Registration Form

Please Print Clearly
Last Name:

Date: _________________

First Name:

Other/Maiden/AKA Name:

Email Address:

Address:

City:

Mailing Address:

MI:
State:

City:

State:

Primary Phone:

Cell Phone: _______________ Secondary Phone:

Date of Birth (Month/Day/Year):

/

/

Zip:
Zip:

Preferred Pronouns:

What is the best time to reach you? Morning Afternoon Evening

Can we text you? Yes No

Please indicate which notices you would like:
Appointment Reminders Lab Results Health Maintenance Prescription Confirmation General Notices
Sex (assigned at birth): Male
Race:

White

Female

Black/African American

Native Hawaiian
Ethnicity: Hispanic or Latino
Marital Status: Single

Transgender (Preferred Name): _________________
American Indian/Alaskan Native

Asian

Other Pacific Islander

More than one race

Not Hispanic or Latino

Married Partner Divorced

Preferred Language: English Spanish
Are you employed?

ǁ

Yes No

Are you a student? Yes No

Legally Separated Widowed

Other:

If Yes: Full Time Part Time Other: _____________
Highest education level:

Are you a veteran of the United States Armed Forces? Yes

No

What is your living status? Housed (rent/own/shared) Transitional Housing Shelter Doubling Up (Staying
with friends/family) Street

Other

Preferred Pharmacy:
Parent/Guardian Information (patients under 18 only)
Last Name: __________________________ First Name: ____________________ Birth date: ___________________
Phone Number: ______________________________ Relationship to Patient: ________________________________
Address: _______________________________ City: ____________________ State: _____________ Zip: __________
Emergency Contact Information
Last Name: ______________________ First Name: ____________________ Relationship to Patient: _____________
Address: _______________________________ City: ____________________ State: _____________ Zip: __________
Phone (home): _____________________ Phone (cell): __________________ Phone (work): ____________________
Insurance Information
Are you insured? Yes No
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Please present your health insurance cards to the receptionist so they can scan them and attach them to your records.

Consent for overall treatment and payment
I authorize any Family Healthcare licensed healthcare provider to perform such diagnostic, telehealth/televisit, medical,
counseling/mental/behavioral health, dental, and/or surgical procedures as may be necessary for proper health care. I
also give permission for administration of medications and immunizations as may be necessary for treatment or
preventive care.
I authorize Family Healthcare and its affiliated providers to view my external prescription history. I understand that
prescription from other unaffiliated healthcare providers, insurance companies and pharmacy benefit managers may be
viewable by my providers and staff at Family Healthcare, and it may include prescriptions over several years.
I understand that proof of personal information may be required at any time for any reason. I will notify Family
Healthcare of any changes in my health status or any of the above information. If I have provided fraudulent
information, I may be subject to immediate termination of services and/or prosecution for fraud/perjury.
I understand that payment for services is due at the time of service. I understand that Family Healthcare will bill my
insurance for any and all services rendered. I authorize Family Healthcare to release all or part of my/patient’s record to
any person or organization liable for payment. I agree to pay for all charges not paid by my insurance company. If my
account is sent to a collection agency, I agree to pay all reasonable collection and attorney’s fees.
I understand that to be enrolled in Family Healthcare’s federal sliding fee discount program, I must complete a Sliding
Fee Discount Program Application for all wage earners in my family (self, spouse/partner, children to age 26). I
understand that all sources of income, including wages, unemployment, social security, retirement, alimony, child
support and disability income will be included and documented properly. If I do not provide proof of income at the time
of service, I will be charged the full cost of services. I also understand that my eligibility to receive health care at a
reduced rate will be reviewed every 12 months.
I permit a copy of this authorization to be used in place of the original release of information form and request that the
payment of healthcare insurance benefits be paid to Family Healthcare (Southwest Utah Community Health Center).
I have read all of the information on this registration form and have completed it to the best of my ability. I certifythat
this information is true and correct to the best of my knowledge.

Consent to proceed with dental procedures
I authorize Family Healthcare and associated dentists, associates, and assistants as designated to perform procedures as
may be deemed necessary or advisable to maintain my dental health or the dental health of any minor or other
individual for which I have responsibility, including arrangement and/or administration of any sedative (including nitrous
oxide), analgesic, therapeutic, and/or other pharmaceutical agent(s), including those related to the restorative,
palliative, therapeutic or surgical treatments.
I understand that the administration of local anesthetic may cause an adverse reaction or side effects, which may
include, but are not limited to bruising, hematoma, cardiac stimulation, muscle soreness, and temporary or permanent
(rarely) numbness. I understand that sometimes needles break and may require surgical retrieval. Sometimes drops of
local anesthetic may contact the eyes and facial tissues and cause temporary irritation.
I understand that as part of dental treatment, including preventive procedures such as cleanings and basic dentistry,
including fillings of all types, teeth may remain sensitive or even possibly quite painful both during and after completion
of treatment. After lengthy appointments, jaw muscles may also be sore or tender. Gums surrounding tissues may also
be sensitive or painful during and/or after treatment. Although rare, it is also possible for the tongue, cheek, or other
oral tissues to be scraped by accident or cut during routine dental procedures. In some cases, sutures (stitches) or more
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treatment may be required.

Consent Continued:
I understand that as part of dental treatment items including, but not limited to crowns, small dental instruments, drill
components, etc. may be inhaled into the respiratory system or swallowed. This unusual situation may require a series
of x-rays to be taken by a physician or hospital and may in rare cases, require bronchoscopy or other procedures to
ensure safe removal.
I understand the need to tell the dentist about any prescription drugs that are currently being taken or that have been
taken in the past, such as Phen-Fen. I understand that taking the class of drugs prescribed for the prevention of
osteoporosis, such as Fosamax, Boniva, or Actonel may result in complications of non- healing of the jawbones following
oral surgery or tooth extractions.
I do voluntarily assume any and all possible risks, including the risk of substantial and serious harm, if any, which may be
associated with general preventive and operative treatment procedures in hopes of obtaining the potential desired
results, which may or may not be achieved, for my benefit or the benefit of my minor child or ward. I acknowledge that
the nature and purpose of the foregoing procedures have been explained to me if necessary and I have been given the
opportunity to ask questions.

______________________________________________
Patient Name

_____________________
Date

______________________________________________
Signature (Patient, legal guardian or authorized agent of the patient)

_____________________
Date

______________________________________________
Witness

_____________________
Date
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Consent forms expire 3 years from date above

NOTICE OF PRIVACY PRACTICES
Acknowledgement of Receipt
Effective Date: April 14, 2003
Last Update: February 22, 2022

Please review this disclosure carefully.
The Notice of Privacy Practices tells you how Family Healthcare may use or disclose information about you. Not all
situations will be described. Family Healthcare is required to inform you of our privacy practices for the information we
collect and keep about you. You may obtain this information by asking anyone at Family Healthcare or by contacting the
Privacy Officer at 435-986-2565.
HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU.
The following categories describe different ways that we use and disclose your medical information. For each category,
we explain what we mean and give you some examples; however, we cannot list every possible use or disclosure. If you
have questions about the categories or examples, please contact our Privacy Officer at 435-986-2565.
For Treatment: We use your medical information to understand your health condition and to treat you when you are
sick. We share your medical information with the doctors, nurses, technicians, health students, and other personnel who
are involved in taking care of you. They may work at our offices, at a hospital, or at another doctor’s office, lab,
pharmacy, or other healthcare provider to whom we may refer you for tests or treatments. For example, a doctor
outside our clinic who is treating you for a broken leg will need to know if you have other medical problems because
these could impact the ability of your body to heal your broken leg. For example, diabetes may slow the healing process
for a broken leg so the other doctor will need to know if you have diabetes. We may also disclose your medical
information to an entity assisting in a disaster relief effort so that your family can be notified about your condition,
status and location.
For Payment: We use your medical/healthcare information so that the treatment and services you receive from us may
be billed to and collected from an insurance company, a state Medicaid agency, or other third party, such as a 340B
administrator (prescription medication program).
We may submit (or may already have submitted at a past visit) your personally identifiable information to the Utah
Medicaid eligibility database and the Children’s Health Insurance Program eligibility database to determine if you are
enrolled in or eligible for either program.
For Healthcare Operations: We use your medical/healthcare information to improve the quality of operations at our
healthcare practice. For example, we may use your medical records to review our treatment and services and to
evaluate the performance of our staff in caring for you. We may also combine parts of your medical records that do not
identify you personally with similar information from other patients to decide what additional services we should offer,
what services are not needed, whether certain new treatments are effective, and to compare how we are doing with
other healthcare practices.
I have been given a copy of Family Healthcare’s Notice of Privacy Practices and have had a chance to ask questions about
how my information should be used.
______________________________________________
Signature (Patient/Legal Representative)

_____________________
Date
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(Expires 3 years from this date)
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SLIDING FEE DISCOUNT PROGRAM APPLICATION
All patients are encouraged to apply for our sliding fee program. By completing this Sliding Fee Program Application form, we can
determine potential savings. Even when you have insurance, we recommend you complete this form for services not covered by
your insurance or are applied to your annual deductible.

Head of Family Information

Name (Last, First, middle initial)
Address:

Date of Birth:
City/State/Zip:

Number of people living at home:

Home Phone:
Marital status (circle one):
Single
Married

Cell Phone:
Divorced

Separated

Family Member Information: Family includes self, spouse/partner, and children under age 26.
Name

Date of Birth

Relationship to patient

Age

1.
2.
3.
4.
5.
6.

Employed
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No

7.

Yes / No

8.

Yes / No

9.

Yes / No

Please submit proof of income with your application - Acceptable proof of income includes:
• Tax Returns / Pay Stub
• Medicaid Eligibility Letter (Slide B) • Unemployment Statements / Letter
• Alimony Letter / Child Support Letter
• Social Security Benefits, APA, Senior Benefits Statements
• Work Comp Benefits, Annuities, Pensions, Retirement, Rental Income, Statements
• Letter of support with valuation (Family Member, Religious Leader, • Family Healthcare issued Vouchers on FHC letter head administered by our local
etc.)
partners (Slide A)
• Self-employed: Please bring your current tax returns including 1099 Schedule C and/or statements of all income sources. Income is listed on: W2: Line 5, 1040:Line
9, 1099 Schedule C (1040): Line 7,1099-K Line 1a
• Not working and living off savings: Bring tax forms or investment income / retirement income statements.
• Not working and receiving help from a family member/church: Bring a letter from income source (parent, clergy, agency) stating your situation. The letter must
have a dollar amount of support, name, signature and date.

To the best of my knowledge, I certify that the above information is true and correct. I agree to inform Family Healthcare of any changes regarding
my employment or financial status as soon as the changes happen.
By signing below, I give permission to Family Healthcare to enroll me in its sliding fee/discount program. I understand that if I qualify, Family
Healthcare may reduce any out-of-pocket cost to me for current medical, counseling, or laboratory/diagnostic testing services. Additionally,
dental, or other procedures may be discounted depending on eligibility.
If the above information proves to be incorrect, I understand that the discount provided to me will be terminated and I will be responsible for any
current or prior balances. I give permission for Family Healthcare staff to contact my employer or any other appropriate source to verify income.
I understand I will be required to complete a Sliding Fee Discount application every 12 months to include Proof of Income. Proof of Income is
required in order to be eligible for the Sliding Fee Discount.
Signature: ___________________________________________ Date: ____________________________________
(Expires 12 months from this date)
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SLIDING FEE SCALE - INCOME DETERMINATION
Family Healthcare Sliding Fee with Schedule of Discount Based on 2022 Federal Poverty Guidelines except for Flat
ANNUAL INCOME RANGE FOR THE HOUSEHOLD
Slide A
Slide B

*INCLUDING

Slide C

Slide D

Slide E

Income at or
MEDICAID ELIGIBLE
Below =
Income Range =
Income Range =
Nominal Fee
40% Discount on 30% Discount on Income Range = 20%
Income At or
Family Size
or 60% of Fee
Fee
Fee
Discount on Fee
Above = Full Fee
1
13,590
*13,591 – 17,667
17,668 – 20,385
20,386 – 27,179
27,181+
2
18,310
18,311 – 23,803
23,804 – 27,465
27,466 – 36,619
36,621+
3
23,030
23,031 – 29,939
29,940 – 34,546
34,547 – 46,059
46,061+
4
27,750
27,751 – 36,075
36,076 – 41,625
41,626 – 55,499
55,501+
5
32,470
32,471 – 42,211
42,212 – 48,705
48,706 – 64,939
64,941+
6
37,190
37,191 – 48,347
48,348 – 55,785
55,786 – 74,379
74,381+
7
41,910
41,911 – 54,483
54,484 – 62,865
62,866 – 83,819
83,821+
8
46,630
46,631 – 60,619
60,620 – 69,945
69,946 – 93,259
93,261+
9
51,350
51,351 – 66,755
66,756 – 77,026
77,027 – 102,699
102,701+
10
56,070
56,071 – 72,891
72,892 – 84,105
84,106 – 112,139
112,141+
Additional
$4,720
4,721- 7,599
7,600-7,127
7,128-9,439
9,440
Fees Outlined in this Sliding Fee Policy and the Schedule of Fees Tables. Income Range will determine the
percentage of fee that the patient is responsible for according to the chart below:

For the flat rate fee please reference table A, B, D, E, F, and I in the Schedule of Fees Tables. Services that
fall outside of the flat rate fee are subject to the sliding fee range scale above.
*For those without Proof of Income who have Medicaid Coverage. All patients are encouraged to apply
for the sliding fee discount program and bring proof of income to determine higher discounts.
Washington County School Students/Staff: Office Visits are $10 for students, $30 for staff (not family
members). Not covered by the $10/$30 fee is procedures, medications, vaccinations, labs, or behavioral
health care. We encourage patients to submit insurance cards to cover additional services not covered.
To be eligible for other discounts, the sliding fee discount program must be completed with proof of
income.
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This form expires every 12 months
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DISCLOSURE OF HEALTHCARE INFORMATION (HIPAA)
PLEASE COMPLETE THIS FORM TO AUTHORIZE FAMILY HEALTHCARE TO DISCLOSE YOUR PERSONAL HEALTH
INFORMATION TO ANYONE YOU WISH.
I hereby authorize Family Healthcare to disclose my Personal Health Information verbally and in writing to:
1.
2.
3.

Name

Relationship

Specific limits to access

I understand the above persons will have to access my medical record unless I revoke my consent in writing
to Family Healthcare.
This release is for the following type of information:
□ All Records
□ Prenatal Records □ Medication History
□ Medical Records
□ Laboratory & Diagnostic Imaging Results
□ Other (please specify)

□ Immunizations

Record release for the following documents or verbal communication must be initialed by the patient or guardian:
□
Alcohol/Drug/HIV
□
HIV/AIDS Diagnosis/Treatment Information
□
Behavioral Health Treatment Progress / Recommendations / Plans

ALL PATIENTS MUST READ, INITIAL, AND SIGN BELOW:
I understand that information released may include medical, mental health, and/or drug and alcohol
information. I understand that my alcohol and/or drug treatment records are protected under the Federal regulations
governing Confidentiality and Drug Abuse Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and
Accountability Act of 1996 (“HIPAA”), 45 C.F.R. Parts 160 and 164, and cannot be disclosed without my written consent
unless otherwise provided for by the regulations. I also understand that I may revoke this consent at any time except to
the extent that action has been taken in reliance on it before I revoked it.
I understand that in order to protect the confidentiality of records, I agree to the release of the necessary
information and that my permission is limited to the purposes and persons listed above. I understand that I may
withdraw/stop this authorization at any time by written request (except for information already disclosed).
I understand that once this facility discloses my health information per this release, it cannot guarantee that the
recipient will not re-disclose my health information to a third party. The third party may not be required to abide by this
authorization or applicable federal and state laws governing the use and disclosure of my health information.
I understand that I may withdraw this consent to release information at any time by notifying the agency in
writing. I understand that if I do not identify a date or event, then this consent will expire one year from the last date of
service to me at Family Healthcare.
_____I have been given a copy of Family Healthcare’s Notice of Privacy Practices (INCLUDED IN THIS PACKET ON PAGE
3) and have had a chance to askquestions about how my information should be used.

__________________________________________

__________________________________
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Signature (Patient/Legal Representative)

Date (expires 12 months from this date)
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Patient Rights and Responsibilities
Family Healthcare provides a patient centered medical home
As your medical home, you have the rights to:
•
•
•
•
•

•
•
•
•

High quality and safe healthcare team led by your personal provider with a
health care team that has your health as our priority.
Prompt appointments and communication.
24/7 access to records through your patient portal.
Extended clinic hours.
You will have prompt and easy access to your provider through:
o office visits and phone messages
o secure email — www.fhcportal.org
o website information—www.familyhc.org
Join in decisions that improve your health and ask questions until you
understand what you need to know.
Receive care in a language you understand.
Refuse treatment to the extent permitted by law.
Express concern or complaints to help us improve services.

As your medical home, Family healthcare will:
•
•
•
•
•
•
•
•
•
•

Give prompt, polite help, and respectful care which supports your values in
a way that provides you with dignity and respect.
Ensure your privacy and a safe clinic experience.
Answer all of your questions in a language you understand.
Respond to you in a timely and ethical manner.
Help you move smoothly through the healthcare system.
Offer same-day or next-day appointments as possible.
Help you to best manage your health plan to become as healthy as possible.
Help you understand your health needs, illnesses, treatments, and options.
Make sure you know your medicines and how to take them correctly.
Assess and manage your pain according to our policies. This may mean a
referral to a specialist who treats pain.

•
•
•
•
•
•
•
•
•
•

Send you to a trusted specialist, if needed.
Provide access to emergency health care services.
Tell you of the costs of your care and treatments.
Collect fees so we can continue to provide health services.
Give you your medical records when you need them and in line with privacy
requirements.
Provide teaching about Advanced Directives and Living Wills.
Get your ideas to make your experience the best it can be.
Tell you how to submit a complaint or grievance.
Help you enjoy all of Family Healthcare’s services.
Remind you to respect the rights, property, and environment of all Family
Healthcare providers, employees, and other patients.

Patient Responsibilities:
•
•
•
•
•
•
•
•
•
•
•
•
•

Make healthy choices every day.
Communicate in a way that we can understand your needs.
Tell us your history & all symptoms that affect your health.
Provide your complete medical records to Family Healthcare.
Take your medicine and follow the health plan you and your team choose
together.
Tell us when there is a change in your health or medicine.
Call the clinic when you have been in the hospital or the emergency
department.
Understand and follow our pain management policies.
Keep your appointments or call early to cancel them if needed.
Arrive 10 to 15 minutes before your appointment to sign in and fill out
papers.
Pay co-payments or fees at the time of service.
Know your health plan coverage, benefits, and what is not covered or ask
staff to help you.
Show proof of identity, income, family size, insurance, etc. as requested.

•
•

Complete an Advanced Directive or Living Will.
Treat staff with respect.

