5] NORTH EAST NEMS 1D:

NAME:

B Ot B & & O
a californiafealthi center DOB:

REGISTRATION FORM
FORMULARIO DE INSCRIPCION

Date
Fecha: / /
Name Date of Birth
Nombre: Fecha de / /
Last | Apellido First | Primer Nombre Middle | Segundo Nombre ~ nacimiento:
Address
Direccién:
City State Zip
Ciudad: Estado: Cadigo postal:
Home Phone Cell Phone
Teléfono de casa: Teléfono movil:
Email Address Referred to NEMS by
Direccidn electronica: Derivado a NEMS por:
Sex O Male O Female
Sexo: Masculino Femenino
Sexual Orientation O Straight O Lesbian or Gay O Bisexual O Other
Orientacidn Sexual: Heterosexual Lesbiana o Gay Otro
English Level O Good O Fair O Little O None
Nivel de inglés: Bueno Regular Escaso Nada
Dialect(s) Spoken
Dialecto(s) hablado(s):
Ethnicity O Non-Hispanic/Latino O Hispanic/Latino
Etnia: No Hispano/Latino

Race/Ethnic Group (Check all that apply) | Raza/grupo étnico (Marque todo lo que corresponda):
O Asian (Please specify) | Asidtico (Por favor, especifique):

O Chinese | Chino O Japanese | Japanese O Native Hawaiian | Nativo de Hawai
O Vietnamese | Vietnamita [ Korean | Coreano O Asian Indian | Indio Asiatico
O Filipino O Burmese | Birmano O Other Pacific Islander |
Otro Isleno del Pacifico
O Black/African American O American Indian/Alaskan Native O White
Negro/Afroamericano Indio Americano/Nativo de Alaska Blanco
O Other
Otro:
Student Status O Full-Time O Part-Time O Not a student
Condicion de estudiante: A Tiempo Completo A Tiempo Parcial No es Estudiante
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NAME:

B Ot B & & O
a californiafealthi center DOB:

REGISTRATION FORM
FORMULARIO DE INSCRIPCION

Marital Status O Single O Married O Divorced O Widowed O Separated
Estado civil: Soltero/a Casado/a Divorciado/a Viudo/a Separado/a
Medical Payment Status (Check all that apply) | Estado de pagos médicos (marque todo lo que corresponda):
O Medicare O Medi-Cal O Self-pay

Pago por Cuenta Propia
O Private Insurance (Please provide copy of insurance card)
Seguro Privado (Por favor, proporcione una copia de la tarjeta del seguro)

O Other
Otro:
Written Documents in Alternative Formats O No alternative format needed
Documentos escritos en formatos alternativos: No se necesita un formato alternativo
O Large print O Audio CD O Data CD O Braille
Letra grande CD de Audio CD de datos
O Encrypted Audio CD O Encrypted Data CD
CD de audio cifrado CD de datos cifrados

O | need a format not listed here
Necesito un formato que no aparece aqui:

Parents’ Information (Complete if patient is under 18)
Informacion de los padres (Completar si el paciente es menor de 18 afios):

Father’s Name Date of Birth
Nombre del Padre: Fecha de nacimiento: / /
Mother’s Name Date of Birth
Nombre de la Madre: Fecha de nacimiento: / /

Person to be Contacted in Case of Emergency
Persona de contacto en caso de emergencia:

Name Phone Number
Nombre: N° de Teléfono:
Relationship

Relacion:

By signing below, | authorize North East Medical Services (NEMS) to provide medical and health
care services as authorized by NEMS or its healthcare providers. | further authorize insurance
benefits to be paid directly to NEMS. | understand that | am ultimately responsible for all charges
incurred including, but not limited to, the following: i) any payments, coinsurance, or and
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deductibles required by my health insurance; ii) payments for any items or services not covered
by my health insurance; or iii) as provided under NEMS’ Sliding Fee Discount Program if | do not
have health insurance.

Al firmar a continuacidn, autorizo a North East Medical Services (NEMS) a proporcionar servicios médicos y
de atencidn médica segun lo autorizado por NEMS o sus proveedores de atencidn médica. Ademas, autorizo
que los beneficios del seguro se paguen directamente a NEMS. Entiendo que soy responsable en ultima
instancia de todos los cargos incurridos, incluidos, entre otros, los siguientes: i) cualquier pago, coseguro o
deducibles requeridos por mi seguro de salud; ii) pagos por cualquier articulo o servicio no cubierto por mi
seguro médico; o iii) seguin lo dispuesto en el Programa de descuento de tarifa moévil de NEMS si no tengo

seguro de salud.

Patient initial
iniciales del paciente

Patient initial
iniciales del paciente

Patient initial
iniciales del paciente

Patient initial
iniciales del paciente

Patient initial
iniciales del paciente

Patient initial
iniciales del paciente

MS - Registration Form (Events) - Revised 01/2025

| understand that NEMS does not provide on-site emergency services.
Entiendo que NEMS no proporciona servicios de emergencia in situ.

| understand that NEMS is required by law to report any assault, abuse, and
worker’s injury to the proper authorities.

Entiendo que NEMS esta obligado por ley a informar de cualquier agresidn, abuso y lesiéon
del trabajador a las autoridades competentes.

| understand that psychosocial information will be shared with my NEMS
provider as needed to maintain total care.

Entiendo que la informacidn psicosocial serd compartida con mi proveedor de salud de
NEMS, seguln sea necesario, para garantizar una atencién total.

| understand that my photo will be placed on the NEMS Member Identification
(ID) Card.
Entiendo que mi foto se colocara en la tarjeta de identificacion de miembro (ID) de NEMS.

| acknowledge that | have received a copy of NEMS’ Notice of Privacy Practices.
| understand that | may exercise my rights as described in the notice.

Declaro haber recibido una copia del Aviso de Practicas de Privacidad de NEMS. Entiendo
qgue puedo ejercer mis derechos, segun lo descrito en este aviso.

| understand that NEMS may contact me as described in its Notice of Privacy
Practices and send messages related to treatment, treatment alternatives or
other health-related benefits and services that may be of interest. | understand
that | may change how NEMS contacts me or opt-out of certain communications
at any time by calling NEMS at (415) 391-9686.
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Entiendo que NEMS puede comunicarse conmigo como se describe en su Aviso de
Practicas de Privacidad y enviar mensajes relacionados con el tratamiento, alternativas
de tratamiento u otros beneficios y servicios relacionados con la salud que puedan ser de
interés. Entiendo que puedo cambiar la forma en que NEMS se pone en contacto conmigo
u optar por no recibir ciertas comunicaciones en cualquier momento llamando a NEMS
al (415) 391-9686.

| acknowledge that | have received a copy of the NEMS Member Handbook and

Patient initial have read, understand, and had the opportunity to ask questions about the
iniciales del paciente
contents of the handbook.
Declaro haber recibido una copia del Manual para Miembros de NEMS y que he leido,
entendido y tenido la oportunidad de hacer consultas sobre el contenido de dicho

manual.
The Open Payments database is a federal tool used to search payments made
Patient initial by drug and device companies to physicians and teaching hospitals. It can be

iniciales del paciente £ 1nd at https://openpaymentsdata.cms.gov.

La base de datos Open Payments es una herramienta federal utilizada para buscar pagos
realizados por compaiias farmacéuticas y de dispositivos a médicos y hospitales
universitarios. Se puede encontrar en https://openpaymentsdata.cms.gov.

NEMS participates in an electronic health information exchange (“HIE”), called,

Patient initial "Care Everywhere," which allows other health care providers that use Care
iniciales del paciente Everywhere to access information from your electronic medical record for
continuity and coordination of your care. All information contained in your
electronic medical record will be shared through Care Everywhere, including
information related to sensitive services, unless we are required to restrict such
information. Psychotherapy notes, information related to drug and alcohol
abuse, diagnosis or treatment, and information related to sensitive services that
NEMS is required to restrict will not be shared without a separate authorization
from you. For more information on how we share your information through
HIEs, please see our Notice of Privacy Practices. You may opt-out of Care
Everywhere and any other HIEs that NEMS participates in by contacting NEMS
Health Information Services at (415) 391-9686 or submitting a Health
Information Exchange Opt-Out form.

NEMS participa en un Intercambio de Informacién de Salud ("HIE") de forma electrdnica,
llamado "Care Everywhere", que permite a otros proveedores de atencidon médica que
usan Care Everywhere acceder a la informacion de su registro médico electrénico para la
continuidad y coordinacidén de su atencién. Toda la informacidn contenida en su registro
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REGISTRATION FORM
FORMULARIO DE INSCRIPCION

médico electrdnico se compartirad a través de Care Everywhere, incluida la informacion
relacionada con servicios confidenciales, a menos que estemos obligados a restringir
dicha informacion. Las notas de psicoterapia, la informacién relacionada con el abuso de
drogas vy alcohol, el diagndstico o el tratamiento, y la informacion relacionada con los
servicios confidenciales que NEMS debe restringir no se compartiran sin una autorizacion
por separado de parte de usted. Para obtener mas informacion sobre como compartimos
su informacidn a través de HIE, consulte nuestro Aviso de Practicas de Privacidad. Puede
optar por no participar en Care Everywhere y cualquier otro HIE en el que NEMS participe
comunicandose con NEMS Health Information Services al (415) 391-9686 o enviando un
formulario de exclusion del servicio de Health Information Exchange (“HIE”).

Signature of Patient or Legal Representative* Date
Firma del paciente o representante legal Fecha
Name of Legal Representative Relationship of Legal Representative
Nombre del representante legal Relacidon del Representante Legal
Signature of Witness (Required if patient is unable to sign) Date
Firma del testigo (se requiere si el paciente no puede firmar) Fecha

Notes:

*Text messages are not encrypted and may be read or intercepted by someone else. If someone has your phone, they may be able
to read your messages.

Los mensajes de texto no estan encriptados y pueden ser leidos o interceptados por otra persona. Si alguien tiene su teléfono, es
posible que pueda leer sus mensajes.

** Standard text message, data, and minute usage rates from your mobile or internet service provider may apply.

Es posible que se apliquen tarifas estandar de uso de mensajes de texto, datos y minutos de su proveedor de servicios méviles o de
Internet.

STAFF USE ONLY: |If the patient refused to sign or initial all the acknowledgement statements, please check box, initial, and date:

[ |REFUSALTOSIGN  Staff Initials: Date: / /
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18] NORTH EAST NON-DISCRIMINATION DISCLOSURE &
o NOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE

R oE & & F 0 SERVICES AND AUXILIARY AIDS AND SERVICES
a californiaheadth.center Revised 11/2024

North East Medical Services (NEMS) complies with applicable Federal civil rights laws and does not
differentiate, exclude, or discriminate against any individual on the basis of race, color, creed, religion
(e.g., religious dress and grooming practices), age (e.g., those over 40), sex/gender (e.g., sex
characteristics, intersex traits, pregnancy, childbirth, breastfeeding and/or related medical conditions),
gender identity, gender expression, sexual orientation, sex stereotypes, marital status, medical condition
(e.g., genetic characteristics, cancer or a record or history of cancer), military or veteran status, national
origin (e.g., limited English proficiency, language use and possession of a driver’s license issued to
persons unable to prove their presence in the United States is authorized under federal law), ancestry,
disability (e.g., mental and physical, including HIV/AIDS, cancer, and genetic characteristics), genetic
information, retaliation for reporting patient abuse in tax-supported institutions, enrollment in a Health
Benefit Plan, state of health, need for health services, status as a litigant, status of a Medicare or Medicaid
beneficiary, source of payment for care, or any other basis prohibited by law.

NEMS:
e Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and
services to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (e.g., large print, audio, accessible electronic formats,
other formats).
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages
If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance
services, contact NEMS Member Services Department at 415-391-9686 ext. 8160.

How to file a grievance with NEMS How to file a grievance with U.S. Department of
If you believe that NEMS has failed to provide these Health and Human Services, Office of Civil Rights
services or discriminated in another way based on You can also file a civil rights complaint with the

any of the characteristics listed above, you can filea U.S. Department of Health and Human Services,
grievance with NEMS Member Services. If you need  Office for Civil Rights

help filing a grievance, NEMS Member Services e By phone: Call 1-800-368-1019 (TTY 711 or 1-
Department is available to help you. 800-537-7697)
e By phone: Call 415-391-9686 ext. 8160 e By mail: Fill out a complaint form or send a
e By mail: Call us at 415-391-9686 ext. 8160 and letter to:
ask to have a form sent to you. U.S. Department of Health and Human Services
e In Person: Visit the NEMS Member Services 200 Independence Avenue, SW
Department. Room 509F, HHH Building
You may also contact the NEMS Civil Rights Washington, D.C. 20201
Coordinator Complaint forms are available at:
Attn: NEMS Section 1557 Coordinator http:www.hhs.gov/ocr/office/file/index.html
North East Medical Services e Online: Visit the Office of Civil Rights Complaint
1520 Stockton Street Portal at:
San Francisco, CA 94133 https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

NEMSSection1557@nems.org

This notice is available at: nems.org
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B g B & =

a californiahealtli’ center

Spanish ATENCION: Si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia linglistica. También estan
disponibles de forma gratuita ayuda y servicios auxiliares
apropiados para proporcionar informacién en formatos
accesibles. Llame al 415-391-9686 ext. 8160 (TTY: 1-800-735-
2929) o hable con su proveedor.

Chinese JX& * (IR EERLF L » FAFTA AR TR ik e E5E
S Bk - A DIR B iR LS S AV T H SR - DL
SRR TR LS, - S5ECEE 415-391-9686 ext. 8160 (TTY:
1-800-735-2929 ) ERELHISRHEE S 3.

Vietnamese LU'U Y: N&u ban nai tiéng Viét, chuing tdi cung
cap mién phi cac dich vu ho trg ngdn ngit. Cac hd tro dich vu
phU hop dé cung cap théng tin theo cac dinh dang dé tiép

can cling dwoc cung cap mién phi. Vui long goi theo s6 415-
391-9686 ext. 8160 (Nguoi khuyét tat: 1-800-735-2929) hodc
trao d6i véi ngudi cung cap dich vu cta ban.”

Korean 9]: [3t=70]]1 5 ALE-3IA &= A5 5 o] A1
AMH|2E o] &35 = dF U o] & 7tedt dA o w
AHE AFee A B 7| F LA AE FEE
A& Y t}. 415-391-9686 ext. 8160 (TTY: 1-800-735-
2929) ©. 2 A 8} 3} AL A 8] 2 AT A 9]
B3t A .

Persian 4asi: Kl 4 ()b ol G oS cland (1801 ) S
U_ﬂ_u 0 O yed Gaaladd Otinad SaSla }QLAA.A‘;.ASQ._\MUALS“)QA_‘\\J\
ileSal o il gla JuB (s 40y gea G 53 (i Gl b

o e 415-391-9686 13128160 (TTY: 1-800-735-2929) (s
Japanese ’F : HAGE A5 S N 556 ~ RO FE L%
H—E A& THHWEETES - 7 72> 70 (GED
DHRHTE S L ORI N ) R TlEmaiZEtd
% 12 DEYVL A0 — E A IEEIT THIA L
1212 F £ 9 - 415-391-9686 ext. 8160 (TTY: 1-800-735-
2929) ¥ THEFES L& W o it~ THHDEEEIZ
THELC &,

Armenian NFGUANFE3NFL. Gt fununwd e hwjtpbl,
AnLe Jwnpnn Ge oqunnyb| |IGgwywl wowlgniejwl
wuydbwn dSwnwjncpnluutphg: Uwwskih allwswihtpny
inbtnGlwunynieintu inpwdwnnbint hwdwwwunwupuwlu
odwlnwly Uhongubpu nL dwnwjnieintulubpp Unyluwbtu
npwdwnpynud GU wuydbwn: Q2wluqwhwpbpe 415-391-9686
ext. 8160 htnwhunuwhwdwpny (TTY' 1-800-735-2929) Ywu
hunutp 2tp Jwunwlwpwph hGwn:

Arabic ©leds U dgiiud (doyal Al Guss cuS 13): duds

A9 Al Wlodsg Buslune Jlug 19935 LS. ddlrall dygalll Buclunall
-391-415 @ Je Juail. Blane L] g gl! 8oy olleiiy ologlaall
9686 ext. 8160 (1-800-735-2929) deusdl adia J] Esuss oi",

>
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NOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE

SERVICES AND AUXILIARY AIDS AND SERVICES
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Thai vanuwia: wnaalgamn vy
iIfiusmsanuTismaosumeng wenannil
faflidasfiouazusnisthumaaiie Wdaya lusUuuuiihas el
av LildoenTd7e Tusaluséinsio 415-391-9686 ext. 8160
(TTY: 1-800-735-2929) niovsnunelTwusnisvoma”
Tagalog PAALALA: Kung nagsasalita ka ng Tagalog,
magagamit mo ang mga libreng serbisyong tulong sa wika.
Magagamit din nang libre ang mga naaangkop na auxiliary na
tulong at serbisyo upang magbigay ng impormasyon sa mga
naa-access na format. Tumawag sa 415-391-9686 ext. 8160
(TTY: 1-800-735-2929) o makipag-usap sa iyong provider.
Punjabi fimis fe€: 7 3T UAs 982 J, 37 393 B9 He3

AEddl YT'6 II6 B ga= YId Ao AUS W3 AT
g He3 g QusET Jemit I8 | 415-391-9686 ext. 8160
(TTY: 1-800-735-2929) @wa?rﬂm{ruéq??wa’rs
FJI”

Hindi &ameT &: I1f; 319 fgel sterd &, ot 3maeh fore 9ok
HTNT TG HATU IUCTSE Blcil © | FoTeT Tedl & SiTeTehiy
SETeT &Y o foTU SUYeF TETIeh ATEeT 3R ey 8t
foT:Q[eh 3UcTstr 1 415-391-9686 ext. 8160 (TTV: 1-800-735-

2929) 9X el Y JT 39T TeTdT & a1 HL|”

Hmong LUS CEEV TSHWIJ XEEB: Yog hais tias koj hais Lus
Hmoob muaj cov kev pab cuam txhais lus pub dawb rau koj.
Cov kev pab thiab cov kev pab cuam ntxiv uas tsim nyog
txhawm rau muab lus ghia paub ua cov hom ntaub ntawv uas
tuaj yeem nkag cuag tau rau los kuj yeej tseem muaj pab
dawb tsis xam tus nqi dab tsi ib yam nkaus. Hu rau 415-391-
9686 ext. 8160 (TTY: 1-800-735-2929) los sis sib tham nrog
koj tus kws muab kev saib xyuas kho mob.”

Khmer &6l GH S/ (USIOEASUNW
Mgl
IINAYRSWMNSSSSIGSSUEUHSY S8W
SmiwhmgiguthmMINwSugy]
SHAMIBUASESMUSERIZUMGTGUNDCHTS
SHGIFTSINWSSASIgRRIEN wigiugisi41s-
391-9686 ext. 8160 (TTY: 1-800-735-2929)
USUNwisimMSEANUINIUaI ST

Russian BHUMAHMUE: Ecnu Bbl roBOpUTE Ha PYCCKUIA, Bam
[OCTYNHbI 6ecnnaTHble YCNYTU A3bIKOBOW NOAAEPKKMN.
CooTBeTCTBYyHOLWME BCNOMOraTe/ibHble CPeACTBa U YCAyru no
npeaocTaBaeHUI0 MHGOPMALLMM B AOCTYNHbIX dopMaTax
TaKKe npefocTasasioTca becnnatHo. No3BoHMTe No
TenepoHy 415-391-9686 ext. 8160 (TTY: 1-800-735-2929)
UM 0bpaTUTECH K CBOEMY MOCTABLUMKY YCAYT.
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