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Kalihi-Palama Health Center 
PATIENT REGISTRATION 

 
INTERPRETER? ☐No    ☐Yes, Language _______________________ 

 
ENGLISH PROFICIENCY ☐Read ☐Speak ☐Write ☐None 

 

NAME 
 
______________________________________________________________________________________
First     Middle     Last 

 

BIRTHDATE (MM/DD/YYYY)  
_____/_____/__________ 

 
MARITAL STATUS ☐Divorced ☐Married ☐Single ☐Widowed ☐Choose not to disclose 

 
MAILING ADDRESS Is this Public Housing?                                     ☐No      ☐Yes 
 
________________________________________________________________________________________________ 
Street                                                                   City/State           Zip Code 
☐Home ☐Business ☐Relative ☐Other _______________________ 
☐OK to mail ☐OK to use Clinic Return Address 

 
PHONE 

Phone 1 _______________________    
☐Cell          ☐Home          ☐Work          ☐Other ________________________ 
☐OK to call          ☐OK to leave message          ☐OK to text 

Phone 2 _______________________    
☐Cell          ☐Home          ☐Work          ☐Other ________________________ 
☐OK to call          ☐OK to leave message          ☐OK to text 

 

EMAIL  
___________________________________________________________________________________ 

 
BEST WAY TO CONTACT YOU ☐Mail ☐Phone1    ☐Phone2 

 
EMERGENCY CONTACT 

Name  
________________________________________________________________________ 

Address 
 
________________________________________________________________________ 
Street                                                 City/State    Zip Code 

Phone 
 
__________________               

 
☐Cell          ☐Home          ☐Work          ☐Other ____________ 

Relationship to Patient  
________________________________________________________________________ 

Knows you are a Patient? ☐No ☐Yes ☐Choose not to disclose 
 

FAMILY INCOME (optional) 
Monthly family income before deductions $___________ Number of people support by this income ____________ 

 
SEX AT BIRTH ☐Male ☐Female   ☐Choose not to disclose 

 

For office use only 
 
Account #: _______________ 
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GENDER IDENTITY 
(optional if under 18) 

☐Female ☐Male ☐Other 
☐Transgender Female ☐Transgender Male ☐Choose not to disclose 

 
SEXUAL ORIENTATION 
(optional if under 18) 

☐Bisexual ☐Lesbian or gay ☐Something else 
☐Don’t know ☐Straight or heterosexual ☐Choose not to disclose 

 
PRONOUN PREFERENCE ☐He ☐She ☐They ☐Choose not to disclose 

 

SSN (optional)  
__________________________________________________________________________________ 

 
PRIMARY LANGUAGE (select ONE) 
☐Cantonese ☐Ilokano ☐Marshallese ☐Spanish ☐Vietnamese 
☐Chuukese ☐Korean ☐Pohnpeian ☐Tagalog ☐Visayan 
☐English ☐Laotian ☐Samoan ☐Thai ☐Other _________________ 
☐Hawaiian ☐Mandarin   ☐Sign Language ☐Tongan   ☐Choose not to disclose 

 
RACE (select ONE) 
☐Chinese ☐Korean ☐ Other Pacific Islander ☐ More than one race 
☐Chuukese ☐Marshallese ☐ Samoan ☐ Other ______________ 
☐Filipino ☐Native Hawaiian ☐ Vietnamese ☐Choose not to disclose 

 
ETHNICITY ☐Hispanic or Latino ☐Not Hispanic or Latino ☐Choose not to disclose 

 
PARENT/LEGAL GUARDIAN (if under 18 years of age) 

Name  
________________________________________________________________________ 

Birthdate (MM/DD/YYYY)  
_____/_____/__________ 

Relationship to Patient  
________________________________________________________________________ 

SSN  
________________________________________________________________________ 

 
REFERRED BY ☐Choose not to disclose 
☐Advertisement ☐FP Hotline ☐Health Fair ☐Private Doctor 
☐Dept. of Health/Education ☐Friend ☐Hospital ☐Welfare (DSSH) 
☐Family ☐HCHP ☐Internet ☐Other _______________________ 

 
EDUCATION 
Current Student? ☐No ☐Yes, School Name _____________________________________ 
Highest level completed? 
☐Elementary ☐High School – No Diploma ☐Bachelor Degree ☐No education 
☐Intermediate or Jr High ☐Some college ☐Masters Degree ☐Other _________________ 
☐High School ☐Associate Degree ☐Doctorate Degree ☐Choose not to disclose 

 
VETERAN ☐No    ☐Yes ☐Choose not to disclose 

 
AGRICULTURE WORK STATUS ☐Migrant ☐Seasonal ☐Not applicable ☐Choose not to disclose 
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US CITIZENSHIP ☐No, select one: 
          ☐Compact of Free Association 
          ☐Immigrant 
          ☐Permanent Resident/Alien 
          ☐Student Visa 
          ☐Other ____________________________ 
          ☐Choose not to disclose 
 
Birthplace _______________________________ 
Date entered US _____/_____/__________ 

☐Yes 
 
 

 
HOMELESS STATUS (if applicable) ☐No      ☐Yes 
☐Doubling Up ☐Shelter ☐Transitional ☐Choose not to disclose 
☐Permanent Supportive Housing ☐Street ☐Other ___________________________________________ 

 
Assignment of Benefits / Financial Responsibility 

I hereby authorize payment directly to KPHC.  I understand that my insurance policy is a contract between my insurance 
provider and myself; and that I am ultimately financially responsible for my co-payments, deductibles, and non-covered 
services.  KPHC will file my insurance claim as a courtesy. 
 

Medicare Financial Responsibility 
I understand that KPHC as a Medicare Provider is entitled to collect my 20% co-insurance and unfulfilled deductible 
amount of the Medicare approved service.  KPHC accepts assignment for its Medicare Patients. 

 
Minor Seeking Family Planning Financial Responsibility 

I understand that for Family Planning visits, eligibility for Family Planning discount is based on the Minor’s income only. 
 

Consent for Treatment 
I authorize the medical and behavioral health staff of KPHC to administer such treatment as reasonable or may be 
necessary in connection with the condition for which I or members of my family have sought medical and/or behavioral 
health care.  To the extent necessary to determine liability, for payments and to obtain reimbursement, I authorize KPHC 
to release portions of my record, including medical records, to any person, organization or agency which is or may be 
liable for all or any portion of the Center’s charge, including but not limited to insurance companies, health care plans, 
worker’s compensation and government agencies.  KPHC is a teaching facility and I understand that a student, under 
supervision of a licensed provider, may provide my care.  I understand that I may revoke this authorization at any time 
by notifying KPHC, in writing, of my revocation. 
 
Patient Signature (Guardian must sign if patient is under 18 years old except for Family Planning): 
 
_____________________________________________________________________________          _____/_____/_____ 
Signature            Date  
 
If under 18 and seeking Family Planning Services, STD services or prenatal care, please sign below: 
 
_____________________________________________________________________________          _____/_____/_____ 
Signature            Date  
 
Name of the person who filled out this form if not patient: 
 
___________________________________          _____________________________________          _____/_____/_____ 
Print Name     Signature      Date  
 



 

ROUTE: Follow Clinic Standard Operating Procedures APPROVED: Administration/Compliance 11/01/2019 

  
We reserve the right to change our privacy practices as described in this Notice at any time.    
  
COMPLAINTS  
  
If you believe your privacy rights have been violated, you may file a complaint with Compliance Officer at  
KPHC: P.O. Box 17460, Honolulu, HI, 96817, or with Department of Health and Human Services, Office of 
Civil Rights, appropriate Regional Office. We will take no punitive action against you for filing a complaint.  

  
  

Acknowledgement of Receipt of Notice of Privacy Practices  
  
  
I hereby acknowledge that I have received a copy of Kalihi-Palama Health Center’s Notice of Privacy 
Practices.    
  
  
Patient Name:  ____________________________________________________  
  
  
Patient/Legal Guardian Signature:  ____________________________________  
  
  
Date:  _____________________________  
  
  
  

For Office Use Only:  
  
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because:  
  
  
 Individual refused to sign  
  
 An emergency situation prevented us from receiving acknowledgement  
  
 Other: _____________________________________________________  
  
  
Employee Name:  _______________________________________________  
  
  
Employee Signature:  ____________________________________________  
  
  
Date:  _____________________________  
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