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	All information is strictly confidential.  It will not be released without your permission.  By law, however, we must report suspected child abuse and positive results for some Sexually Transmitted Infections.  We comply with legal subpoenas for medical records.

	Name:
	Birth Date:
	Age:

	Address:
	SSN:

	City:
	State: 
	Zip:
	County:
	Phone:

	Whom should we contact in case of a medical emergency: __________________________ Relationship:  _____________ 

(If age 17 and under, must list parents / guardian) Phone #________________________

	If age 17 and under:  Are your parents aware of your visit with us? Yes____ No____Who?  Mom  Dad Other Relative
What school do you attend? _______________________________________________________ Grade ______________



	How can we contact you?

	IMPORTANT INFORMATION
	Yes
	No
	Comments:

	Call you at home?
	
	
	

	Leave a message on your home or cellular phone?
	
	
	Cell #___________________________________

	Call you at work?

	
	
	Work #__________________________________

	E-mail you?
	
	
	Email Address:____________________________

	Can we text you?
	
	
	

	Write you at home? 
(We use unmarked envelopes)
Mailings may include: Invoice for services or Medical Lab results.
	
	
	

	GUARANTOR INFO:  

If we are UNABLE to send mail to your home, the recipient listed below must understand that they will receive mail for you at their address.  Contact me through: ______________________________  Relationship: __________________
Address: _______________________________ Home Phone:  ___________________Work Phone: _________________


	Planned Parenthood of Montana feels that it is important for everyone to know their HIV status.  Would you be interested in a Rapid HIV test today?     (Yes    ( No

	A.
	
	I wish to pay for my services in full.  Please initial here ______ (Information about your income is not required)

	B.
	
	I wish to be considered for a possible reduction in my fees.

	Do you have:    (Private Insurance  (Medicaid  (Other:__________________________________________________



	The following is for statistical purposes only.  All information is confidential.

Sex:  (Female   (Male         Ancestry:__________________________________________________________________________

Marital Status:  (Married  (Separated  (Divorced  (Single  ( Widowed
Race: (White (American Indian/Alaska Native  (Asian (Black or African American (Native Hawaiian (Pacific Islander 
Ethnicity:  (Hispanic / Latino   (Non-Hispanic / Non-Latino ( Unknown or not reported  (Other:____________________
Education:  (specify highest grade completed): ____________________________________________________________



	I hereby voluntarily request services form Planned Parenthood of Montana.  I confirm that the above information is true.  I authorize the release of any medical information necessary to process third party claims and authorize those payments to be made directly to PPMT.  Should payments result in a credit balance on my account, and the credit is not used for medical services, or a refund is not requested within 18 months, that credit balance will be considered a donation to PPMT.

______________________________________________________                           ______________________________

Patient Signature                                                                                                           Date
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