
Presidio County Health Services, Inc. 
Presidio County Medical Clinic 

Ph: 432-229-3030 Fx: 432-229-2500 

501 O'Reilly St., P.O. Box 574 

Presidio, Texas 79845 

Family Health Services of Alpine 

Ph: 432-837-4555 Fx: 432-837-4556 

1707 N. 4th St.

Alpine, Texas 79830 

Marfa Community Health Clinic 

Ph: 432-729-1800 Fx: 432-729-1806 

210 S. Summer St., P.O. Box 267 

Marfa, Texas 79843 

Please provide patient with a copy of the 

"Notice of Privacy Practices" at this time. 
Date: _____ _ 

Last Name: _____________ First:. ____________ MI:. _________ _ 

Gender at time of birth: __ _ Date of Birth:. _____ _ SS# ____________ _

Mailing Address: __________ Physical Address:. ________________ _ 

City: _________ County:. ________ State: ______ Zip:, ________ _ 

Home Phone: ______________ Cell Phone:, ________________ _ 

Email: Marital Status: ·----------------- ----------------

Spouse's Name:. ___________ Contact Number:. _________________ _

Other emergency contact name: __________ Contact number:. ____________ _

Pharmacy of Choice (Please circle one or write in your choice):

City Drug Store Highland Drug Prescription Shoppe Other: ____________ _

Insurance: Please present insurance card each time of service. A copy will be placed in your file. 

Primary Insurance:. ________________ _ Secondary: ____________ _ 

Primary Policy Holder's Name: Last Name:. __________ _ First:. ___________ _ 

Date of Birth: ·------ SS# __________ _ Relationship:. __________ _ 

Data collection tool, then shred. 

Implemented October 2004, Revised March 19, 2012, Effective April 1, 2012 Revised September 29,2015, Effective November 25,2015 revised and 

effective January 26,2017 
Garrison/ Administration R&R 



Presidio County Medical Clinic 

Ph: 432-229-3030 Fx: 432-229-2500 

501 O'Reilly St., P.O. Box 574 

Presidio, Texas 79845 

Presidio County Health Services, Inc. 
Family Health Services of Alpine 

Ph: 432-837-4555 Fx: 432-837-4556 

1707 N. 4th St. 
Alpine, Texas 79830 

Marfa Community Health Clinic 
Ph: 432·729·1800 Fx: 432-729•1806 
210 S. Summer St., P .0. Box 267 
Marfa, Texas 79843 

Scan Into Nextgen, then shred. 

UDS Federal Reporting Requirements 

Name: _________________________ Date of Birth: _______ _ 

1. Number of people living in the home ____ _
2. Are you a Veteran of the United States Military (please check one)?

□Yes □ No

3. Ethnicity (please check one):

□ Hispanic or Latino

4. Race (please check one):

oWhite 

□ Non-Hispanic

□Asian
□ More than one race □ Native Hawaiian
□ American India/ Alaskan Native

S. Primary Language (please check one):

o English

6. Shelter (please check one):

□ Spanish

□ Unreported/Refused to Report

□ Black/ African American
□ Other Pacific Islander
□ Unreported/Refuse to Report

□ Other
-----------

□ Reside in own home □ Reside with family/friend □ Homeless □ Public Housing □ Shelter

7. Annual Income (please circle income applicable to your household):

Equal to Equal to Equal to Equal to 
or less or less or less 
than: than: than: 
$12,000 $18,000 $24,000 

Gender Identi� : 
0 Additional gen._de-r -ca-teg-01.v-or other, pleasespecify 
0 Choose not to disclose 
D Female 
D Female-to-Male (FTM)/Transgender Male/Trans Man 
0 Genderqueer, neither exclusivel.v male nor female 
D Male 

or less 
than: 
$30,000 

D M ale·to·F emale (MTF)/T ransgender Female IT rans Woman 

Equal to Equal to 
or less or less 
than: than: 
$40,000 $50,000 

Sexual Orientation (cirle one): 

Straight or heterose1<ual 

Bise1<ual 

Choose not to disclose 

Don't Know 

Lesbian, gay or homose1<ual 

Something else, please describe 

Greater 
than: 

$50,000 Prefer not to 
report 

Data collection tool, then file. 

Implemented October 2004, Revised March 19, 2012, Effective April 1, 2012 Revlsed September 29,2015, Effective November 25,2015 revlsed and 
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Presidio County Health Services, Inc. 
Presidio County Medical Clinic 

Ph: 432-229-3030 Fx: 432-229-2500 

501 O'Reilly St., P.O. Box 574 

Presidio, Texas 79845 

Family Health Services of Alpine 

Ph: 432-837-4555 Fx: 432-837-4556 

1707 N. 4th St. 

Alpine, Texas 79830 

Marfa Community Health Clinic 

Ph: 432-729-1800 Fx: 432-729-1806 
210 S. Summer St., P.O. Box 267 
Marfa, Texas 79843 

UDS Federal Reporting Requirements (cont.): 

Name: ______________________ Date of Birth:. __________ _ 

Identifying Migrant Patients: 

1. In the last two years (or prior to retirement), have you or a member of your family, as a primary source of income,

worked as an agricultural laborer, planting, tilling or harvesting crops grown on the land such as fruit and vegetables?

□ Yes o No

If the answer is "No" please answer question 4. 

If the answer is "Yes" please answer questions 2-4. This establishes them as an agricultural worker. 

2. Have you or a member of your family moved in the past two years to another area (establish a temporary home) in

order to perform agricultural labor?

□ Yes o No

A "Yes" to question #2 qualifies them as migrant farm workers. 

3. Have you or a member of your family worked in the past two years in agriculture without the need to move away

from your home?

□ Yes o No

A "Yes" to question #3 qualifies them as seasonal farm workers. 

4. Have you or a member of your family stopped traveling to work in agriculture because of disability or old age?

□ Yes o No

A "Yes" to question #4 qualifies them as aged/disabled farm workers. 

Data collection tool, then file. 

Implemented October 2004, Revised March 19, 2012, Effective April 1, 2012 Revised September 29,2015, Effective November 25,2015 revised and 
effective January 26,2017 
Garrlson/Adminlstratlon R&R 



Presidio County Medical Clinic 

Ph: 432-229-3030 Fx: 432-229-2500 

501 O' Reilly St., P.O. Box 574 

Presidio, Texas 79845 

Presidio County Health Services, Inc. 
Family Health Services of Alpine 

Ph: 432-837-4555 Fx: 432-837-4556 

1707 N. 4th St. 

Alpine, Texas 79830 

CONSENT PAGE 

Marfa Community Health Clinic 

Ph: 432-729•1800 Fx: 432-729-1806 
210 S. Summer St., P.O. Box 267 

Marfa, Texas 79843 

Authorization of Shared Information 
___ (Initial): In order to allow for the continuity of care my care, I, the responsible party, authorize Presidio County 
Health Services, Inc. to have two-way communications with other physicians, specialist, consultants, hospitals, diagnostic 
centers, pharmacies, durable medical equipment companies, and home health agencies. 

Provider Level 
___ (Initial): I, the responsible party, authorize that it is acceptable to be seen by the nurse practitioner or physician 
assistant when the physician is not available or per my request. 

___ (Initial): I, the responsible party, authorize the resident, medical students, or midlevel student under the direction 
of this clinic to be present during my examination and treatment. 

General Consent 
___ (Initial): I, the responsible party, give permission to Presidio County Health Services, Inc. medical personnel to 
perform physical assessments or examination, conduct laboratory or other tests, give injections, medications, and other 
treatments and render other health services to the patient identified on this form. Additional consents may be required by 
the medical staff for additional treatment. This includes Hepatitis C Virus (HCV) and Human Immunodeficiency virus 
(HIV) screening as a routine opt-out process. I understand testing may include HIV/STD & Hep C testing unless I, the 
patient, decline (opt-out screening). 

(Initial): I, the responsible party, give permission to be seen by medical students and/or resident physicians who 
are under the supervision of PCHS clinicians. 

Patient's Rights and Responsibilities 
(Initial): Presidio County Health Services, Inc. strives to offer you the highest quality health care in a courteous 

and timely manner. Presidio County Health Services, Inc. has provided me with a copy of "PATIENT'S RIGHTS AND 
RESPONSIBILITIES." They have also encouraged me to talk openly with the people caring for me. 

-�P�a�t.ient Acknowledgement of possible non-coverage by insurance carrier and patient responsibility
(Initial): I, the responsible party, understand that my insurance carrier or third party payer may not cover my 

office visit or procedures, tests, and treabnent. I accept that I will be responsible for paying any services I receive that 
may not be covered by my insurance carrier, or third party payer. I authorize this office to release to the Social Security 
Administration and Centers for Medicare and Medicaid Services or any other commercial insurance company, any 
information needed for this claim. I permit a copy of this authorization to be used in place of the original and request 
payment of medical benefits to this provider. 

Notice of Privacy Practices 
(Initial): r, the responsible party, have been provided with the information explaining the NOTICE OF 

PRIVACY PRACTICES. This Notice describes how health information about me may be used and disclosed and how I 
can get access to this information. This policy has been given to me prior to signing this consent. Please review this 
carefully. If you have not received the form or have any questions about our privacy policy, please do not hesitate
to ask.
Print Patient's Name Date of Birth 
Person Authorized to Consent (if minor or not the patient):. ___________________ _

Relationship to Patient:____________ Date of Birth of Authorized Person: ______ _ 

Signature.____________________ Date. ____________ _ 
Implemented October 2004, Revised March 19, 2012, Effective April 1, 2012 Revised September 29,2015, Effective November 25,2015 revised and 

effective January 26,2017 
Garrison/ Administration R&R 










