rep formg-042320

email completed form to Revisad 08120
MANET COMMUNITY HEALTH CENTER - REGISTRATION FORM registration@manetchc.org ovisa
_— Houghs Neck SnugHarbor ______ Huli _____ North Quincy Taunton
TPatient Information
Patient's Name: Date of Birth:
Last First Middle Initia} month day year
Address: Birthplace:
Street Apartment #
Home Phone:
City State Zip Cell Phone:
Occupation: Work Phone:
Employer: Social Security #

Are you Head of Household? O Yes Olo Please check if you arer_—l Male,___IFemnie
Number of Dependents: Marital Status DSIngle |:|Married DDivorcedISeparaied Dﬂidow

Primary Language
Race/Ethnicity |:|White DAslan DBlacldHispanlc DNativeAmerican
Secondary Language DHispmic Dother Dkefused

Email Address
Do you have insuranc e?DYes I::Iuo Please check the patient's relationship to insurance Card Holder
[Jsett  [dspouse  [enia [Jother

Insurance information
Subscriber: /

Name of person who gets this insurance Subscriber’'s date of birth Subscriber s Telephone &
Insurance Plan:

Nae of Insurance Plan Doctor or Health Center Name listed on your card

: /

ID number Group Number Group Name

Second Please check the patient’s relationship to subscriber:

Insurance Plan: I:] Self DSpouse I:lc:hild Other

Mame of person who gets this insurance

Subscriber:

Name of Insurance Plan

/
ID number Group Number Group Name
Emergency and Authorization Information
if patient is a child:
Parent/Guardian's Name ) Billing Address if different from above address

PERSON YOU WANT CALLED IN AN EMERGENCY:

Name ' Relationship Work Phone
! /

Address Home Phone Cell Phons

T hereby authorize the staff of Manet Community Health Center, Tnc., to render such services as deemed necessary to me/my child listed above, I alss authorize the
release of all necessary information to insurance companies and other payers and assigh to Manet Community Health Center, Inc. the authority to claim and collect
insurance benefits. I will be financially responsible for any charges incurred for services not covered by my insurance plan. T acknowledge that I have received notice
that I may receive a copy of Manet Community Health Center’s Patients Privacy Rights and the Privacy Pelicies and Practices upen request.

I give my consent for the use of telehealth in my medical care and I understand that a copy of the Telehelath Policy can be provided upan request.

Patient Signature ~ or  Circle if Parent/Guardian/Other Today's Date
Please indicate relationship if Other



Sokeefe



*B587534wd4368 A-HIPAA
Manet Community Health Center, Inc.

"Please provide email address for Patient Porfal.”

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICE

Manet Community Health Center will use and disclose your personal health information to treat you, to receive payment for the care we
provide, and for other health care operations. We have prepared a detailed NOTICE OF PRIVACY PRACTICES to help you better
understand our policies in regard to your personal health information. You have the right to review this notice prior to signing this
acknowledgement. The terms of this notice may change with time and we will always post the current notice at our facilities and have
copies for distribution. You may ask us te restrict the use and disclosure of your personal health information. However, we are not required
to agree to such a request, bit if we do agree, we are bound by law to the agreed upon rastrictions.

There are times when our patients request that their health care provider include a friend or member of their family intheir health care
decisions. Pleass list any family member or friend to whorn we may speak or share your perscnal health information (PHI).

1) Do not share my personal health information with anyone but me: [J

2) The health center staff has my permission to leave personal heaith information as a message on my answering machine: [
{initials)

3) The health center staff has my permission to share my personal health information with the following person(s):

4)

Name Phane Relationship

1}
2)

lacknowledge that | have been given the opportunity to receive, review and ask questions regarding Manet Community Health
Center's Notice of Privacy Practice.

Date: Patient Date of Birth:
Name:
Signature of patient or legal representative Relationship to Patient

For internal use only:
MCHC has made a good faith effort to obtain the patient's acknowledgement, butthe patient's signature was not obtained for the following

reason(s):

Staff Signature:




Manet Community Health Center

Urgent Care COVID 19 Intake Form for Milton Public School

First Name Last Name

Date of Birth Sex Call Back Phone #

Email Address:

Race/Ethnicity { } American Indian or Alaskan Native { } Asian/Pacific Islander

{ } Black or African American { } Hispanic { }White/Caucasian, non Hispanic

Prior Covid 19 Test Date ___ / /2020 { } Detected { } Not detected

Covid 19 exposure date:

Occupation/Grade & Teacher

Last day at work/In-person school

Date of Recent Travel out of Massachusetts

Living situation

Past Medical History

Medications

Allergies

Do you smoke? Yes{ } No{ }

Onset of symptoms: days or date / /
Symptoms:

{ YFever/chills  { }Headache { }Sorethroat

{ }Cough { }Body Aches { }Shortness of Breath
{ } Nausea { } Fatigue { }Loss of taste or smell
{ } Diarrhea { } Other

All Negative results will be sent via portal email. All Positive results will be called.




