    Patient ID: _________

Welcome to Planned Parenthood of Kentucky, Inc.
Please complete both sides of this form as accurately as possible.     
DATE: ___/___/___



















Last name:____________	 First name: 	__________________	Middle initial: ______


Name you go by other than your legal name: ________________________________________________





Street address: ______________________________________________________		   





City: 	___________________ 	State:����________  	Zip: _____________





Is it okay to send mail to you at this address? _____YES _____ NO    


If NO, is it okay to send in an unmarked envelope?  _____YES _____NO 


If NO, you MUST provide an address we can send mail in an emergency ONLY:   


Street Address:_____________________________________________


			City:__________________________  State: _______________     Zip:  ______








Home phone:  ________________     Work: ________________   Cell: ________________  


Emergency Phone number: ____________________________________  


Name: ____________________________________  					


Relationship to you: ____________________________________  








Is it okay to call you at any of these numbers? _____ YES  _____NO 


If no, what number should we use?  			 


May we leave a message?  _____YES _____NO   


If YES, which number? ____________________








Marital status: 





Single       _____


Married     _____


Partnered _____


Other        _____





Social Security Number: ______ - _____ - ______








Date of Birth: _____________( month, date, year )  Age: _________





Gender:  	








What made you choose PPKY for your visit today? Select all that apply.


___ Community Event		___ Advertisement 		___ Been here before 


___ Education Program		___ Website			___ Friend/Family Member 	        ___ Gift bag Program			___ Flyer or Brochure		___ Other 























Please turn the form over for more information





Please turn the form over for more information





Please turn form over





Last Name:_______________ First Name: _________________ _______________________





Family Size (number of people living in your house): __________





County you live in: 	____________________





Race:





American Indian /Alaskan Native_____


Hawaiian/Pacific Islander _____	


Black/African American _____	


Other _______


Asian _______


White _______








Ethnicity: please chose one





Hispanic 	


Non-Hispanic 	








Student status:





Full-time _____              Part-time _____


School:_____________________________


Not a student ______








Employment status:





Full-time ______


Part-time _____


Unemployed ______








Secondary Health Insurance information: 


Relationship to Patient _________________


Company Name ______________________


Insured’s Name_______________________


Address_____________________________


Date of Birth _________________________


Social Security # _____________________�


Gender _____________________________


Employer ____________________________


Group Number _______________________


Subscriber # _________________________





Current Contraception/ Method:





Not Having Sex			_________


Oral (Pills)			_________


Nuva Ring			_________


Patch				_________


Condom			_________


Depo Injection			_________


IUD (Paragard or Mirena)	_________


Implant (Implanon)		_________


Sterilization			_________


Natural Family Planning		_________


Diaphragm			_________


Cervical Cap			_________


Other method 			_________


Spermicide & Condom		_________


Female Condom 		_________


Vaginal Spermicide		_________


No method 			_________


       Why no method?


	Seeking Pregnancy 	 ______


	Same Sex Relationship	 _____


	Other			 _____








For Contraceptive Clients:


The person listed below will NOT have access to my medical records. I give permission for the following person to pick up my birth control:


Name: ______________________________


Relationship to you: ___________________








Language: please chose one





English _____	     Spanish ______	


Other (Please specify):








Primary Health Insurance information: 


Insurance Policy Holder Information:


Relationship to Patient _________________


Company Name_______________________


Insured’s Name_______________________


Address_____________________________


Date of Birth__________ 


Social Security # _________________


Gender __________________________


Employer ___________________________


Effective Date of Insurance _____________


Group Number _______________________


Subscriber # ________________________


Prescription Card (circle one)     Yes      No








For ALL Clients:


In the case I need PPKY to speak to someone other than myself regarding my medical care or account information, I authorize the following person to do so:


Name: ______________________________


Relationship to you:____________________











I understand that in the case that I do not want any such person listed above to talk to PPKY regarding my medical care or account information or pick up my supplies, it is my sole responsibility to inform PPKY in writing of this immediately. We will use reasonable efforts to identify the person(s) designated providing that we bear no responsibility for disclosures for individuals who misrepresent themselves.





______________________     __________	


Signature of Patient		  Date
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