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Patient Registration Form 
 

Patient Information (Please print clearly in BLACK ink only) 

Legal Name*               Last                         First                  Middle Initial Preferred Name: 

Legal Sex (please check one) *     Female         Male Pronouns: 

*While Outer Cape Health Services recognizes 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. 

Date of Birth 
(mm/dd/yyyy)   ______ / _____ / ________ 

Social Security # 

Contact Information 

Mailing Address                                                      City                         State                  Zip Code 

Address (if different from above)                            City                         State                  Zip Code  

Please circle your primary phone number: 

Home Phone 

(        ) 

Ok to leave voicemail? 

  Yes       No 

Cell Phone 

(        ) 

Ok to leave voicemail? 

  Yes       No 

Work Phone 

(        ) 

Ok to leave voicemail? 

  Yes       No 

Communication Preferences 

Check all that apply: 

  Mail      MyChart 

  Email   Primary Phone 

Appointment reminders default to 
text msg. Please check if you 
prefer phone calls.   

                       
Email address Would you like to sign up for 

MyChart?   Yes        No 

Demographic Information 

This information is for demographic purposes only and will not affect your care. As a Federally Qualified Health 
Center, Outer Cape Health is required to collect demographic information regarding the patients we serve. The 
information you provide is confidential. 

Marital Status 

   Married      Partnered      Single     Divorced    Other__________ 

 Ethnicity 

   Hispanic/Latino/Latina 

   Not Hispanic/      
Latino/Latina 

   Unknown  

 

Racial Group(s) 

 (check all that apply) 

   Alaskan Native   

   American Indian 

   Asian 

   Black/African  
American 

 

 

 

   Native Hawaiian 

   Pacific Islander 

   Unknown 

   White 

Veteran Status 

   Active Duty 

   Inactive Duty 

   Not a Veteran 

   Reservist 

   Veteran 

Preferred Language 
(choose one) 

   English 

   Spanish 

   French  

   Portuguese 

  Other ____________ 
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    Patient Name:        Date of Birth:     

Patient Contacts  

Emergency Contact’s Name                           Phone Number                        Relationship  

If you are under 18, the Department of Public Health requires that you provide parent/guardian contact information. 

Parent/Guardian Name                                     Phone Number                         Relationship  

 

 

 

 

 

to yo 

 

 

u 

Permission to Speak/Share Information 
I authorize disclosure of my healthcare information to the individuals listed below. I understand that this authorization is 
voluntary I understand that one disclosed by Outer Cape Health Services to such person(s), we can no longer ensure 
that the confidentiality of the information. I understand that this authorization will remain in effect until Outer Cape Health 
Services receives written notice from me to cancel it. 

Name Relationship Phone Number 

   

   

   

Employment 

Employment Status 

   Employed full-time 

   Employed part-time 

   Student full-time 

   Other:_______________________ 

 

Occupation 
 
                                                                  
Employer/School Name               

Are you covered under school or 
employer’s insurance?   
 
  Yes       No 

Sexual Orientation & Gender Identification  

Sexual Orientation   

 Lesbian                            Asexual 

 Gay                                  Omnisexual 

 Straight / heterosexual     Queer 

 Bisexual                            Don’t know 

 Pansexual                         Other 

 Choose not to disclose  

 

Gender Identity 

  Female                                  Questioning 

   Male                                      Other 

   Transgender Female 

   Transgender Male 

   Genderqueer or non-binary 

   Choose not to disclose 

Sex assigned at birth. 

   Female 

   Male 

   Intersex 

   Choose not to disclose  

Preferred Pharmacy 

Pharmacy Name________________________ Address _________________________________________________ 

Insurance Information 

Medical Plan Name                                      Subscriber #                          Insured Name 

Secondary Plan Name                                      Subscriber #                          Insured Name 

Vision Plan Name                                      Subscriber #                          Insured Name 
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Annual Demographic Form  
 

 

 Patient Name:        Date of Birth:     

 

All patients must complete this form and update annually. As a federally qualified health center, we are required to obtain 

the information below. This information is for grant & reporting purposes only. No personally identifiable information is 

ever reported. The confidentiality of what you report below is protected by law. 

 

Family Size: 

How many people are in your family household? __________ 

 

Income: 

Counting yourself, your spouse and all dependent children (those 18 years or younger who are still claimed as dependent 

on your federal tax return) what is your gross income (income before taxes) for your family? 

 

$____________________ Select one:    Daily    Weekly    Monthly    Annually  

 

Homeless Status 

Which best describes your housing/homeless status? 

 At risk for homeless 

 Child at risk for homeless 

 Currently not homeless, but was in the last 12 months 

 Living in a shelter 

 Living with others 

 Not homeless 

 Permanent supportive housing 

 Single occupancy hotel 

 Street, camp, bridge 

 In transitional housing 

 Veteran at risk for homeless 

 

Migrant/Seasonal Worker Status 

Are you a migrant or seasonal agricultural worker?      Seasonal    Migrant    Neither  

 
 



Outer ..,\ 
Ca\?e) 

--

HEALTH SERVICES 

ANNUAL HEAL TH HISTORY QUESTIONNAIRE 

All information you provide is strictly confidential and will become part of your medical record. Please 
answer the questions to the best of your ability, especially any information that is new or has changed 
over the past year. You may leave any or all fields blank, but your provider may ask for the 
information in your office visit. Please complete in BLACK ink only. 

Date Completed: _________ _ 

I DEMOGRAPHICS 

Last Name First Name 
- ----------- -------

Date of Birth (mm/dd/yyyy} _______ _ 

What is your current gender identity? (Check all that apply} 

□ Male

□ Female

□ Female-to-Male (FTM}/Transgender

Male/Trans Man

□ Male-to-Female (MTF}/Transgender

Female/Trans Woman

Genderqueer, neither exclusively male nor female

□ Additional Gender Category/(or Other}, please specify

Decline to Answer, please explain why

Middle Initial 

What sex were you assigned at birth on your original birth certificate? (Check one) 

:-J Male 

Female 

□ Decline to Answer, please explain why

Previous Source of Health Care: (Primary Care Provider Name, Facility, Phone Number) 

Date of Last Visit? 
-------

Have you completed and signed a medical record release form for your primary care 
provider and specialists, including mental health providers? □ Yes □ No 

If not, please complete and sign release forms. 
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If yes, how many years have you used tobacco? ___ _ 

If yes, year last used? ___ _ 

Amount per day: Cigarettes __ Cigars __ Vape/Pipe __ Chew 
--

Alcohol 

Sexual 
Health 

Drugs 

Domestic 
Violence 

How often did you have a drink containing alcohol in the past year? 

□ Never □ Monthly or less
□ Two to three times per week

□ Two to four times a month
□ Four or more times a week

How many drinks containing alcohol did you have on a typical day when you were 
drinking in the past year? (1 drink= 12 oz. beer, 4 oz wine, 1.5 oz spirits) 

□ 0 drinks □ 1 or 2 □ 3 or 4 □ 5 or 6 □ 7 to 9 □ 10 or more

How often did you have six or more drinks on one occasion in the past year? 

□ Never □ Less than monthly □ Monthly □ Weekly □ Daily or almost daily

When you were last tested for sexually transmitted infections 
(STls)? 

Have you had any type of sexual contact since the last time 
you were tested for STls? 

If you have a concern about sexually transmitted infections 
that you need addressed more urgently, please contact our 
Sexual Health staff at 77 4-538-3350 

Have you ever used recreational or street drugs? 

□ Yes □ No

□ Yes □ No

Have you ever misused prescription or non-prescription drugs? □ Yes □ No

Have you ever given yourself drugs with a needle that was not □ Yes □ No
prescribed to you? 

Would you like to meet with a clinician to confidentially discuss your □ Yes □ No
drug use? 

Have you ever been a victim of verbal, psychological, or physical 
abuse? 

Have you ever felt unsafe or threatened by someone close to you? 

Do you feel safe at home? 

□ Yes

□ Yes

□ Yes

□ No

□ No

□ No

Diet List any dietary restrictions: ___ _ _ _ _ _ __ _ __________ _

Exercise What type of exercise do you do? 

How many times a week? __ _ 

Outer Cape Health Services - Revised November 2020 

Duration of workout -- -------
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Caffeine Number of cups/drinks per day? 

Mental 
Health 

Coffee 

Tea 

Soda 

Energy Drink 

Have you ever had a psychiatric hospitalization? □ Yes □ No

Have you ever attempted suicide? □ Yes □ No

Food 
Security 

In the past 12 months, have you been worried that food would run out before you had 
money to buy more. 

□ Yes □ Sometimes □ Never

Women's Are you pregnant? 
Health 

□ Yes □ No

Date of last period ______ _ Period every __ days for __ days 

Are you currently trying to get pregnant? □ Yes □ No

If no, what is your birth control method? 
------------ -----

[ FAMILY MEDICAL HISTORY 

□ Are you Adopted? - History Unknown □ Yes □ No

Family Age Alive? If Deceased, cause Age at Death 
Member 
Mother 

Father 

Siblings(s) 

Children 

Other 

Thank You for Completing this Form 
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Authorization for Request of  
Protected Health Information 
 

 

 

Protected under State Law: Please initial below 
Alcohol and/or Drug Abuse Treatment I DO Authorize. Initial:  
HIV/Communicable Disease* I DO Authorize. Initial:  
Genetic Testing I DO Authorize. Initial:  
Mental Health Services I DO Authorize. Initial:  
(Mental Health Services by a clinical nurse specialist, Psychologist, Social Worker, counseling professional or a physician 
specializing in psychiatry  licensed under the provision of Title 32) 

 
This authorization is valid for release of Protected Health Information for 180 days from date below OR (please indicate): 

q a one-time disclosure     q upon termination from services     q until revoked in writing     q other 

Patient or Legal Representative Name (print)    

Address:    

Patient or Legal Representative Signature:  Date:    

Relationship to Patient:  Phone Number:    
 

Patient Name           Last                            First                        Middle Initial Patient Date of Birth (mm/dd/yyyy) 

Patient Address              Street                                                     City/Town                                  State                 Zip Code 

Patient Phone Number 
 

I hereby authorize and request a copy of my medical records be sent by mail or fax to: 

Outer Cape Health Services 
P.O. Box 598, Harwich Port, MA 02646 

Fax: 508-487-6298 

For the purpose of:  q Personal    q Legal    q Transferring Care    q Other 

Requested Information:   q All Records 

Covering the period from:___________________to ___________________ 

Former Practice Information 
 
        

Practice Name 
 

        
Practice Address 

 
        

Phone Number                                                                                          Fax Number 
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To the practice sending records, please send only the following: 
• Health maintenance sheet 
• Immunization record 
• Last CPE 
• Last 3 office visit notes 
• Labs for current and previous year 
• All pathology reports 
• Last PAP report and any abnormal reports 
• Last colonoscopy and any abnormal reports 
• Last mammogram and any abnormal reports 

• Last chest x-ray and any abnormal reports 
• All MRI’s, CT’s, interventional radiology studies 
• All consults in the past 2 years with exception, of all 

cardiology, oncology, neuropsychiatry and pain consults 
• All cardiology testing in the last 2 years 
• All neurology testing (EMG, EEG) or pulmonary testing 

in the past 2 years 
• Hospital discharge summaries 
• All mental health records for the past 2 years 

 

 

*A separate release authorization is required for each request to release the results of HIV/AIDS testing, M.G. L. c111§ 70F 
**Release of information must comply with the federal HIPAA Privacy Act and federal Confidentiality of Alcohol and Drug Abuse Client 
Records, 42 CFR, part 2 regulations. Note to recipient: This contains confidential information. 42 CFR part 2 prohibits you from making any 
further disclosure of this information unless expressly permitted by the written consent of the person to whom it pertains or as otherwise 
permitted by law. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The Federal rules 
restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse.   
I hereby disclose my health information for the purposed noted above. I understand that once such information has been disclosed to the 
intended recipient, that OCHS 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 law governing the use and disclosure of my health 
information. 
If I have questions about disclosure of my health information, I can contact the Outer Cape Health Services Compliance Officer:  
508-905-2820 or patientexperience@outercape.org 

 
 
 
A facsimile or copy of this document is valid as the original. 
Scan Completed Document to EMR: Consents and Contracts Revised 2/23/2021 



Treatment, Payment and Data Agreement 

Print Name: _________________________________________ Date of Birth: _____________________ 

 I hereby give my consent and authorize Outer Cape Health Services to treat any medical or mental health
condition providing that the care provider has explained my condition to me, the treatment procedures and
alternative methods of treating my condition. The care provider has discussed with me foreseeable risks of the
above stated treatment and that there may be undesirable results.

 I understand that Outer Cape Health Services operates a primary care practice that integrates behavioral
health services, which means behavioral health staff are part of my medical team and experience, and that
being seen by a behavioral health provider through primary care may result in additional charges to my
insurance. This may also result in an additional copayment or coinsurance. I acknowledge that in cases of
insufficient coverage, I will be held responsible for the remaining balance.

 I have carefully read and fully understand this Informed Consent Form and all of my questions have been
adequately answered.

 I authorize examination and treatment for this and all following medical or mental health visits.

 I understand I am personally responsible for all charges and deductibles.  Financial assistance is available for
those who qualify.

 I am personally responsible for providing accurate and current insurance information.

 I authorize a photocopy of this statement to serve as the original and the use of this signature on all insurance
submissions.

 I authorize release of all information necessary to secure payments of benefits.

 I understand that Outer Cape Health Services may use data developed for and/or provided by clients to
determine general characteristics of the communities it serves and that none of this information will in any way
identify individual clients.

 I certify that the above information is true and correct. I have received a copy of Outer Cape’s Notice of Privacy
Practices (HIPAA) and Patient Rights and Responsibilities.

Patient Signature ____________________________________________ Date _________________ 

General Information: Informed consent will be obtained from all patients accessing medical, behavioral health, and/or 
research services/activities. Informed consent is not merely a signed document. It is an ongoing process that considers 
patient needs and preferences, compliance with law and regulation, and patient education. 

The patient and/or family, as appropriate, are given information about: 

 The patient’s condition;

 Proposed treatments, procedures, or research
activities;

 Potential benefits and drawbacks of proposed
treatments or procedures;

 Problems related to recuperation;

 Alternative treatment(s) or procedure(s);

 The physician or other practitioner primarily responsible
for the patient’s care;

 Others authorizing or performing procedures or
treatments; and

 Any business relationships among individuals treating
the patient, or between the organization and any other
health facility.

Outer Cape Health is part of an organized health care arrangement including participants in OCHIN. A current list of OCHIN 

participants is available at www.ochin.org. As a business associate of Outer Cape Health, OCHIN supplies information technology 

and related services to Outer Cape Health and other OCHIN participants. OCHIN also engages in quality assessment and 

improvement activities on behalf of its participants. For example, OCHIN coordinates clinical review activities on behalf of 

participating organizations to establish best practice standards and access clinical benefits that may be derived from the use of 

electronic health record systems. OCHIN also helps participants work collaboratively to improve the management of internal and 

external patient referrals. Your health information may be shared by Outer Cape Health with other OCHIN participants when 

necessary for health care operation purposes of the organized health care arrangement. 

The information in your medical record is confidential and is protected under both Federal and Massachusetts laws. Your written 
consent will be required for release of information except in those certain circumstances where consent is not legally required.   

https://linkprotect.cudasvc.com/url?a=http%3a%2f%2fwww.ochin.org%2f&c=E,1,OZQD9zBWKVs4QHKg4Ur7gYMMGM0WndRpcnF59jwMu5vXa4LAHA_Qm4lqRrUpy2vUWlcxusPPqoy9654LeX1PA6pnmLX-qkQw9_503ROL7aQdI8_U8LLU25PsMg,,&typo=1
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