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Bemographics Form (Forma Demografica) #2

Rev. 01-17-14

WELCOME TO THE SAN ANTONIO METRO HEALTH DISTRICT STD/HIV CLINIC
Bienvenido a la clincia de ETS/VIH del districto de salud de la zona metropolitana de San Antonio,
Please compleie this form and return it to the Registration Clerk.
Por favor llene la forma y regreselo al escritorio de registro.
Please print letters clearly. Por favor escribir Ietras de molde.

Date of Birth (Fecha de nacimeﬁto)

Social Security Number (Numero de Seguro Social)

First Name (Nombre)

Middle Name (Segundo Nombre)

Last Name (Apellido)

What other names have you used in the past? (Que otros nombres usted hay utilizado en el pasado?)

Street Address (Direccion)

Apt# (# Apartamento)

City (Ciudad)

State (Estado)

Zip Code (Codigo Postal)

Telephone # (# Telefono)

Cell Phone (Telefono cellular)

Email Address (Correo electronico)

Your Education (Su Educacion) circle highest grade completed (Encierre en un circulo ¢l grado mas alto completado)

1234567891011 12

0GED o Some College 0 Associate’s Degree o College Graduate 0 Post Graduate Degree  © In School
Race (Raza) Ethnicity (Ewmicidady Sex/Gender(Sexo/Genero)
O White (Blanco) o Hispanic (Hispano) 0 Male (Hombre)

1 African-American/Black (Afro-Americano)
O Asian (Asiatico)

0 Pacific Islander (Isleno Pacifico)

[1 Native American (Americano Nativo)

0 Multiple (Varias)

O Other (Otro)

o Non-Hispanic (No-Hispano)

o Female (Mujer)
o Transgender (trans sexual) (M-F)
o Transgender (trans sexual) (IF-M)

Marital Status (Estado civil)
O Single (Soltero)

3 Married (Casado)

01 Divorced (Divorciado)

O Separated (Separado)

0O Widowed {Viudo)

O Partner(Companero)

Primary Language (Idioma Preferida)

O English (Ingles)
0O Spanish (Espanol)
. Other (Otra):

Do you have health
insurance?

o No (No)

O Yes (Si)

If Yes, is your insurance:
Medicaid? 0 No (No)

CHIP? 1 Yes (Si)

Family Size In Persons (Numero de personas en su hogar):

Total Monthly Household Income Before Deductions (Total Ingresos Mensuales Antes de Deducciones):

AMOUNT(Cantidad):

1 Weekly (Por Semana)

0 Bi-Weekly (Cada Dos Semanas)

a Monthly (Por Mes)

Name of Emergency Contact
{(Nombre de la persona en caso de emergencia)

Emergency Contact Phone #
(# de telefono de la persona)

Relationship to you
(Relacion a usted)

Are you Pregnant? (Esta embarazada?)
O Yes/Si

O No/No

O Dwoes not apply

When is the [ast time you were at this clinic?
(Cuando Fue la ultima vez que usted estuvo en esta clinica?)

For Official Use Only
NTST #

MIS / Sys #




Financial Info Form Rev. 06-2014

SAN ANTONIO METRO HEALTH DISTRICT
Please complete this form and retumn it to the Registration Clerk .

Patient Financial Information

#2) | Family Members First Name Income Amount o ‘rlu’eriod of'Earnmgs
o Annual o Bi-Weekly
$ o Monthly o Weekly
Is this Employment Income? Who is the Employer?
o No

b3

#4) | Family Members First Name

Income Amount Period Dme.a.rl.:“ings
o Annual 0 Bi-Weekly
$ 2 Monthly 0 Weekly

Is this Employment Income? Who is the Employer?
o No
oy

T

Name of Insurance Cﬂﬂipﬁnjllnsuréﬂc'é.l;lﬁﬁ "

Is your Insurance: Insurance Policy #: Copay Amount (if applicable)
0 Medicaid $
1 Medicare
1 Private Insurance

Effective Date (Term Beginning) Effective Through (Term End) Group Number (if applicable)

/o /]




