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Last Name______________________ First Name______________________ MI_______ Date of Birth________________
Birth Sex   Male  Female       SS#________-______-________        Preferred Name_____________________________ 
Address___________________________________ City______________________ State_________ Zip______________
Email_____________________________________ Pharmacy/City____________________________________________
Home Phone (_____)___________________ Cell Phone (_____)___________________ May Leave Message  Yes  No   
Appointment Reminders – Check One   Call Home Phone  Call Cell Phone  Text Cell Phone  
Primary Language   English  Spanish  ASL  Other _____ Interpreter Needed   Yes  No   Marital Status_______
Employer__________________________ City__________________ Primary Care Physician________________________
	Race:
	 American Indian/Alaska Native
	 Asian
	 Black/African American

	
	 Native Hawaiian/Other Pacific Islander
	 White
	 Other
	 Unknown

	Ethnicity:
	 Hispanic/Latino
	 Not Hispanic/Latino
	 Unknown



Fulton County Health Center is asking you to complete the next section to meet the requirements of Section 1557 of the Affordable Care Act.  This is not specific to Fulton County Health Center, all healthcare facilities must comply.
	Sexual Orientation:
	 Straight
	 Bisexual
	 Lesbian/Gay/Homosexual
	 Don’t Know
	 Declined

	Gender Identity:
	 Female
	 Male
	 Trans Male (F to M)
	 Trans Female (M to F)
	 Non-Binary

	 Declined
	 Other
	
	
	
	
	



Guarantor – Person Financially Responsible
 Same as Patient Information 
Last Name______________________ First Name______________________ MI_______ Date of Birth_______________
Relationship to Patient______________ SS#________-______-________ 
Address___________________________________ City______________________ State_________ Zip______________
Phone (_____)____________________  Home  Cell      Employer__________________________________________
[bookmark: _GoBack]Insurance Information
 Self-Pay
Primary Insurance_______________________________________ Policy/ID# ___________________________________
 Same as Patient Information (If the patient is NOT the Subscriber please provide additional information) 
Subscriber Last Name___________________________ First Name___________________________ MI______________ 
Relationship to Patient _________________________ Date of Birth________________ SS#________-______-________     
Subscriber Employer______________________________________________________ City_______________________ 
Secondary Insurance_____________________________________ Policy/ID# __________________________________
 Same as Patient Information (If the patient is NOT the Subscriber please provide additional information)
Subscriber Last Name___________________________ First Name___________________________ MI______________ 
Relationship to Patient _________________________ Date of Birth________________ SS#________-______-________     
Subscriber Employer______________________________________________________ City_______________________ 
I attest that the above information is correct to the best of my knowledge. 



_________________________________________________	____________	______________________________
Patient/Authorized Representative Signature	                                                                       Date
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