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ifﬂ.ﬂ MLK, JR. Family Clinic 2922 — B MLK, Jr. Blvd., Dallas, TX 75215

REGISTRO DEL PACIENTE

QUIEN ES EL/LA PACIENTE? Por favor escriba

Apellido del Paciente : Primer Nombre . _ Inicial
Direccion _ Ciudad/Estado. ' - Zip
Telefono de Casa (____ ) Telefono del Trabajo (___- ) :
Seguro Social del Paciente: Fecha de Nacimiento del Paciente

Raza: OHispano OO0tro

Estado civil del Paciente: OSoltero OCasado ODivorciado OViudo OOtro

Sexo: OMasculino OFemenino .

IMPORTANTE: Alguien en la lista anterior ha venido a esta clinica antes? NO SI

EN CAUSO DE EMERGENCIA

Nombre Relacion con el Paciente

El numero de telephone do emergencia debe ser DIDERENTE de Ios de arriba: ( )
PERSONA RESPONSABLE

Nombre de la Persona Responsable Relacion con el apciente
Fecha de Nacimiento Seguro Social de Persona Responsable #

Lugar de Empleo Telefono del Trabajo ( )
Direccion de Trabajo Ciudad/Estrado/Zip

INFORMACION DE SEGUROS

Numero de MEDICAID Numero de MEDICARE

Nombre de Asegurado Fecha de Nacimiento del Asegurado

Numero de Telefono del Asegurado ( )

Compania de Seguros ID# Grupo #

Fecha Efectivo : Fecha de Expiracion Suma Deducible: §
Si tiene HOM Indeque Doctor/Grupo asignado

Trabajo de la persona asegurada Direccion de Trabajo

Relacion con el paciente: OMISMO OESPOSO/A OHIO/A OOTHO

€:\DOCUME~1\hholder. MLK\LOCAL S~1\Temp\Patient Registration Form.DOC
Page 3 of 2 ' HLH (Revised May 2004)



% MLK, Jr. Famlly Clinic - . M&O Manual

Consent for Treatment of an Adnlt

Name of patient: Date of Birth I

Name of person giving consent is different from patient:
(Print name) .
Relationship to patient: o Self o Parent 0 Guardian o Other

I hereby and voluntarily consent to authorize the physicians, midlevel providers (Physician Assistant, Advance
Practice Nurse) and dentists, if available, on MLK, Jr. Family Clinic staff at their service locations to provide
health care services to me. The health care services may include routine physical and mental assessment,
diagnostic and monitoring tests and procedures, examinations and medical and/or dental treatment, if available. -
The health care services may include, but are not limited to, routine laboratory work, such as blood, urine and
other studies, x-rays and other imaging studies, heart tracing (EKG), administration of medications, as well as
procedures and treatment prescribed by the medical and/or dental staff. The health care services also may
include counseling services necessary to receive appropriate services including family planning services as
defined by federal regulation. ' ‘

I understand that I will be asked to sign a separate informed consent for cach vaccine to be administered to me
and will receive a Vaccine Information Statement (VIS) for each vaccine. I understand that there is a separate

consent form that [ may be asked to sign to be tested for infectious conditions.

I understand that there are no guarantees being made to me concerning the results of the treatment provided or
the effectiveness of any birth control methods prescribed for me.

I have received the Patient and Center Rights and Responsibilities and the Notice of Patients Privacy Rights and
understand my rights as stated in those documents.

I certify that I fully understand this consent for treatment, use of midlevel providers, release of personal health
information and my rights concerning these issues.

I'understand that this consent is valid and remains in effect as long as I am a patient of MLK, Jr. Family Clinic.

I have been given an opportunity to ask questions about the services to be provided by this Center and I believe
that I have sufficient information to give this consent.

Signature of Patient/Agent Witness

Print Name ~ Print Name

Date Time Date ' Time
*Translated into /Read to person consenting by:

Signature Print Name Date Time
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MLK, JR. FAl.(LY CLINIC FORMA DE EXAMEN }

‘Fecha: bt Chart # -
Nombre: . .. fechadenachmiento: __ ~ 4 ~ 7

INFORMACION MEDICA
Cirugias: ____
Problemas medicas en el pasado

. Medicos Alergias: _ ' _
Ultimo mammogratna; £ £ Ptimer dia de su ultima menstruacfon: £ £
Fumas; Aleohols Drogas: Cmtumm — . Bjercisiess }
FROBLEMAS MEDICOS HOY nmmcm.«s AS QUETOMAS momr&

Historla Familiar  NO SE__ | Reiaclon a usted (e.p. ;padre, madre, hermanes,tio’s, exc.)
 Tuberculosis. 1L 3 [ 1} SR : - : :
Alta Precion 1 L 13-
- Anemia Faso Fonca 1) "1
Diabetes R X3 £ 11
’Canccrdel’mstata " j AR i |
_Cancer de Colon: [ 1 F- 11
-Cancer de Ceno: 1 £ 11
Cancer de Pulmon 1L} L1}
Enfermedad de Corazon . Iy 11
Enfermedad de Riffon 11 [
Enfermedad de Higado 101 {1
-Ataque de Corazon 1] { 1]
‘Alto Colesterol 11 1
Sobré Peso 1.
OIDOJNARlYiGARGANTA NO SI -
1. Congestion Nasal 10 1 [ 11
2, Infeccion de Oido I 1 1t
3. Perdida del Oido 1L 3 11}
4. Problema de Ojos {1 3 [ 11,
5. Dolor de Garganta 11 11
GASTRO INTESTINAL ___| NO ST - |
6. Dolor de Esfomagpo i1 1 [ 11
7. Ulceras 1 11
8. Cambio en su Escremento | [ ] [ ]|
9, Sangrado Rectal 1L ] [ 114
10.Hepatitis if_} i 1
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JENITO-URINARY . NQ: SE ;

[

7. Dificultsd pans orinag___ s

8. Ocluar fiequentarhente 7

9, Infeccion de¢ orine:

0. Enfermedad de Rifion

{EURO-MUSCULAR

I, Debilidad

2. Musculos dormidos

emed. et B

3. Dobr ¢t os musculos

oy oy

&, Epifepsia

5. Fanlisis B 10

SQUELETO  NO: SE

7. Dolor de buezo:

. lnchazon - ' s ‘
9. Artditis = ‘ : 1

NDOCRING 0o

0. Diabetes : . [

[ I -

1. Tiroides _ (1

2. Bajo o Alto de Peso, , [} £
(over 10 Ibs): '

IEMATOLOGIA. NG ST

3. Ancmia faso forica: T 31

4. Anemia; - f 1

3. Facll de sangns : [ ¥

b

6. Coiguios do eangre - 1 1
ITHER ) i

¥

’ﬂuidn BCNAY O fraves

X —

e e oo
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2. Necesitas Ia vacuna contrs: -

i t—.

3. Tetenns, T, Ruboola F/U, Hepatitis

REGUNTAS FPARA MUJER
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0. Eafermedad Veneres

R

1. Fecha de Papanicolso
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2. Pastillas de Control [ 1

3. Caales /Nombre?

4. Nameiro de Embarazos -

5. Numeto de Aborios

a Clinlca Familiar MLK, Jr. requicre reportar a Las antocddades, que toda paciente scxualmente activa menor de 17 afios sekpieg\mtn_n lhedad de ry |
areja. Por favor idique la edad de su parcja: . ’

listory Review Certification:

‘0 certifico que he kido y revisada mi historia medica. Por ef presente certifico que he kido y he puesto al dia i historial en medicina ginecologlay
lanificacion familiar y ez correcto de bo quo yo sepa hasta ¢l prescnte. He keido y enticndo que al tachar misinterpretacion de dichas historias que
sultara en un afecto contrario y estoy de acucrdo en liberar la Cliniea Martin Luther King Jr. de todo responsibllidad quie resutta a mi salud por °
mmejante faita de informacion o malinterpretacion. ' :

Firona de Paciciite : Fecha

irma de Paciente menor (Si ticnes menor de 17 afios firma arrba y abajo)

&

Firma de Pacicnte Menor Fecha
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