
 

 
Patient Registration Form 

Page 1 of 5  

 

Patient Registration Form 
 

 

 

 

 

Welcome to Share Ourselves! 

We are happy you have chosen us for your care. To register, please fill out as much of this form 

as you can. Some of these items help us ensure we are meeting the needs of the people we 

serve. Please tell us if you have any questions, or if you need help filling out this form.  

 

Legal Name 

 

First: ______________________ Middle: _______________ Last: _____________________ 

 

Preferred Name 

 

First: ___________________ Middle: __________________ Last: ____________________ 

 

Preferred pronouns: 

 

☐ She/her/hers ☐ He/him/his  ☐ Other: ____________________ 

☐ Use preferred name only ☐ Decline to answer   

 

Birth 

 

Date of birth (month/day/year): _______________________ Age: ______________________ 
 

Social Security Number (if you have one): ___________________________________________ 
 

Individual Taxpayer Identification Number (if you have one): ____________________________ 
 

Sex assigned at birth: ☐ Female ☐ Male ☐ Unknown ☐ Intersex 

 ☐ Choose not to say 

 

☐ Not listed on birth certificate 

Address 

 

Street Address: ____________________________________ 

 

Unit/Space/Apt. #: __________ 
 

City: ________________________________ State: _______ Zip Code: ________________ 

Contact Information 

 

Best phone number: __________________________ 

 

Can we leave messages?: ☐ Yes  ☐ No 

Is this phone number: ☐ Work   ☐ Home   ☐ Mobile   ☐ 

Other____________________________ 
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Other phone number: _________________________ 

 

Can we leave messages?: ☐ Yes  ☐ No 

 

Is this phone number: ☐ Work   ☐ Home   ☐ Mobile   ☐ Other ___________________________ 

 

Preferred language: ☐ English     ☐ Spanish     ☐ Other 

_________________________________ 

 

Do you need translation help?:  ☐ Yes     ☐ No 

 

How can we reach you? Choose all that apply: 

 

☐  Telephone     ☐ Text     ☐ In writing     ☐ Patient portal     ☐ Email 

 

If you choose email or patient portal, please list your email address: 

 

_____________________________________________________________________________ 

Marital Status 

 

Marital status: ☐ Single     ☐ Married     ☐ Separated     ☐ Divorced     ☐ Widowed 

 

☐ Domestic partnership   ☐ Significant other 

 

Emergency Contact 

 

For patients under 18, this must be different from the parent(s) or legal guardian(s) below. 

 

First name: ____________________________ Last name: ____________________________ 

 

Relationship: ___________________________ Phone number: _________________________ 

 

Is this phone number:   ☐ Work   ☐ Home    ☐ Mobile    ☐ Other_________________________ 
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For Patients Under 18: Parent(s) or Legal Guardian(s) 

 

☐ Mother  or 

                     

 

_________________________ 

First name 

 

__________________________ 

Last name 

☐ Legal guardian 1 
 
    

______________________ 
    Relationship 

 

 

_________________________ 

Date of birth 

 
 
__________________________ 
Social Security Number or 
Individual Taxpayer 

Identification number 

 

Street address: ____________________________________ 

 

Unit/Space/Apt. #: __________ 

City: ______________________________ State: ________ Zip code: ________________ 

Best phone number: ____________________ Can we leave messages?: ☐ Yes  ☐ No 

 

Is this phone number: ☐ Work   ☐ Home   ☐ Mobile   ☐ 

Other____________________________ 

 

Other phone number: ___________________ 

 

Can we leave messages?: ☐ Yes  ☐ No 

 

Is this phone number: ☐ Work   ☐ Home   ☐ Mobile   ☐ 

Other____________________________ 

 

☐ Father  or 

                     

 

_________________________ 

First name 

 

__________________________ 

Last name 

☐ Legal guardian 2 
 
    

______________________ 
    Relationship 

 

 

_________________________ 

Date of birth 

 
 
__________________________ 
Social Security Number or 
Individual Taxpayer 

Identification number 

 

Street address: ____________________________________ 

 

 

Unit/Space/Apt. #: __________ 

City: ______________________________ State: ________ Zip code: ________________ 

Best phone number: ____________________ Can we leave messages?: ☐ Yes  ☐ No 

 

Is this phone number: ☐ Work   ☐ Home   ☐ Mobile   ☐ 

Other____________________________ 

 

Other phone number: ___________________ 

 

Can we leave messages?: ☐ Yes  ☐ No 

 
Is this phone number: ☐ Work   ☐ Home   ☐ Mobile   ☐ 

Other____________________________ 
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Because Share Ourselves is a Federally Qualified Health Center (FQHC), we must collect the 

information below. This helps us provide health care and sliding fee discounts to patients who 

qualify. We will keep your answers private. 

 

Household Information 

 

How many people live in your home? 

(Include only yourself and family members you are financially 

responsible for.) 

 

______________________ 

What is the total combined income of the family members included 

in the last question? 

 

______________________ 

☐ Monthly  ☐ Yearly 

Would you like to know if you are eligible for our sliding fee 

discount program? 

☐ Yes       ☐ No 

 

Insurance Information 

 

Tell us about the patient’s health insurance. Please provide the patient’s insurance card at the 

time of check in. 

 

Does the patient’s or parent’s 

employer offer medical or 

dental insurance? 

Has the patient ever applied 

for any medical or dental 

insurance? 

If yes, what has the patient 

applied for? 

☐ Yes       ☐ No ☐ Yes       ☐ No ☐ Medi-Cal       ☐ MSN 

  ☐ Emergency Medi-Cal 

  ☐ Medicare       

☐ Other: 

_________________ 

What insurance does the 

patient have now? 

________________________ 

Health plan name 

________________________ 

Member ID 

Work Information 

. 

Work status: ☐ Full time ☐ Part time ☐ Full time student ☐ Part time student 

 ☐ Unemployed ☐ Retired ☐Disabled ☐ Under 18 

 

Job: _________________________________________________________________________ 
 

Does anyone in the home do farm work? 

 

☐ Yes     ☐ No 

If yes, check all that apply: 

☐ Farm worker who moves to follow farm work 

☐ Seasonal farm worker (main job is farm work, 

but does not move to follow it) 

Is the patient a veteran?  ☐ Yes     ☐ No  
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More Information 

 

Gender Identity ☐ Female   ☐ Male  ☐ Transitioned Person  ☐ Choose not to say 

 ☐ Other (specify): ____________________________________ 

 
 

Sexual Orientation ☐ Straight (heterosexual)   ☐ Bisexual   ☐ Gay  ☐ Lesbian 

 ☐ Pansexual   ☐ Choose not to say 

 ☐ Other (specify): ____________________________________ 

 

 

Ethnicity ☐ Cuban  ☐ Mexican/Mexican-American/Chicano(a) 

☐ Mulitple Hispanic/Latino(a)/Spanish Origins 

☐ Non-Hispanic/Non-Latino(a)  ☐ Puerto Rican 

☐ Another Hispanic/Latino(a)/Spanish Origin ☐ Unknown    

☐ Choose not to say 

 

Race ☐ Alaskan Native  ☐ American Indian  ☐ Asian Indian 

☐ Black/African American  ☐ Chinese  ☐ Filipino  ☐ Korean 

☐ Guamanian or Chamorro  ☐ Japanese  ☐ Native Hawaiian 

☐ Other Asian  ☐ Other Pacific Islander  ☐ Vietnamese   

☐ Samoan  ☐ White ☐ Unknown  ☐ Choose not to say 

☐ Other (specify): ____________________________________ 

 

 

Highest Level of Education 

Completed 

☐ Does not apply   ☐ Did not complete high school  

☐ High school  ☐ Some college/Associate’s degree 

☐ Bachelor’s degree or higher 

 

 

Living Situation ☐ Homeless shelter  ☐ Street  ☐ Transitional housing   

☐ Doubling up  ☐ Permanent supportive housing  

☐ Not homeless/not receiving assistance  ☐ Other 

 

 

How did you hear about 

us? Check all that apply. 

☐ Insurance assigned me   ☐ Community event/fair 

☐ Family or friend   ☐ Share Ourselves patient referral 

☐ Hospital/doctor’s office   ☐ Share Ourselves employee 

☐ El Sol Academy/student/family   ☐ Automated phone invite 

☐ Share Ourselves called me   ☐ Ad   ☐ Brochure  ☐ 211 

☐ Hoag Family Resource Center   ☐ Social media 

☐ Share Ourselves community event  ☐ Yelp   ☐ Google ad 

☐ Share Ourselves website 

☐ Other (specify): 

_____________________________________ 
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General Consent for 
Treatment 
 
 
 
Share Ourselves needs your permission to give reasonable and needed exams, tests, and 
treatments. This consent will stay in effect and will continue to apply to future services until you 
revoke it in writing. Please read the statements below carefully. 

I understand: 
 

 This General Consent for Treatment applies to: 
o All Share Ourselves care facilities, divisions, programs, departments, and units. 
o General services meant to diagnose health problems. 
o Routine procedures (like lab work and EKGs) meant to treat health problems. 
o Other non-invasive procedures deemed needed for my care or in my best interest. 

 
 Sometimes, Share Ourselves may ask me to sign more consent forms (called “informed 

consents”) if non-routine or more invasive procedures are advised as part of my treatment. 
 

 Share Ourselves can’t advise any treatment for me until I’ve been assessed by a licensed 
healthcare provider. 
 

 I have the right to ask questions about anything I don’t understand as it pertains to my 
health care. I have the right to discuss the purpose, potential risks, and benefits of any test 
or treatment with my provider. 
 

 Rarely, my provider may ask to take photos as part of my care (such as when I have a rash 
or wound). These photos are taken in a secure way. They are stored in a secure way in my 
electronic health record. 
 

 The practice of medicine is not an exact science. Share Ourselves can’t make any guarantee 
or promise to me about the results of any procedures or treatments. 
 

 I may get care from various types of providers. These include, but aren’t limited to, medical 
doctors, doctors of osteopathy, and nurse practitioners. 
 

 Share Ourselves is a learning place. Sometimes, residents, interns, and other types of 
students may be involved in my care. All such staff are appropriately educated, licensed, or 
certified. Suitable Share Ourselves providers supervise students. If I don’t wish to be 
treated by residents, interns, or other types of students, I have the right to decline their 
services at any time. 
 

 Other Share Ourselves staff may help with my care at the direction of my care provider. 
These include, but aren’t limited to, nurses, medical assistants, and medical scribes. 
 

 I am free to refuse individual treatments at any time. 
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By signing below, I confirm I have read, fully understand, and agree to the information 
above. Any questions I had about the content of this document have been answered. 

Who is signing this form? Indicate with a  mark: 

  Patient   Parent/Legal Guardian (if patient is a minor)  Authorized 
Representative 
 

______________________________
Print Name 

__________________________ 
Signature 

_________________
Date 

 

For Office Use Only 
 

Verbal Consent 
For use only if the patient and/or the patient’s authorized representative requires assistance 

reading this form. 
 

This document was read on _______________________ to the patient mentioned above (or to 
the patient’s authorized representative) by: 
 
______________________________
Print Name 

__________________________
Signature 

_________________ 
Date 
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Paying for Services — 
Agreement 
 
 
 
This document explains the payment policy for Share Ourselves services. Please read it carefully. 
Share Ourselves will not deny any patient access to our services based on inability to 
pay. 
 
Paying for Services 

 
You must pay all fees for the Share Ourselves services you receive. These fees include co-
payments, deductibles, and bills that are past due. These fees are due at the time of service. By 
signing below, you agree that: 

 You and your provider decide which Share Ourselves services you need. 
 You will pay for the Share Ourselves services you receive. 

 
Questions About Your Account 

 
If you have questions about bills, payments, or other issues with your account, please contact the 
Share Ourselves billing company: 

 OCHIN Billing Services: (833) 561-1986 
 
Trouble Paying for Services 

 
If you have concerns about your ability to pay for your services, please contact Share Ourselves’ 
Billing Department right away. Share Ourselves has an established sliding fee schedule for which 
you may qualify. 

 Share Ourselves Billing Department: (949) 536-3979 
 

You might get a Share Ourselves bill by email or on paper. The bill will list any Share Ourselves 
services you received. 
 
If you get a bill from Share Ourselves, you must pay it within 30 days. If we don’t get your 
payment within 30 days, we will send you a reminder notice. 
 
To pay a bill that is past due, call: 

 OCHIN Billing Services: (833) 561-1986 
 Or visit your local Share Ourselves clinic 

 
If You Have Insurance 

 
If you have health insurance, we want to help you get the most from it. But to do this, we need 
your help: 

 Your Duty. You must find out what services your health insurance pays for. You must also 
find out the requirements of being covered. For instance, you might need to get the 
insurance company’s OK in advance before you can receive certain services. 

 Our Duty. We will bill your insurance company for the services it pays for. And we will 
remind you to meet the requirements of being covered. If your insurance company tells us 
you owe a fee, Share Ourselves will bill you directly. 
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We will gladly discuss your proposed treatment and answer questions about your health insurance. 
But by law, your health insurance is a contract between you and the insurance company. The law 
requires us to collect fees from you and to send certain facts about you to your insurance company. 
 
By signing on the next page, you agree that, except for any contract you may have with a 
third-party payer (like a health insurance company), you must pay for the services you 
get. 
 
Health Insurance Benefits 

 
By signing below, you agree to the following: 

 Your insurance company may pay Share Ourselves directly for insurance benefits and 
hereby assign such benefits. 

 This payment shall free the insurance company of any and all duties under a policy to the 
extent of such payment. 

 As a Share Ourselves patient, you must pay for charges not covered by this assignment. 
 Full payment is due at the time of service, unless otherwise arranged or required by law. 

 
Release of Information to Get Payment 

 
By signing below, you agree to the following: 

 Share Ourselves may release any and all information or documentation to all parties related 
to getting your insurance benefits for claims sent by Share Ourselves for you. 

 Your signature on this document allows your provider and all required parties to send claims 
to get benefits for services rendered without getting your signature on each and every 
claim. You will be bound on each claim as if you had signed it. 

 If you wish to withdraw this release of information to get payment in the future, you must 
do so in writing. 

 
By signing below, I confirm I have read, fully understand, and agree to the information 
above. Any questions I had about the content of this document have been answered. 

Who is signing this form? Indicate with a  mark: 

  Patient   Parent/Legal Guardian (if patient is a minor)  Authorized 
Representative 
 

______________________________
Print Name 

__________________________ 
Signature 

_________________
Date 

 
For Office Use Only 

 
Verbal Consent 

For use only if the patient and/or the patient’s authorized representative requires assistance 
reading this form. 

 
This document was read on _______________________ to the patient mentioned above (or to 
the patient’s authorized representative) by: 
 
______________________________
Print Name 

__________________________
Signature 

_________________ 
Date 
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Sliding Fee Discount 
Application 
 
 
 

It is the policy of Share Ourselves to provide essential services regardless of the patient’s 
inability to pay. Discounts are offered based on family size and annual household income 
regardless of insurance coverage. Pleased complete the following information and return it to 
Share Ourselves to determine if you or members of your family are eligible for a discount. The 
discount will apply to all medically necessary services received at Share Ourselves, but not 
those services or equipment that are purchased from outside the health center or that may be 
considered essential services. This form must be completed annually, or if your financial 
status changes, to continue to receive discounts. 

 
NAME 
 
 

SOCIAL SECURITY OR ITIN #
 

STREET 
 
 

CITY STATE ZIP PHONE 

RESPONSIBLE PARTY (For payment) 
 
 

MARITAL STATUS (Single, Married, Domestic Partner) 

 
Please list spouse/domestic partner and all members of your family. 
(See page 2 for definition of family. Attach additional pages if needed.) 

NAME DATE OF BIRTH NAME DATE OF BIRTH 
Self 
 
 

 Family Member  

Spouse/Domestic 
Partner 
 
 

 Family Member  

Family Member 
 
 

 Family Member  

Family Member 
 
 

 Family Member  

Family Member 
 
 

 Family Member  

Family Member 
 
 

 Family Member  
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Annual Income 
(See page 3 for definition of income.) 

SOURCE SELF SPOUSE/DOME
-STIC PARTNER OTHER TOTAL 

Gross wages, salaries, 
tips, bonuses, etc. 

    

Income from business, 
self-employment, and 
dependents 

    

Unemployment 
compensation, workers’ 
compensation, Social 
Security Payments, 
public assistance, 
veterans’ payments, 
survivor benefits, 
pension or retirement 
income. 

    

Interest, dividends, 
rents, royalties, income 
from estates, trusts, 
educational assistance, 
alimony, assistance from 
outside the household, 
and other miscellaneous 
sources. 

    

TOTAL INCOME     
 
NOTE: Copies of tax returns, paystubs, or other information may be used to demonstrate 
income or you may sign a self-declaration form. Self-declaration is attached. 
 
I certify that the family size and income information show above is true and correct. 
 
Name (Print) _________________________________________ 
 
Signature ____________________________________________ Date _________________ 
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Important Definitions 
 

For the purposes of the Sliding Fee Discount Program (SFDP) Family is defined as: A group of two 
or more persons related by birth, marriage, domestic partnership, adoption, or foster care who live 
together for at least half of the year (or would be, if not incarcerated, in foster care, residing in a 
long-term care facility, attending school or deployed by the military). Individuals who are not 
related and occupy the same housing unit, such as roommates, are not considered family 
members. 
 
For the purposes of the SFDP income is defined as: Modified adjusted gross income is calculated 
according to Medi-Cal guidelines. Countable income includes gross salary/wages, tips, capital 
investments, alimony, unemployment benefits, workers compensation benefits, pensions and 
passive or active monetary gain. Child support, Supplemental Security Income (SSI) and welfare 
benefits are not included. Net income of business or self-employment earnings is included. 
 
For the purposes of the SFDP the following are examples of acceptable as proof of income: 

 Two (2) most recent pay stubs 
 Letter from employer on company letterhead stating hours worked per week and pay per 

hour 
 Prior year tax return (including Schedule C, if applicable); 
 Social Security Statements 
 Court-ordered child support or alimony 
 Unemployment check stubs 
 Bank Statements 
 Self-declaration of income under penalty of perjury 
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Patient Self-declaration 
of Income 
 
 
 

PATIENT INFORMATION 
NAME 
 
 

DATE OF BIRTH 

STREET 
 
 

CITY STATE ZIP PHONE 

Declaration of Employment: 
 
I, ____________________________, declare that I am presently: [ ] employed [ ] unemployed.
 
If employed, my employer’s name is: _______________________________________________ 
 
Employer’s phone number: _______________________________________________________ 
 
Employer’s address: ____________________________________________________________ 
 
I declare that my household income last [ ] month or [ ] year was $_______________. 
 
I understand that sources of income include, but are not limited to, the following: employment 
by other(s), retirement funds, unemployment compensation, alimony, social security income, 
assets, workers’ compensation, pensions, educational grants/ work-study, disability, self-
employment income, union benefits, family support, as well as any other source not listed above.
 
Patient Statement 
I certify, under penalty of perjury that the information contained above is complete and accurate 
to the best of my knowledge. I understand that I am signing this statement under penalty of 
prosecution if I knowingly give false information, which results in assistance received for which I 
am not eligible. 
 
Patient Signature: ___________________________________________ Date: _____________ 
 
For Minors 
If the person signing is under age 18, there must be consent by a parent or guardian, as follows:
 
I hereby certify that I am the parent or guardian of _____________________________, named 
above, and do hereby give my consent without reservation to the foregoing on behalf of this 
person. 
 
Parent/Guardian Signature: ___________________________________  Date: _____________ 
 
Share Ourselves Staff Verification: 
Share Ourselves Staff Name (Print): ________________________________________________
 
Share Ourselves Signature: ___________________________________ Date: ______________
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What does it mean to be a whole-person care agency? 

As a whole-person care agency, Share Ourselves believes the best way to care for people is to 

give them more than just medical care. We know that services like dental care, behavioral 

health care, and more, are important to overall health. Our goal is to give many of these 

important services in a planned and linked way. 

You Have the Right To 

Bill of Rights and Duties 
 

 

 

 

 

• Be treated with dignity and respect. 

o Not to be treated differently because of your sex, sexual orientation, age, race, 
color, religion, ethnicity, or ability. 

o Open and honest communication in a language you understand. 

o A relationship with your health care provider that is caring and based on kindness. 

• Care and wellbeing of the whole person. 

o Get care for your body, mind, and spirit. 

o Patient-centered care that suits the mission and values of Share Ourselves. 

o Health care that focuses on prevention and wellness. 

o Involve spirituality, religion, and/or personal beliefs in your care. 

• Be an active partner in your care. 
o Play an active role in your care to the extent allowed by law. For instance, you have 

the right to say no to any tests, treatments, or care offered to you. 

o Let your family work closely with your health care team to ensure you have well 

planned care. 

o Challenge any choice you don’t agree with by making a complaint or appeal. 

o Get a second opinion if  you wish. 

o Tell us if  the information in your health record is wrong or incomplete. 

• Get information. 

o Get timely facts about your health and health status so you can make informed 
choices about your care. Except in an emergency, we will tell you about procedures, 

treatments, and the medical risks involved. We will also tell you who will do a 

procedure or treatment. 

o Know the names and titles of all Share Ourselves team members involved in your 
care. 

o Know in advance what you will pay for your services. 
o Get a copy of your health record. (Note: It will take time for us to fulf ill your 

request.) 

o Understand any forms you are asked to sign. 

• Have privacy. 

o Keep facts about you private. Except as allowed by law, Share Ourselves can’t share 
facts about you unless you agree in writing. 
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Share Ourselves Has the Duty To 

 

 

• Treat Share Ourselves team members with dignity and respect. 

o Refrain from treating them in a hostile, threatening, or vulgar manner. 
o Be free from the inf luence of any alcohol or illegal drugs while on Share Ourselves 

property. 

• Be an active partner in your care. 

o Work closely with your care team to plan your care. This includes setting goals that 
you all agree on. 

o Understand the advice you get and ask questions when needed. 

• Give us information. 

o Show us your identif ication and/or insurance card at each visit. This helps us make 
sure we have the right health record. 

o Tell us about any changes to your address, phone number, insurance coverage, or 
income. 

o Tell us about your health history. This includes facts about hospital stays and any 
medicines you take. 

o Tell us about any problems your treatments are causing. 

o Tell your care team when you need ref ills. 

o Tell us what care you want, and what care you don’t want. We can give you 
examples of how to make an Advance Health Care Directive, if  you’d like.  

o Tell us if  your health record is wrong or incomplete. 

o Fill out required documents, such as insurance forms. 

• Get needed care. 

o Go to scheduled visits on time. Call us if  you are going to be late or need to cancel. 
We can help you reschedule your visit. 

o Follow the care plan that you and your care team made together. This includes taking 
your medicines as prescribed. 

o Work to make healthy choices. 
o Complete tests (like labs, x-rays, and EKGs) and see specialists in a timely way when 

needed 
 

• Work with you to promote your health and wellness. 

• Give you custom care that f its your needs. 

• Communicate with you in a language you understand. 

• Be open and honest about treatment plans for your care. 

• Advise you of any research or education projects that affect your care or treatment. 

• Protect your privacy and personal health information. 

• Treat you with respect, even when there is no cure for your health problem. 

• Give you details about any services we charge you for. 

You Have the Duty To 
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Code of Conduct — 
Agreement 
 
 
 
Share Ourselves aims to give the highest quality care and help to all. We strive to maintain a 
welcoming and safe space for excellent patient and client care. The partnership between Share 
Ourselves and our patients and clients requires us to work together and treat each other with 
respect. This is an agreement between (print name) ___________________ and Share Ourselves. 

 

The following will not be allowed on Share Ourselves property: 

 Violence, threats, harassment, or weapons 
 Actions that create a safety risk 
 Sexual misconduct (such as exposing yourself or using offensive sexual language) 
 Language that is obscene, abusive, or not respectful 
 Disturbing the peace 
 Alcohol or illegal drugs 
 Being under the influence of alcohol or illegal drugs 
 Smoking or vaping within 25 feet of windows and doors 
 Misusing or harming Share Ourselves property 
 Wearing inappropriate clothes (such as clothes with offensive words or pictures) 
 Littering 
 Loitering, lingering, or idling 

It is my duty to: 

 Treat Share Ourselves team members with dignity and respect. 
 Bide by this Code of Conduct Agreement. 
 Be an active partner in my care. 
 Follow all rules for setting and cancelling visits. For instance, I must call at least 24 hours in 

advance if I need to cancel. 

By signing below, I confirm I have read, fully understand, and agree to the information 
above. Any questions I had about the content of this document have been answered. 
Who is signing this form? Indicate with a  mark: 

  Patient   Parent/Legal Guardian (if patient is a minor)  Authorized 
Representative 

______________________________
Print Name 

__________________________ 
Signature 

_________________
Date 

For Office Use Only 
 

Verbal Consent 
For use only if the patient and/or the patient’s authorized representative requires assistance 

reading this form. 
 

This document was read on _______________________ to the patient mentioned above (or to 
the patient’s authorized representative) by: 
______________________________
Print Name 

__________________________
Signature 

_________________ 
Date 
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Notice of Privacy Practices 
 

 
Our Pledge Regarding Protected Health Information 

 We understand that information about you and your health is personal. We are committed 
to protecting the privacy of your protected health information. 

 We create a record of the care and services you receive at Share Ourselves, and we may 
receive similar records from others. 

 We use these records to provide you with quality care and to comply with legal 
requirements. 

 This Notice tells you about the ways we may use and disclose information about you. It also 
describes your rights, and the obligations we have regarding the use and disclosure of your 
information. 

 We are required by law to do the following: 
o Make sure that information that identifies you is kept private. 
o Give you this Notice of our legal duties and privacy practices with respect to 

information about you. 
o Follow the terms of the Notice we currently have in effect. 

 
 

Who Will Follow This Notice 
This Notice describes Share Ourselves’ practices and the practices of all of the following entities: 

 Any health care professional authorized to enter information into your electronic health 
record 

 Share Ourselves Pharmacy 
 All employees, contractors, volunteers, staff, and other Share Ourselves personnel 

 
There may also be other state and federal laws that Share Ourselves and other health care 
providers will follow that provide additional protections related to: 

 Communicable disease 
 Mental health 
 Substance or alcohol abuse 
 Other health conditions 

 
 
How Share Ourselves May Use or Disclose Your Protected Health Information 
Following are the different ways we may lawfully use or disclose your protected health information. 
The examples provided in each section do not represent all the ways your protected health 
information may be used. They are only intended to generally describe situations when uses or 
disclosures may happen. 
 
 
 

This notice describes how medical information about you may be used and disclosed 
and how you can get access to this information. Please review it carefully. 
If you have questions about this notice, you may contact the Share Ourselves Privacy Officer in 
either of the following ways:  

• You can call 949-536-3987 

• You can e-mail compliance@shareourselves.org 

You can also view additional information about Notices of Privacy Practices at the following 
website: https://www.hhs.gov/hipaa/for-individuals/notice-privacy-practices/index.html 
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1. For Treatment 
a. We may use your protected health information to provide you with comprehensive 

medical, dental, pharmacy, and social services. For example: 
i. We may disclose protected health information about you to Share Ourselves 

doctors, nurses, technicians, case workers, and other Share Ourselves 
employees who are involved in providing the care you need. 

ii. We may also share your protected health information with a provider or entity 
outside of Share Ourselves in order to provide or coordinate services for you 
such as ordering outside lab work or an x-ray. 

2. For Payment 
a. We may use and disclose your protected health information to obtain payment for 

the services we provide. For example: 
i. We give your health insurance plan the information it requires before it will 

pay us. 
b. We may also contact a health insurance plan or a third-party payor about a 

treatment or service you are going to receive in the future. We would do this so we 
can obtain prior approval or to determine what your insurance plan may cover. 

3. For Health Care Operations 
a. We may use and disclose your protected health information to operate this clinic. 

These types of uses and disclosures are necessary to run Share Ourselves and 
ensure that all our patients and clients receive quality care. For example: 

i. We may use medical information to review our treatment and services and to 
evaluate the staff caring for you. 

ii. We may also combine information about many clinic patients together to 
make operational decisions, for example, to determine what additional 
services the clinic should offer, or if a certain treatment is effective. 

iii. We may also disclose information to our staff for learning and review 
purposes. 

iv. We may also compare the information we have with other clinics or 
organizations to compare how we are doing and to make improvements in the 
services and care we offer. 

v. We may remove information that identifies you from these sets of medical 
information so that others may use it without learning who the specific 
patient is. 

b. We may also share your protected health information with a third-party “business 
associate” who is assisting us with clinic operations. We have a written contract with 
each of these business associates which requires them to protect the confidentiality 
of your protected health information. For example: 

i. We might share protected health information with a billing service performing 
administrative services. 

ii. We might share protected health information with an information technology 
firm assisting us with our electronic medical record maintenance. 

4. For Health-related Benefits and Alternative Services 
a. We may use and disclose protected health information to tell you about health-

related services, benefits, or programs that might benefit you. 
b. We may also disclose protected health information to tell you about or recommend 

possible treatment options or alternatives. 
5. To Individuals Involved in Your Care 

a. We may release your protected health information to a friend or family member who 
is involved in your care or who helps pay for your care. 

i. Note: If you have given someone power of attorney, or if someone is your 
legal guardian, that person can exercise your rights, and make choices about 
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your protected health information. We will make sure the person has the 
authority, and can act for you, before we take any action. 

b. In addition, in the event of a disaster, we may disclose information about you to an 
entity assisting in a disaster relief effort. 

i. Note: California law requires that only basic information such as your name, 
city of residence, age, sex, and general condition be provided in response to a 
disaster welfare inquiry. 

6. As Required by Law 
a. We will disclose your protected health information when required to do so by federal, 

state, or local law. For example: 
i. In some circumstances the law may require your physician to report instances 

of abuse, violence, or neglect. 
7. To Avert a Serious Threat to Health or Safety 

a. We may use or disclose your protected health information when necessary to prevent 
a serious threat to your health and safety or the health and safety of the public or 
another person. Any disclosure, however, would only be to someone able to help, 
prevent, or lessen the threat. 

8. For Research Purposes 
a. Share Ourselves may participate in research projects conducted by various entities. 

All research projects are reviewed and approved through a special review process to 
protect patient safety, welfare, and confidentiality. 

b. Your protected health information may be important to research efforts and the 
development of new knowledge. We may use and disclose protected health 
information for this purpose. 

c. Research studies may be performed using information about your treatment without 
requiring informed consent. For example: 

i. A research study may involve comparing the health of patients who receive 
one medication to those patients on another medication. 

9. Public Health Activities 
a. We may disclose information about you to various public health entities for public 

health purposes. These purposes generally include the following: 
i. Preventing or controlling diseases (such as cancer and tuberculosis), injury, or 

disability. 
ii. Reporting vital events such as births and deaths. 
iii. Public health surveillance, investigations, interventions, or at the direction of 

a public health authority. 
iv. Providing it to an official of a foreign government agency acting in 

collaboration with a public health authority. 
v. Reporting child abuse or neglect. 
vi. Reporting adverse events or reactions related to foods, drugs, or products. 
vii. Notifying people of recalls, repairs, or replacements of products they may be 

using. 
viii. Notifying a person who may have been exposed to a disease or who may be 

at risk of contracting or spreading a disease or condition. 
ix. Notifying the appropriate government authority if we believe a patient has 

been the victim of abuse, neglect, or domestic violence, and make this 
disclosure as required or authorized by law. 

10.  Health Oversight Activities 
a. We may disclose protected health information to governmental, licensing, auditing, 

and accrediting agencies for activities authorized by federal and California law. 
11.  Lawsuits and Other Legal Actions 

a. We may disclose information about you in response to a court or administrative 
order, or in response to a subpoena, discovery request, warrant, summons, or other 
lawful proceeding. 
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12.  Law Enforcement 
a. We may disclose your protected health information to law enforcement officials upon 

their request, for any of the following reasons: 
i. In response to a court order, subpoena, warrant, investigative demand, or 

other similar process. 
ii. To help identify or locate a suspect, fugitive, material witness, or missing 

person; about the victim of a crime if, under certain limited circumstances, we 
are unable to obtain the victim’s agreement. 

iii. About a death we believe may be the result of criminal conduct; about 
criminal conduct occurring on our premises. 

iv. In emergency circumstances to report a crime, the location of the crime or 
victims, or the identity, description, or location of the person who committed 
the crime. 

13.  Coroners, Medical Examiners, and Funeral Directors 
a. We may, and are often required by law, to disclose your protected health information 

to coroners, medical examiners, and/or funeral directors. This is done to assist these 
professionals with their investigation of death or to help them carry out their 
professional duties. 

14.  Organ and Tissue Donation 
a. We may disclose your protected health information to organizations involved in 

obtaining, storing, or transplanting organs and tissues. 
b. You may request, in writing, a restriction on how much information we share when 

responding to requests about the appropriateness of obtaining, storing, or 
transplanting organs and tissue. For example: 

i. Since HIV is usually a reason not to do these activities, you may ask us in 
writing to simply say it is not medically appropriate, without providing more 
information about the reasons why it is not appropriate. 

15.  Military, National Security, and Intelligence Activities 
a. We may disclose your protected health information to authorized federal officials for 

intelligence, counterintelligence, and other national security activities authorized by 
law. 

b. We may also release protected health information about you to federal officials so 
they may provide protection to the President, other authorized persons, or foreign 
heads of states. 

16.  Inmates 
a. If you are an inmate of a correctional institution, or under the custody of law 

enforcement officials, we may release your protected health information to the 
correctional institution or to a law enforcement official. 

b. This release would be necessary for any of the following reasons: 
i. For the institution to provide you with health care. 
ii. To protect your health and safety or the safety of others. 
iii. For the safety and security of the correctional institution. 

17.  Worker’s Compensation 
a. We may disclose your protected health information as necessary to comply with 

Worker’s Compensation laws. 
b. These programs provide benefits for work-related injuries or illnesses. For example: 

i. If your care is covered by Worker’s Compensation, we will make periodic 
reports to your employer about your condition. 

ii. We are also required to report cases of occupational injury or occupational 
illness to the employer or Worker’s Compensation insurer. 
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18.  Outreach and Fundraising Activities 
a. We will not use or disclose your protected health information in any of our outreach 

or fundraising activities. 
b. However, we may use combined demographic data about many people for such 

activities. For example: 
i. We might create a brochure to hand out at events that lists the number of 

Share Ourselves patients and provides basic demographic information about 
our patients in general. 

ii. We may also send out fundraising information to individuals who have made 
donations in the past or who may make donations in the future, and to past 
patients. 

c. If you want to exclude your personal information from being used in this way, notify 
the Privacy Officer at the telephone number or e-mail address listed at the top of this 
Notice. 

19.  Psychotherapy Notes 
a. We will not use or disclose your psychotherapy notes without your express written 

consent, except in limited circumstances related to payment, treatment, and other 
health care operations, as allowable by law. 

20.  Marketing and Sales 
a. We will never use your information for marketing purposes without first obtaining 

your express written consent. 
 

 
Your Rights Regarding Your Protected Health Information 

1. Your Right to Inspect and Copy 
a. With certain exceptions, you have the right to inspect and copy your protected health 

information. To access your protected health information, you must submit a 
request, in writing, to: 
 
Health Information Management 
Share Ourselves 
20151 SW Birch St. 
Suite 100 Newport Beach, CA 92660 
 

b. If you request a copy of this information we will provide it to you within 15 days, and 
we may charge you a reasonable fee. If there are any circumstances which prevent 
us from fulfilling your request within 15 days, we will notify you of the delay. 

c. We may deny your request under limited circumstances. If we deny your request to 
access your records, you have the right to appeal our decision. If we deny your 
request to access your psychotherapy notes, you have the right to have them 
transferred to another health professional. 

d. If your written request clearly, conspicuously, and specifically asks us to send an 
electronic copy of your medical record to you or another person or entity, and we do 
not deny the request, we will send a copy of the electronic record as you requested 
and will charge you no more than what it costs us to respond to your request. 

2. Your Right to Amend or Supplement 
a. If you feel the information that we have about you is incorrect or incomplete, you 

may ask us to amend the information or add an addendum. 
b. You have the right to seek an amendment or addendum for as long as the 

information is kept by Share Ourselves. 
c. To request an amendment or addendum, a request must be made, in writing, and 

submitted to: 
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Health Information Management 
Share Ourselves 
20151 SW Birch St. 
Suite 100 
Newport Beach, CA 92660 
 

d. In addition, you must provide a reason that supports your request. 
e. An addendum may not be more than 250 words per alleged incomplete or incorrect 

item in your record. 
f. We may deny your request for an amendment or an addendum regarding your 

protected health information or record for any of the following reasons: 
i. The request is not in writing. 
ii. The health information was not created by Share Ourselves, is not part of the 

designated record set. 
iii. The health information is already accurate and complete. 
iv. The health information is not information you are permitted to review (as 

outlined in §164.524 of the Health Insurance Portability and Accountability 
Act). 

g. If we deny your request we will explain why, in writing, within sixty (60) days. 
3. Your Right to An Accounting of Disclosures 

a. You have a right to receive an “accounting of disclosures.” The accounting is a list of 
the disclosures of your protected health information we have made in the last six (6) 
years that were for purposes other than treatment, payment, or health care 
operations, and certain other purposes. 

b. To request an accounting of disclosures, you must submit your request, in writing to: 
 
Health Information Management 
Share Ourselves 
20151 SW Birch St. 
Ste. 100 
Newport Beach, CA 92660 
 

c. Your request should also indicate in what form you want the list (for example, on 
paper or electronically). 

d. The first request within a 12-month period will be free. For additional lists we may 
charge you for the costs of providing the list. We will notify you of the cost and you 
may choose to withdraw or modify your request. 

4. Your Right to Request Restrictions 
a. You have the right to request a restriction or limitation on the protected health 

information we use or disclose about you for treatment, payment, or health care 
operations. 

b. You also have the right to request a limit on the protected health information we 
disclose about you to someone who is involved in your care or the payment for your 
care, like a family member or friend. For example: 

i. You could ask that we not use or disclose information about a specific 
medication you are taking. 

c. To request restrictions, you must make your request in writing to: 
 
Health Information Management 
Share Ourselves 
20151 SW Birch St. 
Ste. 100 
Newport Beach, CA 92660 
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d. In your request you must tell us: 
i. What information you want to limit; 
ii. whether you want to limit our use, disclosure, or both; and 
iii. to whom you want these limits to apply (for example, disclosures to your 

spouse). 
e. In general, we are not required to agree with your request. 
f. If we do agree, we will comply with your request unless the information is needed to 

provide you emergency treatment, or we are compelled to disclose the information 
under the law. 

g. However, if you tell us not to disclose health information to your commercial health 
insurance plan, and you pay for the services out-of-pocket and in full at the time of 
service, we are required by law to comply with your request. 

5. Your Right to Request Confidential Communications 
a. You have the right to request that you receive your protected health information in a 

specific way or at a specific location. For example: 
i. You may ask that we send information to your work address. 

b. We will comply with all reasonable requests submitted in writing to: 
 
Health Information Management 
Share Ourselves 
20151 SW Birch St. 
Ste. 100 
Newport Beach, CA 92660 
 

c. The request must specify how or where you wish to receive these communications. 
We must comply with your request if you inform us that not doing so will put you in 
danger. 

6. Your Right to a Paper Copy of this Notice 
a. You can receive a paper copy of this Notice even if you have previously received this 

Notice electronically. 
b. If you would like to have a more detailed explanation of these rights, or if you would 

like to exercise one or more of these rights, contact our Privacy Officer at the 
telephone number or e-mail address listed at the top of this Notice. 

 
 
Breach Notification 
If, despite Share Ourselves’ efforts to keep your protected health information confidential, a breach 
of unsecured protected health information occurs, we will notify you as required by law. In some 
instances, our business associate may provide the notification. The law also requires us to report 
any breach of protected health information to both state and federal authorities. 

 
 
The OCHIN Collaborative 
Share Ourselves is part of an organized health care arrangement which includes other participants 
in OCHIN. A current list of OCHIN participants is available at www.ochin.org As a business 
associate of Share Ourselves, OCHIN supplies information technology and related services to Share 
Ourselves and other OCHIN participants. OCHIN also engages in quality assessment and 
improvement activities on behalf of its participants. For example, OCHIN coordinates clinical review 
activities on behalf of participating organizations to establish best practice standards and access 
clinical benefits that may be derived from the use of electronic health record systems; OCHIN also 
helps participants work collaboratively to improve the management of internal and external patient 
referrals. 
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Use of your protected information by OCHIN or a Health Information Exchange (HIE). Your 
protected health information may be shared by Share Ourselves with other OCHIN participants or a 
health information exchange (HIE) only when necessary for medical treatment or for the health 
care operation purposes of the organized health care arrangement. OCHIN also engages in quality 
assessment and improvement activities on behalf of its participants. For example, health care 
operation can include, among other things, geocoding your residence location to improve the 
clinical benefits you receive. The protected health information may include past, present, and 
future medical information as well as information outlined in the Privacy Rules. 
 
The information, to the extent disclosed, will be disclosed consistent with the Privacy rules or any 
other applicable laws as amended from time to time. You have the right to change your mind and 
withdraw this consent, however the information may have already been provided as allowed by 
you. This consent will remain in effect until revoked by you in writing. If requested, you will be 
provided a list of entities to which your information has been disclosed. We participate in one or 
more health information exchanges (HIEs) and may electronically share your medical information 
for treatment, payment, and healthcare operations purposes with other participants in the HIEs. 
 
HIEs allow health care providers to efficiently access and use medical information necessary to 
your treatment and other lawful purposes. The inclusion of your medical information is voluntary 
and, subject to your right to opt-out of this exchange of information, we may provide your medical 
information in accordance with applicable law to the HIEs in which we participate. For more 
information on any HIE in which we participate, and how you can exercise your right to opt-out, 
please contact the Privacy Officer at the telephone number or e-mail address at the top of this 
Notice. 

 
 
Changes to this Notice of Privacy Practices 
We reserve the right to change Share Ourselves’ privacy practices and this Notice at any time. Until 
a change is made, we are required by law to comply with this Notice. After a change is made, the 
revised Notice of Privacy Practices will apply to all protected health information that we maintain, 
regardless of when it was created or received. We will keep a copy of the current notice posted in 
our reception areas and will offer you a copy at your next appointment after changes have been 
made. We will also post the current notice on our website. 

 
 
Complaints 
Complaints regarding our Notice of Privacy Practices, or how Share Ourselves handles your 
protected health information, should be directed to our Privacy Officer at the telephone number or 
e-mail address listed at the top of this Notice. You will not be penalized or retaliated against for 
filing a complaint. If you are not satisfied with how Share Ourselves handles a complaint, you may 
take any of the following steps: 

 You may submit a formal written complaint to the Office of Civil Rights at: 
 
Centralized Case Management Operations 
U.S. Department of Health and Human Services 200 Independence Avenue, S.W. 
Room 509F HHH Bldg. 
Washington, D.C. 20201 
 

 Or you may email your complaint to: OCRComplaint@hhs.gov 
 To file a complaint online, visit https://ocrportal.hhs.gov/ocr/cp/wizard_cp.jsf 
 For more information on filing a complaint with the Office of Civil Rights, visit 

https://www.hhs.gov/hipaa/filing-a-complaint/complaint-process/index.html 
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Share Ourselves must tell you about certain important facts and give you certain documents. This 
document lets you confirm that we’ve done so. 

Please read each section below carefully. Write your initials on the line beside your response. 

Notice of Privacy Practices 
 
_____ 

 
I got a copy of the Notice of Privacy 
Practices. 

 
_____ 

 
Share Ourselves offered me a copy of 
the Notice of Privacy Practices, but I 
did not take it. 

 
Patient Bill of Rights and Duties 
 
_____ 

 
I got a copy of the Patient Bill of 
Rights and Duties. 

 
_____ 

 
Share Ourselves offered me a copy of 
the Patient Bill of Rights and Duties, 
but I did not take it. 

 
Personal Items 
 
Share Ourselves can’t be held liable if any of 
my personal items are damaged, lost, or stolen 
while I’m on Share Ourselves property 

 
_____ 

 
I understand. 

 
Federal Tort Claims Act 

 
The Health Resources and Services Administration (HRSA) considers Share Ourselves and its 
officers, governing board members, full- and part-time employees, providers, and contractors to be 
Federal Public Health Service employees. As such, the covered individuals are granted liability 
protection under the Federal Tort Claims Act (FTCA) with respect to certain health or health-related 
claims, including malpractice claims. With this coverage, any limits that may be required by other 
entities are met.                                                    
                                                                                                                _____  I understand. 

Advance Health Care Directive 
 
Did Share Ourselves give you facts about advance health care directives? 
 
_____ Yes, Share Ourselves gave me facts 

about advance health care directives. 
_____ Share Ourselves offered me facts 

about advance health care directives, 
but I didn’t take them. 
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Did you give Share Ourselves your advance directive, living will, or durable power of attorney so 
we can add it to your health record? 
 
_____ Yes, I gave a copy to Share Ourselves. _____ No, I didn’t give a copy to Share 

Ourselves. 
 

By signing below, I confirm I have read, fully understand, and agree to the information 
above. Any questions I had about the content of this document have been answered. 

Who is signing this form? Indicate with a  mark: 

  Patient   Parent/Legal Guardian (if patient is a minor)  Authorized 
Representative 
 

______________________________
Print Name 

__________________________ 
Signature 

_________________
Date 

 

For Office Use Only 
 

Verbal Consent 
For use only if the patient and/or the patient’s authorized representative requires assistance 

reading this form. 
 

This document was read on _______________________ to the patient mentioned above (or to 
the patient’s authorized representative) by: 
 
______________________________
Print Name 

__________________________
Signature 

_________________ 
Date 
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