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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?   Emails include information on recent issues, upcoming events, fun facts, and medical updates!
	
	
	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): ____________________________________________________________

	Please visit www.plannedparenthood.org/montana for online appointment scheduling, medical forms, and current volunteer   and employment information.  Keep yourself up-to-date on recent issues, upcoming events, and other fun facts by adding      Planned Parenthood of Montana on Facebook and MySpace.                                                                                                    

	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


PLANNED PARENTHOOD OF MONTANA

Dear Valued Client,

Planned Parenthood of Montana has been providing affordable reproductive health care to all in need.

We rely on patients like you to help keep our doors open.  75% of our funding comes from patient fees and donations.  Donations help us provide our services on a sliding fee scale.  Please help us keep our services affordable by making a contribution today.

To ensure our ability to honor our commitment to serve our clients, we have established the following financial policies:

1. We request income verification from clients 19 and over to be eligible for a discount in fees.  Please provide complete, accurate information about your household income in the form of current paycheck stubs, a note from a supporting parent, employer, bank statement or tax return.

2. Teens age 18 and under will have fees based on family income when a parent is involved in the teen’s care at Planned Parenthood of Montana.  Teens whose parents are not involved in their care will have fees based on the teen’s income only.

3. We require payment at the time of service _______ (initial).  If there is a balance on your account from previous visits, you are required to pay for your services today, and in additional 50% (half) of your past due balance.  
Any previous balance past due 120 days will be turned to collections if the current payments are not being made ________ (initial).  No client will be denied Title X services due to the inability to pay.
4. If you have an outstanding balance and need birth control, we will dispense one cycle, until you are able to pay your balance.

Please check with our office staff if you have any questions.

	   List how many people that this income supports: _____

Record income BEFORE taxes.

   Current place of employment:___________________________

   _____hrs/wk at $_____an hour OR salary of $________ per year.

       2nd job: ______hrs/wk at $_______per hour.

   Partner’s current place of employment:____________________

    _____hrs/wk at $_____an hour OR salary of $________ per year.

        2nd job: ______hrs/wk at $_______per hour. 
   Inclusion of spouse or co-habitating sexual partner’s

   income is REQUIRED regardless of how you share expenses.

Other Income:

Tips/ Commissions
$____ per week (x 4.3 weeks)
Parental Support (allowance)
$____ per month
Grants/Stipends
$____ per month
Trust Accounts
$____ draw per month
Government Help (unemployment/ disability)
$____ per month
Child Support/Alimony
$____ per month
Rental Income (that you receive) 
$____ per month
Other Income
$____ per month

	        Monthly Income:

           (staff use only)

     _______________
     _______________
     _______________

     _______________

  _______________
  _______________

  _______________

  _______________

  _______________
  _______________
  _______________
_______________

Total

Monthly 

Income: __________

Fee 

Scale:   0   25   50  75   100


	  Staff use only
  Received income verification?

          Yes       No        If no, what is
                                needed?
	Date: _____________

Staff

Initials: ___________


	


Print Name: ______________________________________________________ Date of Birth: ______________

Signature: _______________________________________________________ Date: _____________________
Planned Parenthood®


of Montana
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