HUI MALAMA OLA NA "OIwI
CLIENT REGISTRATION

Client Last Name Client First Name & Middle Initial Date
/ /
Street Address City/Town Zipcode
Mailing/Other Address City/Town Zipcode
Home Phone # Other Phone #
Emergency Contact Name Emergency Contact Phone #
PAYOR CODE
Client's Health Care Insurance
() Self () Private Insurance #
() Medicaid # () Quest #
() Medicare # () Other
HOUSEHOLD INFORMATIOM
Household Contact Last Name if not client) Household Contact First Name & Middle Initial
Client Relationship to Household Contact () Self () Spouse () Child () Other
Street/Mailing Address City/Town Zipcode
Home Phone # [Other Phone #
Income $ () Monthly () Annu: Family Size
Marital Status Homeless
() Single () Separated (') Not Homeless () Street
() Married (') Widowed () Homeless Shelter () Other
() Divorced () Transitional () Yes, but unknown
() Doubling Up How Long / to /

FAMILY INFORMATIOI
Last Name, First Name Sex DOB SS# Race Relationship to Client
Client Information this line only Self

DECLARATION

| HEREBY CERTIFY THAT | AM OF (A) HAWAIIAN/PART-HAWAIIAN ANCESTRY OR THAT MY (B) SPOUSE
IS HAWAIIAN/PART HAWAIIAN. SELECT (A) OR (B)

Signature :

Date:

| HEREBY AUTHORIZE THE RELEASE OF INFORMATION WHICH HAS BEEN OBTAINED ABOUT ME.
| UNDERSTAND THAT THIS INFORMATION WILL BE USED FOR STATISTICAL PURPOSES AND/OR
TO HELP ME RECEIVE THE BENEFITS TO WHICH | MAY BE ENTITLED. MY NAME WILL NOT BE USED,

ONLY A CODE NUMBER.
Signature :

Date:

Form: Client Registration
Effective:
Last Revised: 05/23/2002




Intake Date: CLIENT REGISTRATION Page 2
Doctor Name Doctor Address
Phone # FAX #
Dentist Name Dentist Address
Phone # FAX #
Primary Language Understand Hawaiian Hawaiian Ancestry Highest Education Level
() Less than 1/4
() English () None ()1/4 High School ()Yes ()No
() Hawaiian () Some ()12 College )Yes () No
() Other () Fluent ()3/4 () Other
() Full ()N/A
(') Unknown
() None
EMPLOYED
()Full Time ()Part-Time () Unemployed () Self Employed ()Retired ()Student ()N/A () Other
OCCUPATION
LIVING ARRANGEMENT
() Own Home () Public Housing
() Rooming House () Rental Home
() Apartment () Care Home
() Homeless () Other
INCOME SOURCE
() Self () Alimony ()SSI () Other
() Spouse () Family () No response () None
()DSSH () Soc. Security/Pension
()

INTERESTED IN

Ho oponopono
()La'au Lapa'au

() Lomilomi
() Not interested

() Undecided

PRIMARY HEALTH SERVICES

() Physician () Hearing Exam (') Clinic

() Hospital (') Family Planning () Dental (') Pharmaceuticals
() Eye Exam () Well Child Services () Transportation (HMONQO) () Other
WHO REFFERED YOU

() Self () Friend () Agency

() Family () Doctor () Other

REASON FOR REFERRAL

VETERAN

() Veteran Veteran Family Member () N/A

BARRIERS TO SERVICE

() Attitudinal () Function/Musculoskeletal () Medical

() Cognitive () Safety () Surgical

EXPLANATION

Form: Registration pg 2 Staff Name:

Effective:

Last Revision: 06/05/02




