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DatelFecha:

REGISTRATION FORM/FORMULARIO DE REGISTRACION
Chart NO. /NO de Expedlente:

t
1. Last NameMpe/Kto Flnt/Primer Nombn

4. Social Securfty/SBffu/o Soc/s/

7. Address/0mecc»i»n f Street/CB/te

C. Home Phonc/TeWftOTO.

9. Cell PhonetNumem de Celular

10. Email AddretS/Conreo Electi6niw:

3. Sex/Sexo
f DM OF

f

^

Name You Go By/Nombre Preferido

Blrthdate/Fecha «fe Naeimiento

^Oty/ 'wfBit

Mothers Maiden N*roeMpB //A)b Uatemo

^ Zip Cwlf/CSdigo Postal

1,^ Preferred Method of Conttd?/AM*todo de contacto preferido?
TQ CallonPhohe/Uamatfeportortfono Q Text/Texto 0 Emall/Comaoefedrtnfco

If none of these, how can we reach you7/Si ningrno de eslos. ^o6mo poctemos comimicBmos con usle

By anwerina, you aw Biv^ ycur eorwnt which .now u« to cootKt you <<. phone crit, texling cr amaTt^
Ctonte usMcsltdshdoiueonseiiSiniffilotleutlms mite CBntodwfe medo*ftm«atslB»fi>nfe«i meof da (BX)B o cwnw rtKrtnica

12. Emeigency Contact/Con/acto dte Emwgencla:

^NamelNombm:
llTelephone NoJT»t6fono:

-f RelaUonsWpWe/scftin:

14. Is this your pennanert residence?/ ^Es este su donttdliofiemianmte?
(If NO. answer questions a, b, and c/S» NO, responda prsffunlBS e. b. c.)
a. fmyevhwnelessf/^Wveusleda'ntioger?
b; Are you living wtth family or ftiends?/ ̂ Est» mrimdo con fsmina o emlgos?
c. Do ou live In . shelter transitional hous ?/ Wvemwre to o casa transidonal?

you a Migrant Wortier?/<;£s ustedun tfsbajaelortigrtcola?

Interpreter services needed?/ ̂  NecesSa se/vfcfos de inteipretaiMn?

17. Are you a Veteran?/^fs tfefed un l^ere/ano?

18a. Race'Rs78: Pto»»e .etoct .H that apply/Pcr fmorselseelone fet/o to flue ̂ pf/gu®

13. Primaiy LanguaBe//cffinm8 Principal:
*' OEno«sWliiffl»s

0 Spanish/Espanol

0 Olhei/Otm:

^ DYes/S/ 0 No

4 OYes/S; 0 No
^QYes/S/ DXo
^QYes/S? 0 No
i DYes/S> 0 No

fDYes/S/ D No

^QYes/S/ a No

OWWte/B/anco D AsianfAsi61ica D NaBve Hawaiian or other Pacific telandei/Wa/nwcterttom/o/as/sfesitefffBeifco
a BlasMAIm-Ainericano 0 American Indian or Alaskan NaUve/Weh'w Amm'ceno o de Alaska 0 Decline to SWe/Rehus6 e coofesfar

l8b. Ethnidty/Ptertwec/a tnka:
I wn of Hispanic or Latino oriflin/Soy de (wgen h^ano o teftno OYes/S/ D No

Hispanic or Lafirw (All Races): A person of Cuban, Mexican, Puerto Riean. Soirth or Central American, or other Spanish cullure or oriain, regaidtess of race.
Hi^sno o Latinos Persma Cubsna. Mexicena. PuertorriquefSo. Sury Americe Central. o de olro originen latino. a pessr efe raza.

I am not of Hispanic or Latino origln/Wo . oy (JB origen hlspsiw o latino ^ OYwlSi 0 No

Not Hispanic or Latino (AB Races): A person not of Cuban, Mexican, Puerto Rican South or Central American, or other Spanish culture or origin, regaidless (rf race
Hi sna oiaVno: Persons oCutwne Mexiceno Puet ' wflo St"- Aimrice Cwtnl o <fe ofre cuHitre u »n latino e sardema.

21. Do you h»M7/Uslwi time?:
Medi-Cal DYes/Sf D No policy NoJNo de flftfte:1 MBrried/CesBO!iv!a

19. Marital SWusfEtisdo avil_
a Slncle/Sofferoh
a Dhmced/D/iwe/sdoA 0 Widowed/Wycta*
0 Ule Poitnw/Pfrsja de Vide
0 S^»raluVSeiwe<to(e)
aofter/Dtro

OSYSCOUROME IM

+ Healthy San Francisco OYes/S/ 0 No Policy NoJNo lie P61i2S:

Medicare QYet/S/ D No Policy NoJNo de FWizf:

Other Insurance/Otro Seguro OYes/Sf a No Policy No^Ato (fe fl  .

FINANCIAL flNSU CEINF fWt/WOWIHFOIWIACION DE SUS IH

22. Family SlzeP/^Cuantos en to hmSiB?

23. Famliyi MontWy Ineome/lngresos Mensuales:

24. Respomibte Part/a Employenmefca^) cte to Persona Rospofisable:

Address and Phone No. of Emptoyer/D/wcc/dn y TeVtorw de su Trabejo:

; or Guardian Name (please print) /
Nombre de Padre o GuardiSn (por favor escribe su nombre)

Entered By:
(Staff Initials)
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San Francisco Department
of PubUc Health

SFDPH Summary Notice
of HIPAA Privacy Practices

and Acknowledgement of Receipt Patient ro / Addressograph

Full Notice: You have been provided the Full Notice of HIPAA Privacy Practices. Please read it carefully. You
can also find it at: https://www. sfdph. org/dph/comupg/oservices/medSvs/HIPAA/HIPAASummaries. asp.

Who will follow the rules in this notice: All DPH and contract provider employees, DPH affiliates, as well as
staff assigned to DPH by the University of California at San Francisco, must follow these rules.

You have the ri ht to: (Please see possible restrictions in the "Full Notice of Privacy Practices".)
. Ask to see, read and/or obtain a copy of your health record (charges may be necessary).
. Ask to correct information that you believe is wrong in your health record.
. Ask that your health information not be shared with certain individuals.
. Ask that your health information not be used for certain purposes; for example, research.
. Ask that copies of your health record be sent to someone (charges may be necessary).
. Be informed about who has read your record (for reasons other than treatment, payment and program

improvement purposes).
. Specify where and how DPH employees may contact you.

DPH ma use and disclose our health information to im rove our treatment.

. To improve the quality of care you receive, health information may be shared between treatment
providers, including your health information regarding mental health, substance abuse, HIV/AIDS, sexually
transmitted diseases (STD); and developmental disabilities.

. There are circumstances when health information about you will not be shared unless you first give your
permission for it to be shared; such as services received in substance abuse treatment agencies.

If ou believe our rivac ri hts have NOT been maintained while receiving DPH services, you may file a
complaint. If you have concerns about how your health information might be (or has been) shared, please
speak with your provider or contact either of the following: (1) Secretary of U.S. Dept. of Health and Human
Services, Office of Civil Rights, Attn: Regional Manager, 50 United Nations Plaza, Rm. 322, San Francisco, CA
94103. (2) DPH Office of Compliance and Privacy Affairs, 101 Grove St., Room 330, San Francisco, CA 94102,
or call toll-free 1-855-729-6040. You will not be penalized in any way for filing a complaint.

I acknowledge receipt of the SF Department of Public Health "Full Notice of HIPAA Privacy Practices."
SIGNATURE OF PATIENT/RESIDENT/CLIENT

R THEIR REPRESENTATIVE

INT NAME IF REPRESENTATIVE,
SPECIFY RELATIONSHIP

INTERPRETER
IF APPLICABLE

^ STAFF/WITNESS: If written acknowledgement is NOT obtained, please complete the following:

D Unable to sign D Declined to sign D Other, Describe:
SIGNATURE OF STAFF
WITNESS

PRINT NAME

DATE

DEPARTMENT/ORG

5795021 (Rev. 5/22/15) SFDPH Office of Compliance and Privacy Affairs Original-Medical Record Page 1 of 1
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San Francisco

Health Network DOB
SAN FRANCISCO GENERAL HOSPITAL

AND TRAUMA CENTER

TERMS AND CONDITIONS OF ADMISSION
FOR ACUTE INPATIENT, OUTPATIENT AND

EMERGENCY SERVICES

MRN

PCP

Patient ID / Addressograph

^

CERTIFICATION
I hereby certify that I have read the foregoing and received a copy thereof. I am the patient, the
patient's legal representative, or am otherwise duly authorized by the patient to sign the above
and accept its terms on his/her behalf.

)ate:^6ate.

^ -^Signature:

rint Name:

'ime: AM/PM

d^Y ^

Patient or Legal Representative

, ; ^ntN
^'

a Refused to Sign D Physically Unable to Sign

Patient or Legal Representative

f S-
If signed by someone other than the patient, indicate

and Date of Birth»lationship-

Witness:

Witness:

Interpreter-

Signature

Signature

Signature

Print Name and Title

Print Name and Title

Print Name

Date/Time

Date/Time

Date/Time

L..

5792703 (Rev. 06/19) Original - Medical Record_conditions of Admission..; Page 6 of 6
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San Francisco
Health Network

SAN FRANCISCO GENERAL HOSPITAL
AND TRAUMA CENTER

TERMS AND CONDITIONS OF ADMISSION
FOR ACUTE INPATIENT, OUTPATIENT AND

EMERGENCY SERVICES

NAME

DOB

MRN

PCP

Patient ID / Addressogiaph

I. GENERAL CONSENT
A. Consent to Medical and Surgical Procedures: I consent to the procedures which may be
performed during this hospitalization or while I'm an outpatient. These may include but are not
limited to, emergency treatment or services, laboratory procedures, X-ray examinations,
medical or surgical treatment or procedures, anesthesia, or hospital services provided to me
under the general and special instruction of a physician or surgeon. I understand that the
practice of medicine and surgery is not an exact science and that diagnosis and treatment may
involve risks of injury or even death. I acknowledge that no guarantees have been made to me
regarding the result of examination or treatment. Maternity Patients: If I deliver an infant(s)
while a patient of this hospital, I agree that these same conditions of admissionapply to the
infant(s).

B. PhotographyWideotaping: I consent to the taking of pictures, videotapes and recordings
necessary for identification purposes, to document processes of diagnosis and treatment and
to document injuries sustained in trauma. I further consent to the use of such pictures,
videotapes and recordings for provision of care, quality improvement, education, and
reimbursement purposes.

C. Teaching, Research and Healthcare Institution: Zuckerberg San Francisco General
Hospital, Laguna Honda Hospital and affiliated clinics are a teaching, research and healthcare
institution. I understand that residents, interns, medical students, students of ancillary health
care professions (e. g., nursing, x-ray, rehabilitation therapy), post-graduate fellows, and other
trainees and visiting professors may observe, examine, treat, and participate at the request
and under the supervision of the attending physician in my care as part of the medical
education programs. I also understand that an institutional review board approves projects
conducted by the researchers in accordance with state and federal law. As a result, I
understand that I may be contacted and asked to participate in research studies but I am under
no obligation to do so. My decision whether to participate or not will not affect my ability to
obtain medical care.

D. Use of Medical Information and Specimens: I understand that my medical information,
photographs, and/or video in any form may be used for other Department of Public Health
(DPH) purposes, such as quality improvement, patient safety and education I also understand
that my medical information and tissue, fluids, cells and other specimens (collectively,
"Specimens") that the DPH may collect during the course of my treatment and care may be
used and shared with researchers and any such use will be in accordance with state and
federal law, including all laws and regulations governing patient confidentiality, in the manner
outlined in the Notice of Privacy Practice. I understand that under California law, I do not have
any rights to any commercially useful products that may be developed from such research.

5792703 (Rev. 06/19) Original - Medical Record_conditions of Admissions Page 1 of 6
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Behavioral Health Vital Sfens
Life gets more complex as you get older. On top of all of the emotional and physical changes you go through, there are more choices and
decisions to make and more stresses from school, sports, jobs. family, and even friends.
So who canyou talk to about your physical and emotional concerns? Sometimes friends or parents can be helpful, butyou can alwcys talk to
your primary care provider too.

To help start the conversation withyour provider, we have some questions we would like to ask to get a sense of how you have been doing and
feeling lately.

PHQ-A

Not at
all

0

0

Yes

Yes

Several

Day

1

1

No

No

In the last TWO WEEKS, have you been bothered by:

1. Little Interest or pleasure in doing things?

2. Feeling down, depressed, or hopeless?

i. Has there been a time in the past month when you have had
serious thoughts about ending your life?

ii. Have you ever, in your whole life, tried to kill yourself or made a
suicide attempt?

CRAFFT Screening

During the last 12 months did you:

3. Drink more than a few sips of beer, wine, or any drink containing alcohol?

4. Use any marijuana (weed, oil, or hash by smoking, vaping, or In food)?

5. Use anything else to get high (like other illegal drugs, prescription or over-the-counter
medications, and things that you sniff, huff or vape)?

6. Have you ever ridden in a CAR driven by someone (including yourself) who was "high" or
had been using alcohol or drugs?

BHVS IPV

7. Has your partner, ex-partner, or someone close to you often
screamed or cursed at you, Insulted you, or put you down?

8. Has your partner or anyone else hurt, hit, threatened you or
made you feel afraid?

Yes, in Yes,
the past more
12
months

than a

year ago

Yes, in Yes,
the past more
12 than a

months year ago

More
than
half the
days

2

2

Skip

Skip

No

No

No

No

No

No

Neariy
Every
Day

3

3

Yes

Yes

Yes

Yes

Skip

Skip
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