
DENTON COUNTY HEALTH DEPARTMENT 
535 S. LOOP 288 STE 1003 

DENTON, TX 76205 
940-349-2900/ FAX 940-349-2901 

PATIENT'S INFORMATION: 

DATE: 

SS#: __ ~/ __ _,/ __ _ MARITAL STATUS: Q SINGLE Q MARRIED 

-----

LAST NAME:-------- FIRST NAME:----------Ml: 

Q MALE Q FEMALE DOB:__} _ ___,/ __ _ RACE:---------

RESIDENCY: Q US CITIZEN Q RESIDENT ALIEN Q UNDOCUMENTED 

ADDRESS ____________________ .APT/LOT# __ _ 

CITY __________ STATE _____ ZIP CODE _____ _ 

HM PHONE: __________ _ CELL: ___________ _ 

LANGUAGE: Q ENGLISH Q SPANISH 

MEDICAID# ___________ CHIP# ___________ _ 

RESPONSIBLE ADULT IF MINOR UNDER 18: __________ DOB: ____ _ 

EMAIL: --------------------

PREFERRED PHARMACY:--------------------

ADDRESS ___________________ _ 

CITY __________ STATE _____ ZIP CODE. ______ _ 



1< * 

f~ Department 01 

I*~· ·, ' TEXAS 
~ ' ~Sta te Health Services GENERAL CONSENT AND DISCLOSURE 

The information in this consent form is given so that you will be better informed about the health care services you will receive. 
After you are sure you understand the information which will be given about the services and, if you agree to receive the 
services, you must sign this form to indicate that you understand and consent to the services. 

NOTIFICATION: Denton County Health Department 
(Name of Health Department) 

(Hereafter called the Department) encourages individuals to seek a personal physician for periodic health examinations and 
for treatment of health problems. The Department clinic services are targeted primarily toward prevention of health problems 
among those who cannot access a physician. The Department cannot assume the responsibility for payment of medical care 
received outside this clinic, including the delivery of babies, unless previous written authorization has been given. 

DISCLAIMER ON SCREENING: The Department uses screening tests, which are a way to find people who may develop 
certain common medical problems. Screening tests are valuable because they can find disease early-before it becomes a big 
health problem. Screening tests do not cover all diseases and may miss some diseases they are supposed to find, so the test 
results are not final, just one part of a complete exam. Screening tests can alert you to promptly get a medical check-up and 
treatment from a doctor or health clinic of your choice. 

GENERAL CONSENT: I give permission to the Department, its designated staff and other medical personnel providing 
services under its sponsorship to perform physical assessments or examinations, conduct laboratory or other tests (which may 
include HIV testing), give injections, medications, and other treatments, and render other health services to the patient 
identified on this form. 

ADDITIONAL CONSENT: In addition to the above general consent, I understand that special consent forms must be read 
and signed for the following procedures: medications for tuberculosis and Hansen's disease, immunizations and family 
planning methods. 

PRIVACY NOTICE: I acknowledge that I have received a copy of the Department's HIPAA Privacy Notice. 

QUESTIONS: I certify that this form has been fully explained to me, that any blank lines have been filled in and that any 
questions I have had about the services have been answered to my satisfaction. 

SIGNATURES: Fill blank lines with NA if not applicable. 

Patient's Name _____________ Patient's Signature ____________ _ 

Person Authorized to Consent (if not patient) __________ Relationship ______ _ 

·Signature-------------------- Date ___________ _ 

I decline HIV testing at this time. If so, initial here: ______ _ 

SIGNATURES SECTION II : I certify that the person who has the power to consent cannot be contacted and has not previously 
objected to the service being requested. 

Patient's Name ___ __,N~/c:..A.o-________________________ _ 

Name of Person Giving Consent NIA _________ Signature N/A ________ _ 

N/A ________________ Date N/A ------Relationship to Patient 

Address N/A _____________________________ _ 

Phone Number N/A __________________________ _ 

SIGNATURES SECTION Ill: 

Counselor Signature __________________ Date _______ _ 

Department of State Health Services L-36 April 201 0 



Beginning January 1, 2014 you will be required to bring all your medications 
with you to each appointment. Medications include: all prescriptions written 
by a physician, all over the counter non-prescription medications, vitamins, 
and supplements. If you do not bring your medications with you, you will be 
asked to reschedule your appointment. 

Patient Signature Date 

Empezando Enero 1, 2014 todos los pacientes seran requeridos a traer todos 
sus medicamentos a sus citas. Los medicamentos incluyen: todas las recetas 
medicas escritas por un medico, todas las medicinas compradas sin receta 
medica, vitaminas y suplementos. Si usted no trae los medicamentos, su 
cita sera programada para otro dia. 

Firma del paciente Fecha 

Nov . 2013 



STANDARD AUTHORIZATION TO USE OR SHARE PROTECTED HEALTH INFORMATION (PHI) 

1.) INDIVIDUAL INFORMATION (FOR PERSON WHOSE INFORMATION WILL BE SHARED) 

Name Date of Birth 

II.) SCOPE & PURPOSE FOR SHARING INFORMATION 

I understand protected health information is information that identifies me. The purpose of this authorization is to allow 
Denton County Health Department..535 S. Loop 288,Ste 1003, Denton. TX 76205, (0) 940-349-2900, (F) 940-349-2901, to share 
my protected health information as set forth below, for reasons in addition to those already permitted by law. 

Emergency Contact ______________ Phone ___________ _ 

Preferred method of contact for follow up to clinic services 

{ } Home { } Cell { } other------------- Leave Detailed Message (Y) _ (N) _Text (Y) _ (N) _ 
Phone Number 

{ } Mail __________________________________ _ 

A. Person/Organization Receiving Information and Purpose for Sharing 

(Name, Address, Phone & Fax) Relationship 

B. Information to be shared 

1. Check one or more boxes below. 

D Entire Medical Record (includes all records except Psychotherapy Notes) 

D Progress Notes D Radiology Report(s) & Images 

D Cardiology Report(s) D Consultation Report 

D History and Physical D Laboratory Report(s) 
D Physician's Orders D Other: ________ _ 

Your initials are required to release the following information: 

Purpose 

D Operation Reports 

D Pathology Reports 

___ Mental Health Records (excluding psychotherapy notes) __ STI Test Results/Treatment 
___ Drug, Alcohol, or Substance Abuse Genetic Information (including Genetic Test Results) 
___ TB Test Results/Treatment HIV/AIDS Test Results/Treatment 

2. Covering Services Between ______ and ______ (Insert either date(s) or "all.") 



Ill. EXPIRATION & REVOCATION 

A. This Authorization will Expire (must choose onef: 

D 12 months from the date signed Dother (insert date or event) : _____ _ 

B. Right t o Revoke 
I understand I may change this authorization at any time by writing to the address listed at the bottom of this form. 
understand I cannot restrict information that may have already been shared based on this authorization. 

IV. ACKNOWLEDGMENTS & SIGNATURES 

A. Acknowledgments 

1. I understand this authorization is voluntary and will not affect my eligibility for benefits, treatment, enrollment, or payment 
of claims. 

2. I understand if the person/organization authorized to receive my protected health information is not a health plan or health 
care provider, privacy regulations may no longer protect the information. 

3. I understand I may inspect or obtain a copy of the protected health information shared under this authorization by sending a 
written request. 

4. I authorize the Denton County Health Department to access past RX (prescription) history. 

X.~----------------------------------~ 
Signature of Individual or Individual's Legally Authorized Representative DATE 

Printed Name 
If representative, specify relationship to the individual: D Parent of minor D Guardian 
D Other 

~~~~~~~~~~~~~~~~~~ 

x 
Name & Relationship of Individual Who Helped You Fill Out this Form (if applicable) 

A minor individual's signature is required for the release of certain types of information, including the 
release of information related to certain types of reproductive care, sexually transmitted illnesses, and 
drug, alcohol or substance abuse, and mental health treatment (See, e.g., Tex. Fam. Code§ 32.003). 

x~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Signature of Minor Individual 

The following information is for administrative purposes and may only be completed by an entity that is a "Program" 
under 42 C.F. R. Part 2 with respect to alcohol and drug abuse records. 

1:8l If checked - disclosure of Alcohol or Drug Abuse Records is subject to the following restrictions under 42 C. F.R. Part 2: 
This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR part 2). The Federal rules prohibit 
you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person 
to whom it pertains or as otherwise permitted by 42 CFR part 2. A general authorization for the release of medical or other information is NOT 
sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse 
patient. 



Immunization Patient Eligibility Screening Record: Adult 

NOTE: Knowingly falsifying information on this document constitutes fraud. By signing this form, I hereby attest that the information below is true and correct. 

Name: 

Last Name First Name 

Please check the cateao 

I have private 11 have NO health 
I have Medicaid I health insurance insurance I I have Medicare 

Please circle family size: 

1 l 2 I 3 I 4 I s I 6 I 7+ I 
Please circle monthly income: 

$0_1772 
1

$1,772.01- l$2.392.01- l$3.011 .01- l$3,631 .01- l$4,251.01 - l$4 81101 + I 
' 1,915.00 2,585.00 3,255.00 3,925.00 4,595.00 ' . 

MEDICAID : 
Medicaid number: 

Date of eligibility: 

• 

• 

Date of Birth: 

Sia nature Date 

D 

month day year 

Check here if you are 19 years of age and have 
been referred to the Denton County Health 
Department to finish a vaccine series you began 
when you were 18 or younger and eligible for 
Texas Vaccines for Children (TVFC). 

Referring Provider: 



, 
• 

TEXAS DEPARTMENT OF STATE HEALTH SERVICES 
IMMUNIZATION REGISTRY (lmmTrac) 

ADULT CONSENT FORM 
(Please print clearly) 

I I I I I I I I I I I I I I I I I I I I I 

............... .,,...,_....c::a,,,,,-............ ., ........... ~ 
Texas Immunization Registry 

Last Name For Clinic/Office Use 

I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I l I I I I I 
First Name Middle Name 

Gender: D Male D Female 

Date of Birth 

I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I -I I I l -I l I I I 
Address Apartment# Telephone 

I I I I I I I I I I I · 1 I I I I I I I I I ITJ I I I I I I r----11 1-----.-1--rl-..-l -.-I ---.-1 -.--1 -,--I ~I I 
City State Zip Code County 

Imm Trac, the Texas immunization registry, is a tree service of the Texas Department of State Health Services (DSHS). The immunization registry is a secure 
and confidential service that consolidates immunization records for public health purposes (e.g., giving all doctors treating a patient a central place to see that 
patient's immunization records). With your consent, your immunization information will be included in Imm Trac. For a family member younger than 18 
years of age, a parent, legal guardian or managing consen1ator may grant consent for participalion for that minor by completing the Imm Trac Minor 
Consent Form (# C-7). The Imm Trac Minor Consent Form (# C-7) can be downloaded by visiting ww111.fmmTrac.com. 

The Texas Department of State Health Services encourages your voluntary participation in the Texas immunization registry. 

Consent for Registration and Release of Immunization Records to Authorized Persons/Entities 

I understand that, by granting the consent below, I am authorizing release of my immunization information to DSHS and I further 
understand that DSHS will include this information in the state' s central immunization registry, ImmTrac. Once in lmmTrac, my 
immunization information may by law be accessed by: 

• a Texas physician, or other health care provider legally authorized to administer vaccines, for treatment of the individual as a patient; 
• a Texas school in which the individual is enrolled; 
• a Texas public health district or local health department, for public health purposes within their areas of jurisdiction; 
• a state agency having legal custody of the individual; 
• a payor, currently authorized by the Texas Department of Insurance to operate in Texas for immunization records relating to the 

specific individual covered under the payer's policy. 

I understand that I may withdraw this consent at any time. 

By my signature below, I GRANT consent for registration. I wish to INCLUDE my information in the Texas immunization registry. 

Individual (or individual's legally authorized representative): 
Printed Name 

Date Signature 

Privacy Notification: With few exceptions, you have the right to request and be informed about information that the State of Texas collects about you. You are entitled to receive and review 
the informalion upon request. You also have the right to ask the state agency to correct any information that is determined to be incorrect. See http://www.dshs.state.tx.us for more 
information on Privacy Notification. (Reference: Government Code, Section 552.021, 552.023, 559.003, and 559.004) 

Upon completion, please fax or mail form to the DSHS Imm Trac Group or a registered Health-care provider. 

Questions? (800)252-9152 • (512)776-7284 • Fax:(866)624-0180 • www.lmmTrac.com StockNo. EFll-13366 
Texas Department of State Health Services • lmmTrac Group-MC 1946 • P.O. Box 149347 • Austin, TX 78714-9347 Revised 05/18112 

+: * 
l*'f'i~· ~·TEXAS I Department ol 
...: State Health Service< 

PROVIDERS REGISTERED WITH lmmTrac - Please enter client 
information in /mm Trac and affirm that consent has been granted. 
DO NOT fax to /mmTrac. Retain this form in your client's record. 


