											
    PLEASE PRINT and COMPLETE ALL INFORMATION 							    Today’s Date: ____________________ Arrival Time:__________
 
Legal Name: ________________________________________________SSN: _____ - ____ - _____ Date of Birth: ____________Age:_____	   	    	                Last		     			  		   First		                     	 MI
Legal sex (please check one)*: [image: ]  Female   [image: ]  Male         Preferred Name (if applicable):_________________________________________	  
*While PPSE recognizes that there a number of genders / sexes, many insurance companies and legal entities, unfortunately, do not. Please be aware that the name and sex you have listed on your insurance must be used on documents pertaining to insurance, billing and correspondence. If your preferred name and pronouns are different from these, please let us know.
How do you identify your gender?  [image: ]  Woman    [image: ]  Man   [image: ]   Trans   [image: ]  _______________________Pronouns: _____________________
Address:__________________________________________________________________________________________________________
City:_______________________________ State: ______ Zip:______________ County of Residence: _______________________________
Home Phone (_____) __________________ Day Phone (______) _________________ Cell Phone (_____) __________________________
E-mail Address: ____________________________________________________________________________________________________  
Emergency Contact:   Name: ____________________________________Relationship:___________ Phone (_____) ___________________  
Method of contact: Phone:    [image: ]  Home 	[image: ]  Day	[image: ]  Cell 	 OK to leave a message?  [image: ]  Yes [image: ]  No	      OK to text cell?  [image: ]  Yes [image: ]  No
Mail:   [image: ]  Email	[image: ]  Mail to above address           Preferred method of contact:__________________________________
 (
Marital status:
   

 
Single    

 
Married    

 
Partnered    

 
Divorced    

 
Separated    

 
Widowed
Number Living in Household:
 __________
           
Student Status:  

 
Full Time    

 
Part Time    

 
Not a Student  
Annual Income:  

 
$0-14,000    

 $15-20,000    

 
$21-25,000
    

 
$26-30,000
    

 $31-35,000    

 
$36-40,000
  

 $41-45,000
           

 $46-50,000    

 
over $50,000
Race:  

 
Black/African American    

 White/Caucasian
    

 American Indian/Native Alaskan
   

 Asian/Pacific islander
    

 
Multiracial    

 Other
:_________________________
Ethnicity:  

 
Hispanic/Latino    

 
Non-Hispanic       
Primary Language:
 

 
English    

 
Spanish    

 
Other: ______
)NOTE: We MUST have your contact information and an emergency contact person. We will make every effort to follow your preferred contact method.  However, we will use all methods of contact, when a life-threatening condition is suspected or detected. If there are problems with your test results or follow-up, we will attempt to call you. If no response, we must mail information to your primary address.
 (
Complete this section 
only
 if changes have occurred since your last visit
Today’s Date _______________________
Do you have insurance?     
Yes ________     No ________
Name
:
 ______________________
___
__
_______
_
___   ______________
__________________
________
_
   
____
 
 
La
st
     
  
  
    
First
                        
        
MI
Address
:
 _______________________________________________________________
______
___________ 
City
:
 __________________________
___
__ State
: ______ Zip
:
_
_____________ County of Residence: ________
_________________
Home Phone (__
___
) __________
_______
 
Day
 Phone
 (_
__
___) _____
_
_____
_
_____ 
Cell Phone (__
_
__) _____
_
______________
__
E-mail Address:
 ______
_______________________________
__________________________________________
_______
______
__
 
Emergency Contact: Name
:
 ___________________________________Relationship:___________ Phone (_____) _______
_________
)
Are you a new patient?  [image: ]  Yes	[image: ]  No  		         Do you have insurance?    [image: ]  Yes	[image: ]  No   If yes, please give card to receptionist.
Is this a scheduled appointment? [image: ]  Yes   [image: ]  No  							                 Method of Payment:     [image: ]  Cash		[image: ]  Credit / Debit         
what is the reason for your visit today?  	Check all that apply:
[bookmark: _GoBack]PATIENT REGISTRATION
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·  Exam  
·  Start Birth Control
·  Pick-up Supplies
·  Depo Shot
· Pregnancy Test   
·  STD/HIV Test
·  Procedure 
· Other:__________________
Are you currently using a method of Birth Control?  [image: ]  Yes	[image: ]  No  If yes, method:_____________________________________________
Women only: First day of last menstrual period: ____________________ (if you’re bleeding today, your exam may be postponed)
Do you want an STD screening test today?   [image: ]  Gonorrhea & Chlamydia    [image: ]  HIV test    [image: ]  Other:_________________________________
Do you have any allergies?  [image: ]  Yes	[image: ]  No  If yes, list: ____________________________________________________________________ 
Preferred Pharmacy: _____________________________   _____________________________   ___________________________________
						   Name									  Phone									Location
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