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If needed, please ask for assistance in completing this form. 

Patient N ame: 

P.O. Box:									
 		 Zip Code:

Primary Phone: 

State: 

 (check one) 						            (check one)

Cell
Home
Work

Cell
Home
Work

Email Address:
I authorize Lamprey Health Care to communicate with me using email:   Yes	           No

Gender assigned at birth:	     Female	     Male	      Marital Status:	   Single          Married         Other

If you do not have insurance, are concerned your coverage may not be sufficient, or are concerned how to 
pay for copays/services, please ask to speak with someone about our financial assistance programs.

Name of policy holder:								 Date of Birth:
       Month / Day / Year

Relationship to patient:
Who does your insurance company list as your Primary Care Provider?:

Health Insurance Information
Please provide your card(s) so we can make a copy.

Employment Status:	 Full Time        Part Time        Employers Name:
    Disabled	     Unemployed         Retired (date):

      Month / Day / Year
Emergency Contact Name:
Emergency Contact Phone:						     Relationship:

If the patient is a child, please complete this section.

Parent/Guardian #1 Name:

Date of Birth:					 Relation to patient:
Month / Day / Year

Address (if different from patient):

Parent/Guardian #2 Name:

Date of Birth:					 Relation to patient:
Month / Day / Year

Address (if different from patient):

Preferred Name:  

Insurance Name: ID#

Date of Birth:
Month / Day / Year

Secondary Phone:



Complete All Pages and Return to the Front DeskLast Updated 3/25/2022 Patient Intake 
(Eng/SP/Port)

Patient’s Printed Name: 

Patient’s Date of Birth: 
Month / Day / Year

GENERAL CONSENT FOR OUTPATIENT DIAGNOSIS, CARE AND TREATMENT
On an ongoing basis, I request, consent, and authorize Lamprey Health Care, Inc. to perform diagnostic and 
therapeutic tests and procedures and provide general care and treatment as determined necessary and/or ordered by 
those health care professionals involved in my care. This includes, but is not limited to, the performance of physical 
examinations and x-rays or other diagnostic or radiological procedures, as well as the taking of blood, tissues, fluids, 
or other bodily samples. I also consent and authorize Lamprey Health Care to examine, use for the purposes for 
which they were provided, store, and dispose of any blood, tissue, fluids, or bodily samples in accordance with legal 
requirements and customary procedures. I understand I may ask my health care providers about my care, treatment 
and procedures at any time and I am encouraged to do so. 

BEHAVIORAL HEALTH SERVICES
Lamprey Health Care provides an integrated team approach for the coordination of primary and behavioral health 
care. As an integrated team all staff members work together, improving communication among providers by sharing 
information in one medical record and decision making, as well as shared responsibility for a patient’s care plan. 
Behavioral Health Services are available to all individuals. I consent to the sharing of my Private Health Information in 
order to formulate a plan of care. I understand health care professionals in training may be involved in my care and I 
consent to their involvement in it under appropriate supervision.

FINANCIAL RESPONSIBILITY AGREEMENT AND ASSIGNMENT OF BENEFITS
I understand I am financially responsible for all of the charges and bills associated with my care and treatment, except 
to the extent that all or part of these charges or bills are paid or covered by health insurance, a government health 
care program (such as Medicare or Medicaid), a financial assistance program, or another party responsible for their 
payment (all of which are referred to as “Third Party Payers”). I authorize Lamprey Health Care to submit bills or claims 
and related information concerning my health status, care, treatment, and payments made for my care and treatment 
to any applicable Third Party Payer and its business associates. I also authorize such Third Party Payers to make direct 
payments to Lamprey Health Care in response to these bills or claims.

CONSENT AND AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION
Lamprey Health Care maintains records in electronic and other forms. These records describe, among other things, 
my past and current health status, including the diagnosis of any illness and conditions, the nature and results of 
examinations and tests, treatment provided, and any plans for care or treatment. In addition, these records include 
billing, social, and other identifying information and may include sensitive information such as genetic testing 
results, HIV/AIDS status, and drug and alcohol use (all of which is referred to as my “Health Information”). I consent 
and authorize Lamprey Health Care, when necessary for my treatment, payment of my bills, or Lamprey Health 
Care’s business operations, to release and exchange my Health Information with other health care professionals and 
organizations involved in my care and with business associates that Lamprey Health Care has contracted for the same 
reasons.

ANY QUESTIONS I HAD ABOUT THIS CONSENT HAVE BEEN ANSWERED.  I UNDERSTAND THE INFORMATION 
IN THIS FORM AND AGREE TO THE CONDITIONS SET FORTH ABOVE. THIS CONSENT SHALL REMAIN EFFECTIVE 
UNTIL I REVOKE IT IN WRITING, WHICH I MAY DO AT ANY TIME.

Signed: Date: 
(Patient or Authorized Representative) Month / Day / Year

Relationship of Authorized Representative: 
(For example: Parent, Guardian, or Health Care Agent)  

MEDICARE ONLY
I request payment of authorized Medicare benefits to me or on my behalf for any services furnished me by or  by 
Lamprey Health Care. I authorize any holder of medical or other information about me to release to Medicare and its 
agents any information needed to determine these benefits or benefits for related services.

If you have Medicare please sign to confirm you have read and understand this section.

Signed: Date: 
(Patient or Authorized Representative)						      Month / Day / Year



Patient Information Form
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If needed, please ask for assistance in completing this form.
Lamprey Health Care receives state and federal funding to support our services. Occasionally we are asked to 
report on the general financial status and the race/ethnicity of our patients. Your assistance in completing this 
information will help us apply for future grant funding. All information is confidential. 

Thank you for your cooperation.
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Ethnicity
Are you:	

	

Not Hispanic or Latino

Race: (Check up to two boxes that best apply.)

American Indian/Alaskan Native

Asian

Black / African American

Native Hawaiian

Other Pacific Islander

White

Gender Identity
What is your gender identity?

Male
Female
Transgender Male / Trans Male/ Female 
to Male (FTM)
Transgender Female / Trans Female / 
Male to Female (MTF)
Genderqueer (neither exclusively male 
or female)
Additional gender category or Other
Chose not to disclose

Living Arrangements

Rent		 Live with relative or friend	

Own Home	 Transitional housing
Shelter Street
Other

Are You ... (check all that apply)

Full Time Student		 Part Time Student
Veteran			 Migrant Worker
Seasonal Worker

Communicating With You

Is your primary language English?
If no, what is your primary language?
Do you need an interpreter?
Are you hearing impaired?
Do you need a sign language interpreter?

Yes	 No

How Did You Hear About Us?

Relative			  Lamprey’s Website	

Friend			 Internet / Social Media
Hospital			 Advertisement
Other Provider		  Walk In
School			 Social Service Agency
Employer			 TV/Radio
Insurance Directory	 Community Event
News/Media Story	 Other:

Sexual Orientation
What is your sexual orientation?

Straight or Heterosexual
Lesbian, Gay, or Homosexual
Bisexual
Something else
Don’t Know
Chose not to disclose

Preferred Pronoun

She/Her
She/They

He/Him
He/They

They/Them
Other:



Patient Information Form
Please Print Clearly 

If needed, please ask for assistance in completing this form.

Lamprey Health Care receives state and federal funding to support our services. Occasionally we are asked to 
report on the general financial status and the race/ethnicity of our patients. Your assistance in completing this 
information will help us apply for future grant funding. All information is confidential. 

Thank you for your cooperation.
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Step 1: Look down the first column and find the row that matches the number of people in 
your household, including children. If there are more than 8 in your household, use row 8.

Step 2: Follow that row across until you find the income level that best matches that of your 
household and circle the range.

Please consider 
following us! 

Circle the income range that applies to your family size.

Lamprey Health Care Sliding Fee Scale discount guidelines 2/1/2023




