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Long Valley Health Center Intake Form 
Chart/ /Account #: _____________________          Patient Information Sheet and Consent Form                                 Date: __________________ 
    
Patient Name: ___________________________________________________________________________________ Date of Birth: ______/______/_______ 
  Last     First   Middle 
Previous Name: ________________________________________________________ 
 
Mailing Address: __________________________________________________________________ HM Phone: ________________ Cell Phone: ______________ 
(Required)   (PO Box/ Street  #)  City  State  Zip 
Email: _________________________________________________________  Veteran: Yes_____ No: _______ (Current or completed service 

in Uniformed Services of U.S.) 
Street Address: _____________________________________________________________________ Marital Status: M     S     D     W  Gender:     M     F   
  (Street  #)     City   State  Zip  (Circle your selection) 
 
Preferred Language: _________________________ SS#: ___________________  
 
Employer: ___________________________________________Address: ____________________________Wk Phone: __________________ 
 
Employment Status (Circle one):  Full time - - Part time Student Status (Circle one):  Full time  - - Part time 
 
Race (Circle one):   White (including  Hispanic) - -  Asian - - Native Hawaiian - - Other Pacific Islander - - Black/African American - - American Indian/Alaskan Native  - - 
More than one race - - All Others 
Ethnicity (Circle One):   Are you of Hispanic descent?  Yes - -   No 
 
Emergency Contact:  __________________________________________________________________________________________________ 
         (Name)      (Phone)        (Relationship) 
 

Pharmacy: ______________________________________________________________________________________  
LVHC offers Sliding Fee Scale for families under 200% of the poverty level 

Insurance Information 
 

Insurance Co._______________________________ Name of Insured: ____________________________Relation to Patient: ______________ 
 
Address: _____________________________________City: ________________________________ State: __________ Zip: ________ 
 
SS# / ID #: __________________________________Group #: _______________________________Medi-Cal #: ____________________ 
 

Responsible or Insured Party if Different from Above 
 
Insured Party Name: ___________________________________________________________________ Date of Birth: _____/________/_______ 
        Last    First   Middle 
HM Phone: _________________ ______Cell Phone: ___________________ 
 
Mailing Address (if different): _______________________________________City: ________________________State: _______ Zip: _______________ 
 
SS#: ______________________ Marital Status (circle one):     M      S      D      W     Spouse Name, if applicable:_________________________ 
 
Employer: ________________________________ Address: _____________________________________WkPhone: ___________________ 
 

1. Consent for Treatment: I, the undersigned consent to the medical/dental examination, immunizations, treatment and procedures for the care of the above named 
Patient. I understand that Physician’ Assistants/Family Nurse Practitioner’s (PA/NP) have been approved by the State of CA. to dispense drugs and medical 
supplies on the direct order of a physician or according to previously established written guidelines and that a physician is always available to the PA/NP for 
consultation during the assessment and treatment of patients.  To assist medical/dental providers to safely prescribe medication, I consent to their accessing the 
patient’s prescription medication history. 

2. Release of Information: To the extent necessary to determine the liability for payment and to obtain reimbursement, I authorize Long Valley Health Center to 
release portions of my medical records to any person, organization, or agency which is or maybe liable for all or any portion of the LVHC’s charges. Including but 
not limited to insurance companies, health service plans, workman’s compensation carriers and government agencies. The Dept. of Health Services may audit my 
medical records for the purpose of Center licensing or for statistical information. Such audits will not compromise the confidentiality of my medical record.   

3. Financial Agreement: I hereby agree that in consideration of services rendered by Long Valley Health Center to pay all bills as presented regardless of insurance 
coverage. I agree that if it becomes necessary the account will be referred to a collection agency and I shall pay the collection expenses in full. 

 
Signature: ______________________________________________ Date: ________________ Relationship to Patient: __________________________________ 
Office Use: ____________________________________________ Date: _____________________ Title: _______________________________________ 



CHART # _____________
LONG VALLEY HEALTH CENTER 

PATIENT MEDICAL HISTORY 

PATIENT NAME:   ________________________   DATE OF BIRTH ____________

Have you been under the care of a medical provider for the past two years:   “YES    “NO
If yes, please give us the following information: 

Physician’s Name: _____________________________ Phone # _____________________

Address :  _______________________________________________________________

Have you ever had any of the following medical illnesses or conditions?  

Yes    No   
G “ Heart disease 
G “ Heart attack 
G “ Heart murmur
G “ Rheumatic fever 
G “ Stroke, CVA, TIA
G “ Bleeding/clotting  problems 
G “ High Blood Pressure
G “ TB, Emphysema 
G “ Asthma or other lung disease 
G “ Hepatitis
G “ Other liver disease
G “ Gastritis, ulcer disease 

Yes  No    
G “ Epilepsy, Seizures 
G “ AIDS or HIV disease 
G “ Cancer, tumors
G “ Arthritis
G “ Eye disease 
G “ Skin disease 
G “ Anemia 
G “ Sexually Transmitted disease 
G “ Kidney bladder disease 
G “ Diabetes 
G “ Thyroid disease
G “ Psychiatric diagnosis

Do you have any other medical problem not listed above?   “YES    “NO
If so please explain
_______________________________________________________________________

_______________________________________________________________________

List all medications, supplements you are taking?

_______________________  _______________________  _______________________

_______________________ ________________________ _______________________

Are you allergic to any medications?  If yes, please list below.        “YES    “NO
Any other allergies?    If yes, please list below.    “YES    “NO

_______________________________________________________________________

_______________________________________________________________________

(OVER)
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Patient Name ______________________________    CHART # ___________

Any surgeries? “YES    “NO
 
_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Any hospitalizations/ER visits? “YES    “NO

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Do you currently use, or have you ever used any of the following?

Tobacco, inhaled/chewed “ Yes “No
Alcohol “ Yes “No
Other recreational/street drugs “ Yes “No

Please check if you have ever had any of the following?   
   Date

       (if known)
“ Tetanus shot _____________
“ Flu Shot _____________
“ Pneumonia Shot _____________
“ Blood Transfusion _____________
“ TB Testing _____________
“ Chest X-Ray  _____________
“ EKG, electrocardiogram _____________
“ Colon cancer screening _____________
“ Cholesterol Screening _____________
“ Pap smear _____________
“ Prostate Exam _____________

revised: 6/01 CN/sk
F:\@Stump\PT MED HX2.wpd
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This notice describes how health information about you may be used and
disclosed and how you can access this information.  Please review this
notice carefully.  For more information, please contact: 

Privacy Officer/Health Information Supervisor 
Long Valley Health Center
Post Office Box 870
Laytonville, CA 95454 
Phone: 707-984-6131 FAX: 707-984-6990

Website: www.longvalley.org 

This notice describes the privacy practices of Long Valley Health Center including
the practices of:

� all of our doctors, dentists, mid-levels, nurses and other health care
professionals authorized to enter information about you into your
health record. 

� all of our departments including Health Information and Billing.  
� all of our employees, staff, volunteers and other personnel who work for us

or on our behalf.

We understand that health information about you and the health care you receive is
personal.  When you receive treatment and other services from us, a record is
created.  We need this record to provide you with quality care and to comply with
legal requirements.  This notice applies to all of our records about your care,
whether made by our health care professionals or others working in this office.  

This notice informs you of the ways in which we may use and disclose your personal
health information.  It also describes your rights with respect to the health
information we keep about you as well as the obligations we must meet when we
use and disclose your health information.  It includes information on how you may
file a complaint if you believe your privacy rights have been violated.  

We are committed to protecting your personal health information.  In compliance
with the law, the attached Notice of Privacy Practices states:

� that we will make sure that health information that identifies you is kept
private in accordance with relevant law. 

� that we have the right to make changes in our privacy practices and this
notice provided the changes are permitted by law.

� that we will give you this notice of our legal duties and privacy practices
with respect to your personal health information. 

� that we will follow the terms of the policy that is currently in effect for all of
your personal health information.

http://www.longvalley.org
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We may use and disclose your personal health information for the
following: 

For Treatment: We may use health information about you to provide necessary treatment or

services.  We may disclose health information about you to the health care providers,

technicians, and others who are involved in your care.  They may work at Long Valley Health

Center or at another doctor’s office, hospital, lab, or pharmacy to whom we refer you for

treatment, consultation, X-Rays, lab tests, prescriptions or other health care services.  For

example, we may disclose to an emergency room doctor that you are allergic to penicillin,

as this may effect medication choices.  

For Payment: We may use and disclose health information about you to bill and collect

payment from you, your insurance company, including Medi-Cal and Medicare, or other third

party.   For example, if you have insurance, we may need to share information about your

office visit with your health plan in order for your health plan to pay us or reimburse you for

the visit.  We may also tell your health plan about treatment you need in order to obtain

their prior approval or to determine whether your plan will cover the treatment. 

For Health Care Operations: We may use and disclose health information about you for our

day-to-day operations.  These uses and disclosures are necessary to run Long Valley Health

Center and to make sure that all of our patients receive quality care.  For example, we may

use health information to review the services we provide and to evaluate the performance of

our staff in caring for you.  We may also combine health information about our patients with

health information from other health care providers to decide what additional services we

should offer, what services are not needed, whether new treatments are effective or to

compare how we are doing with others and to see where we can make improvements.  We

will remove identifying information from this so it may be used to study health care delivery

without identifying our patients.  

Appointment Reminders:   We may use health information about you to contact you as a

reminder that you have an appointment at the Health Center.  

Health-related services and treatment alternatives: We may use and disclose health

information to inform you of health-related services or recommend treatment options or

alternatives that may be of interest to you.  Please let us know if you do not wish us to

contact you with this information, or if you wish to have us use a different address. 

Research: Under certain circumstances, we may use and disclose health information about

you for research purposes.  All research projects are subject to a special approval board that

has reviewed the research proposal and established protocols to ensure the privacy of the

health information.

Organ and Tissue Donation: If you are an organ donor, we may disclose health information

about you to organizations that handle procurement, transplantation or donation as

necessary to facilitate organ or tissue donation and transplantation. 

Military and veterans: If you are a member of the armed forces or separated/discharged

from military service, we may release health information as required by military command

authorities or the Department of Veterans Affairs as may be applicable. We may also release

health information about foreign military personnel to the appropriate foreign military

authorities. 
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Workers’ Compensation: We may release health information as required by law for workers’

compensation or similar programs. 

As Required by Law: We may disclose health information about you to law enforcement and

other government agencies to support government audits and inspections, to facilitate

investigations and to comply with government-mandated reporting when required to do so

by federal, state or local law. 

Public Health Activities: We may disclose health information about you to Public Health

agencies as required by law.  For example, we are required to report certain communicable

diseases to the state’s public health department.  

Lawsuits and Disputes: We may disclose health information in response to a court or

administrative order, in response to a subpoena, discovery request or other lawful process

not accompanied by a court or administrative order but only after efforts have been made to

inform you of the request or to obtain an order protecting the information requested.  

Coroners/Health Examiners: We may release health information to a coroner/health

examiner as required by law.  

Health Oversight Activities: We may disclose health information to a health oversight

agency for activities authorized by law, i.e., audits, investigations, inspections and licensure

necessary for the government to monitor health care programs and compliance with civil

rights laws. 

Inmates: If you are an inmate of a correctional institution or under the custody of law

enforcement officials, we may release health information about you to the correctional

institution or law enforcement official as required by law. 
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Your Rights:   You have certain rights with respect to your personal health information. 

This section describes your rights and how to exercise them: 

Right to Inspect and Copy: You may inspect and/or receive a copy of your personal health

information as permitted by state and federal law.  This does not include psychotherapy

notes, although we may, at your request and upon payment of the applicable fee, provide

you with a summary of these notes. 

To view or inspect your personal health information, you must make an appointment for this

purpose with your primary provider.  To receive a copy of your personal health information,

you must submit your request in writing to our Privacy Officer.  We may charge a fee for the

copying, mailing and any other costs associated with your request.  Our policy is to only

release information produced by Health Center staff.  With only certain exceptions (i.e., X-

Ray or lab reports), requests for information produced by other providers/agencies involved

in your health care must be requested from that agency. 

In very limited circumstances, we may deny your request to inspect and/or receive a copy of

your personal health information.  If denied, you may request the denial be reviewed.  We

will designate a licensed health care professional to review this denial. The person

conducting the review will not be the same person who denied your request.  We will comply

with the outcome of this review.  Certain denials such as those relating to psychotherapy

notes will not be reviewed. 

Right to Amend:   If you feel that the health information we maintain about you is incorrect

or incomplete, you may request an amendment of this information.  To request an

amendment your request must be made in writing and submitted to our Privacy Officer. 

This must be contained on one piece of paper legibly written or typed.  In addition, you

must provide a reason that supports your request for an amendment. 

We may deny your request if it is not in writing or does not include a reason to support the

request.  In addition, we may deny your request if you ask us to amend information that: 

� was not created by us, unless the person or organization that created the        

    information is no longer available to make the amendment. 

� is not part of the health information kept by or for the Health Center 

� is not part of information you would be permitted to inspect and copy. 

� is to our knowledge accurate and complete. 

List of Disclosures: To request an accounting of disclosures, you must submit your request

in writing to our Privacy Officer.  Your request must state a time period of not more than six

(6) years and may not include dates before 04/15/03.  The first list you request within a

twelve (12) month period will be free.  For additional lists, we may charge you for the costs

of providing the list.  We will notify you of the cost and you may choose to withdraw or

modify your request before costs are incurred.  We will mail you a list of disclosures within

thirty (30) days or notify you if we are unable to supply the list within that time period and

by what date we can supply the list.  This date will not exceed sixty (60) days from the date

you made the request. 

Right to Request Restrictions: You may request a restriction/limitation on the health

information we use or disclose about you for treatment, payment or health care operations. 

You may request a limit on the health information we disclose about you to someone who is

involved in your care or the payment for your care, such as a family member or friend. 

We may deny your request for restrictions, if it is not feasible for us to comply with your
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request or if we believe that it will negatively impact our ability to care for you.  If we do

agree, however, we will comply with your request unless the information is needed to

provide emergency treatment or disclosure is required by law.  To request a restriction, you

must make your request in writing to our Privacy Officer.  In your request, you must tell us

what information you want to limit and to whom you want the limits to apply. 

Right to Receive Confidential Communications: You may request that we communicate with

you about health matters in a certain way, such as only contacting you at work or by mail at

a specified address.  You must make your request in writing to our Privacy Officer. Your

request must specify how or where you wish to be contacted.  We will accommodate all

reasonable requests.  

Right to a Paper Copy of This Notice: You have the right to receive another copy of this

notice at any time.  To receive a copy, please request it from our Privacy Officer.  You may

also obtain a copy of this notice at our website at: www.longvalley.org .

Changes to this notice:   In order to comply with changes in state and federal law,

we may have to change this notice and to make the changed notice effective for all of the

health information that we maintain about you, whether it is information that we previously

received about you, or information we may receive about you in the future.  We will post a

copy of our current notice in our facility.  Our notice will indicate the effective date on the

top right-hand corner of each page.  We will also give you a copy of our current notice upon

request. 

Complaints:   If you believe your privacy rights have been violated, you may file a

complaint with us or with the Secretary of the Department of Health and Human Services. 

You may file a complaint by mailing, faxing or E-mailing us a written description of your

complaint or by telling us about your complaint in person or over the telephone.   Please

describe what happened and give us the dates and names of everyone involved.  Please also

give us contact information, so we may respond to your complaint.  You will not be

penalized for filing a complaint.     Please address your complaints to: 

Privacy Officer/Health Information Supervisor

Long Valley Health Center 

Post Office Box 870

Laytonville, California 95454 

Phone - 707-984-6131      Fax - 707-984-6990 

Website: www.longvalley.org 

Other Uses and Disclosures of Your Protected Health Information: 

Other uses and disclosures of personal health information not covered by this notice or

applicable law will be made only with your written authorization.  If you give us your written

authorization to use or disclose your personal health information, you may revoke your

authorization, in writing at any time.  If you revoke your authorization, we will no longer use

or disclose your personal health information for the reasons covered in your written

authorization.  You understand we are unable to take back any uses and/or disclosures that

have already been made with your authorization and we are required to retain our records

of the care that we have provided to you.    

http://www.longvalley.org
http://www.longvalley.org
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PATIENT ACKNOWLEDGMENT OF RECEIPT
OF NOTICE OF PRIVACY PRACTICES 

Medical Record Number: ______________

Patient Name: ____________________________

I hereby acknowledge that I have received a copy of the Notice of Privacy
Practices for the above patient.  

Signature

_______________________
Relationship to patient

Date _____________


	Notice of Privacy Practices.pdf
	Notice of Privacy Practices.pdf
	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7





