FJID hope & help
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Our Mission: To end the HIV/STI

epidemic in Florida through
comprehensive health education,
prevention, testing, and treatment.

PATIENT DEMOGRAPHICS

Today’s Date: / /

How did you hear about us? o our website 0 online search

o social media o health plan list o radio

First Name (Legal):

o friend/family referral
0 magazine 0 case manager

Last Name (Legal):

Other:

Social Security Number:

; Affirming Name:

| Sex or Gender (At birth):

Sex or Gender ldentification:

. oM oF  oDecline o Male o Female o Non-Binary
' : o Transwoman © Transman o Non-Conforming
- - ] o Other o Decline
| What pronouns do you use?
! o He, Him, His 71 She, Her, Hers 0 They, Them, Theirs 0 Other
|
! Race: } Ethnicity: Sexual Orientation: Preferred Language:
| o African American/Black | O Hispanic/Latino o Lesbian 0 Asexual o English
| o Asian/Pacific Islander | o Not Hispanic/Latino 0 Gay o Pansexual 0 Spanish
| |
| o Caucasian/White ‘ 0 Decline 0O Bisexual o Intersex o Haitian/Creole
o Native American/Amer. Indian | O Heterosexual o Other
| O Other ‘ o Other o1 Decline
| 0 Decline { 0 Decline
| I
Marital Status: o Single o Married o Other
o Decline 0 Widowed o Partnered Spouse/Partner’s name:
I Address: City: State: } Zip Code:
! ‘t
| Cell Phone: What are your best o Cell phone — voice
! ” — o i here? L B contact methods for o Text message to cell
ay we leave test results in a voicemail here? oYes 0©No medical concems phone
Other Phone: and test results? 0 Other phone — voice
May we leave test results in a voicemail here? ©Yes ©No &1 Online portal

Email:

Who is your primary
| care provider? (PCP)

o | don’t have one
o1 | want Hope & Help to be my PCP

| Insurance Provider:

Plan Type:

o HMO o PPO

: Policy or Member ID Number:

i Group Number:

[
| Policy Holder or Subscriber’s Name:

|

Page 1 of 2

Revised 4/17/23



Pharmacy Name: | Address: Telephone:

| ‘ — - i
| Fax:

| Relationship: Telephone:

If patient is a minor, please provide parent or guardian information below.

I

| Parent or Guardian Name: . DOB: | Address: Telephone:

CONSENT FOR DISCLOSURE

| agree that Hope & Help may disclose my medical information to me and the following individual(s) if | am not physically
present, including disclosure by telephone, voicemail, facsimile, text, e-mail or regular mail. | agree to let certain
individual(s) participate in discussions and decisions related to my medical care. Therefore, | hereby give my permission
for Hope & Help and/or staff to disclose my personal and my medical information to the following individual(s) indicated
below. | also understand that this consent may be revoked by me at any time with written notice to Hope & Help.

Patient Signature Date

Parent or Guardian Signature Date
(Required for patients 17 and younger)

Individuals who my information may be shared with: 0 Do not share with anyone.
Name Date of Birth Relationship
Telephone Email

Name Date of Birth Relationship
Telephone Email
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