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Patient Consent 
 
 
 
Client’s Name:______________________________________      Date of Birth:____________________ 
 
Rights: 

 I have the right to be treated with consideration, respect and dignity. 
 I have the right to have an option in the development of and access to my All Nations Health Center treatment, case 

planning and referral services. 
 I have the right to privacy and confidential treatment of All Nations Health Center records and provision of services. 
 I have the right to services that respect my social, religious and cultural values 
 I have the right to accept or refuse treatment. 
 I have the right to access, review and/or copy my medical records, upon request, at a mutually designated time (or, as 

appropriate, have a legal custodian access, review and/or copy such records), and request amendment to such 
records.  

 I have the right to know the professional experience and certification of All Nations Health Center service providers, 
accreditation status and other measure of quality. 

 I have the right to a fair and eƯicient process for resolving diƯerences with All Nations Health Center and to be 
informed of the grievance procedures used by All Nations Health Center. 

 I have the right to be informed of any research that may aƯect my care. 
 I have the right to be free from coercion, discrimination, or reprisal for exercising my rights. 

To Enhance My Care: 
 I will extend the same courtesy and respect I receive to All Nations Health Center. 
 I will disclose information I feel is relevant to my request for service. All Nations Health Center acknowledges my 

responsibility for participating in my own health and well-being. 
 I will be proactive in the communication of specific requests for assistance and service. 
 I will request information about All Nations Health Center’s sliding fee scale to make arrangements for manageable 

payments for service.  
 If I am unable to attend my appointment, I will contact All Nations health Center to let them know. I will give 24-hour 

notice and reschedule my appointment if necessary.  

☐ I have read and understand my rights.  

 

Email Consent 
 Email is a very popular and convenient way to communicate for a lot of people. When an email is sent, the information 

that is sent is not encrypted. This means a third-party may be able to access the information and read it since it is 
transmitted over the Internet. In addition, once the email is received by you, someone may be able to access your 
email account and read it.  

 The guidelines state that patients may initiate communications with a provider using email. If this situation occurs, 
the health care provider can assume (unless the patient has explicitly stated otherwise) that email communications 
are acceptable to the individual. If the provider feels the patient may not be aware of the possible risks of using 
unencrypted email, or has concerns about potential liability, the provider can alert the patient of those risks, and let 
the patient decide whether to continue email communications.  

☐ Option 1- Allow unencrypted email 
I understand the risks of unencrypted email and do hereby give permission to All Nations Health Center to 
send me personal health information via unencrypted email. 

☐ Option 2- No not allow unencrypted email 
I do not wish to receive personal health information via email. 
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Consent to Services: 

I authorize All Nations Health Center to administer treatment as deemed necessary for care of the patient named 
above. If applicable, I certify that I am the parent or legal guardian of the patient. I also certify that no guarantee or 
assurance has been made as to the results that may be obtained from the treatment. I also consent to any services 
provided in connection with my treatment by All Nations Health Center providers and independent providers aƯiliated 
with All Nations Health Center.  

☐ I have read and consent to services.   ☐ I am declining services.  

 
 
 
Privacy Notice: 

I have reviewed a copy of the Notice of Privacy Practices, which provides a description of information uses 
and disclosures. I may request a copy of the Notice of Privacy Practices for my own records. 

 

☐ Accept a copy of the Privacy Notice.      ☐ Decline a copy of the Privacy Notice. 
 
 
 
 
Printed name of Client: ______________________________________  
 
 
Signature of Client/Parent/Guardian: ________________________________________ Date: ______________________ 
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Client Registration Form 
 

*Please answer all questions below* 

Client’s Name (Last, First, Middle): _____________________________________________________________    

Previous Last Name (s): _______________________________________________________ 

Date of Birth: _____/_____/________   Social Security #: _______-_______-________ 

Mailing Address: ___________________________ City: ____________________ State: _______ Zip: ____________ 

Home Phone: ____________________  Cell Phone:_________________________ Work Phone:_____________________ 

May we leave a detailed message? ☐ Yes ☐ No  If yes, on your:  Home phone Cell Phone       Work Phone 

Email Address: ______________________________________________________________ 

 

Gender at Birth: ☐ Female ☐ Male            Gender Identity: ☐ Female ☐ Male ☐ Other______________________ 

Sexual Orientation: ☐ Straight ☐ Gay ☐ Lesbian ☐ Other ______________________ 

Marital Status: ☐ Single ☐ Married ☐ Divorced ☐ Widowed ☐ Legally Separated 

 

Ethnicity: ☐ Latino/Hispanic ☐ Not Hispanic  

Race: ☐ Caucasian    ☐ African American   ☐ Native Hawaiian    ☐ Native American/Alaska Native 

☐ Other _________________ 

If you are a member of a Native American Tribe or Alaska Native, please submit a copy of Enrollment or 

Descendancy Documentation.  

Tribe: __________________________________ Enrollment Number: _____________________________ 

Quantum: ___________________ Descendancy: ☐ 1st Generation Descendant    ☐ 2nd Generation Descendant 

 
 

Emergency Contact: ____________________________________ Relationship to Client: _________________________ 

Emergency Contact Phone Number: (______)__________________________☐ Mobile   ☐ Home   

If Client is under the age of 18: 

☐ Parent    ☐ Legal Guardian (please provide appropriate documentation)  

Parent/Guardian Name: _______________________________ Parent/Guardian DOB: ______________________ 

Relationship to Client: _______________________ Phone: (_____)______________________ ☐ Mobile ☐ Home  

Address (if diƯerent): _____________________________________________________________________ 
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Do you have Medical insurance: ☐ Yes ☐ No If yes, please provide a copy of insurance card. 

Primary Insurance: Secondary Insurance: 

ID/Subscriber #: ID/Subscriber #: 

Group #:  Group #: 

Policy Holder: Policy Holder: 

Policy Holder DOB: Policy Holder DOB: 

Relationship to Client: Relationship to Client: 

 

Do you have Dental insurance: ☐ Yes ☐ No  If yes, please provide a copy of insurance card.  

Primary Insurance: 

ID/Subscriber #: 

Group #:  

Policy Holder: 

Policy Holder DOB: 

Relationship to Client: 

 

If you do not have insurance, would you like to apply for the Sliding Fee Scale?  ☐ Yes ☐ No  *if yes, please fill 
out Sliding Fee Scale application* 

Income Information: 

# in household________________ Monthly income______________________ 

Annual Income (est.): ______________________ 

 

Client work status: ☐ Full Time ☐ Part Time ☐ Self-employed ☐ Unemployed ☐ Retired ☐ Student  

Employer Name:__________________________ Employer Address:_______________________________ 

How long have you been employed: _____________________________ 

Are you disabled:  ☐ Yes ☐ No    Are you a US Veteran: ☐ Yes ☐ No 

Are you currently homeless? ☐ Yes ☐ No 

If yes, please indicate if you are: ☐ Staying in a shelter ☐ In a transitional living arrangement   ☐ Doubling up 

☐ Living on the street ☐ Other ___________________________________ 
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Authorization for Verbal Release of Person Health Information 
Would you like to designate a family member or other individual with whom the provider/staƯ may discuss your medical 
condition? 

☐ Yes ☐ No If yes, whom? 

Name Relationship Contact Number 

   

   

Client/Representative may revoke or modify this authorization in writing at any time. 

 

Release of Information/Assignment of Benefits: All Nations Health Center has my permission to release 
information, as needed, for insurance processing and for my insurance to release payment to All Nations Health 
Center. Furthermore, I accept financial responsibility for services provided to me according to the fees 
established. I understand and agree to provide All Nations Health Center with information about any change in my 
household income or insurance status.  

 

I certify the above information is accurate, to the best of my knowledge. I hereby authorize treatment/services. 

 

Printed name of Client:_____________________________________ 

 

Signature of Client/Parent/Guardian: ____________________________________________Date:_____________________ 
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