Rappahannock Area Health District
Client Registration

Date: __________		Family Planning____     Maternity____

Patient Name: ______________________________________________
DOB: _____________		SSN: ___________________________
Street Address: _________________________________________
City: ____________________________ 	Zip Code___________
Home Phone: _____________________	Cell _______________
Are you interested in Appointment Text Reminders: Yes / No

*If Minor:
Parent Name:_______________________ Parent DOB: _________

Have you been seen at any Health Department in Virginia? Yes / No 
[bookmark: _gjdgxs]What Health Department: _________________________
Race (Circle all that apply): Black / White / Hispanic / Indian / Other
What is your preferred language? __________________________
Marital Status (Circle One): Single / Married / Separated / Divorced
Employment Status (Circle One): Employed / Unemployed / Student
Do you have insurance? Yes / No	     Insurance Name: ____________
Monthly Household Income:  _$________ (Must show proof of income)

Family Planning:
Are you sexually active: Yes / No
Have you had your tubes tied? Yes / No
Are you currently on any Birth Control Method? Yes / No
If so, what are you currently taking? _________________________
What birth control method are you interested in? ______________
What was the date of your last Pap Smear? ___________________

Maternity:
Where did you get your pregnancy test done? _________________
What was the date of your last period? _______________________
How far along are you? ____________________________________
Have you received any prenatal care? Yes / No
Where? _________________________________________________

Office Use Only:
Client ID___________________________      Appointment given: ______________________
