individual Signing Form
(For example, patient, parent, guardian)

713) 58 S [ ) e Ll ) sLiaal b
(Caupg i Ol g ¢ Jlas (Jlia o) gis 4q)

Patient/Legal Guardian Signature Date é-uu
uﬁ}il&ﬂuﬁ)ulju:\g bzl

VERIFICATION AND DETERMINATION (Office Use Only)

| certify that | asked the applicant/recipient about all the sources of income received by the household and,
before using this form, used my best efforts to obtain other possible sources of documentation. The
information reported on this form was provided solely by the applicant/recipient and reflects the income

the applicant reported to me.

Employee’s Signature: Date:

Sliding Fee Program Self-Declaration Form: Dari | July 2024
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