
Something else:Legally separated

Something else:Choose not to discloseWidowed
Choose not to discloseNeither exclusively M or FUnknown

t know’DonTransgender (F to M)Partner
BisexualTransgender (M to F)Divorced
StraightFemale (F)Married
Lesbian/Gay/HomosexualMale (M)Single

Sexual OrientationGender IdentityMarital Status

WrittenUnknown

NOOtherVisualFemale
YESEnglishOralMale

VeteranLanguageLearning PreferenceBirth Sex

Last First MI Date of Birth Social Security #

Address (Street & PO Box) Home Phone Cell Phone Email

City State Zip Code County Employer

Patient General Information

Hopewell Health Centers, Inc.
Help us get to know you!  By reviewing the information below, our team can work together to meet your individual needs.

Preferred Pharmacy:

______________________________________________ ___________________ ___________________

________________________ __________
Msg/Work Ph

__________ __________ _____________________

__________________________________________________

_______________ ___ _______ _______________ ___________________________________

___________________________________________________________
PhoneNameRelationship

Emergency Contact:

___________________________________
Occupation By whom were you referred?

___________________________________

Patient Demographic Information

Patient Social Services Involvement What other agencies, offices, or health providers are you working with?

 Department of Job and Family Services                         Parole/Probation Officer  = _______________________________________________________ 

 Children Services-County & caseworker:______________________________Do you have a case plan?    Yes    No 

 Legal Service/Lawyers/Courts:________________________________________________________________ 

 Medical Service Providers:___________________________________________________________________ 

 Home Health: _____________________________________________________________________________ 

 Other Service Providers: ____________________________________________________________________

NOTE: To provide clarification or further information
for this section or any section of this document, go 
to Page 4: Miscellaneous Comments & Information.

     Other:

     Declined     More than one race     Other Pacific Islander

     Not Hispanic, Latino/a or Spanish origin

     Other race:  

     Japanese     Native Hawaiian

     Another Hispanic, Latino/a or Spanish origin     Declined     Filipino     Guamanian or Chamorro

     Cuban     Other Asian     Chinese     American Indian/Alaska Native

     Puerto Rican     Vietnamese     Asian Indian     Black/African American

     Mexican,Mexican American, Chicano/a     Korean     SamoanWhite

EthnicityRace

Preferred Contact Method: Call
Text
Email
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Patient Medications

Hopewell Health Centers, Inc. Patient Information - Continued

Take Helpful?Reason for 

taken?
long 
How 

by
Prescribed 

Frequency
Dose &Medications

Additional medications on page 4: No medications                 

Please fill this out to the best of your ability.  All information below must be included.

CURRENT Medications (Prescription, Over the Counter, Vitamins, Herbal)

regularly?

_________________________________________________________________________________________

_________________________________________________________________________________________
_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________
_________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________
_________________________________________________________________________________________
___________________________________________________________________________________________

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__

__
__

__
__

__
__

__
__

__
__

__
__

__
__

__

  
 Y       N

 Y       N

 Y       N

 Y       N

 Y       N

 Y       N

 Y       N

 Y       N

 Y       N

Y        N

Y        N

Y        N

Y        N

Y        N

Y        N

Y        N

Y        N
Y        N

use

Adult Patient only (if the patient is a child, go directly to the next section)

Child Patient only (if the patient is an adult go directly to the next section)

Responsible Party Self Other Relationship

Name Address City State Zip

____________________________________

_________________________ ___________________________ _______________ ___ _______

Do you currently have a legal guardian?      NO          YES  
 

Do you currently have a payee?      NO          YES 

If yes:  Guardian Name___________________  Address:_______________________________ Phone:___________

Payee Name_____________________   Address:_______________________________ Phone: ___________

Do you have an Advance Directive?      NO       YES           Don't know what this is
If yes, please give your service provider a copy of your Directive.  If you would like more information about Advance Directives, please ask service provider. 

Name of Person completing form:  _____________________________  

Relationship:         Parent          Foster parent          Children Services worker         Other: ______________________

Custody:          Share custody           Custodial parent          

Other:  ________________________________
Non parental: Relationship: ________________

Single parent (never married/widowed) with custody

Phone (if different)_________  How long have you had custody?_______

_______________  ___________________

Insurance Information

Primary insurance

Address

Social Security # Date of Birth

Insurance ID

Employer

Secondary insurance

Address

Social Security # Date of Birth

Insurance ID

Employer

__________________________ __________________________
__________________________________ _________________________________

______________ ___________________

_____________________________ _____________________________

______________________________ ______________________________

Policy Holder Name Policy Holder Name_________________________ __________________________
- - - - - - - - - - - -

Patient Financial & Billing Information 

- - - - - - - - - - - - - - - - - - - - - - - -  

Miscellaneous Comments & Information

Please provide legal documentation of guardianship.  

Please provide legal documentation of custody.  
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Income worksheet 
Use the spaces below to calculate annual income from hourly wages or weekly, bi-weekly, or monthly income -  
or to add multiple sources of income together for one household member. Use the results to fill in the income 
 information requested below.

Convert hrly , weekly, biweekly, or monthly amounts to annual income:

Hourly wage Hours worked per week Weeks worked per yr 

Annual income 

Add up multiple annual income amounts for a household member.

Weekly income Weeks worked per yr 

Every two week income Weeks worked per yr 

Monthly income Months per yr 

Use annual amounts.

Employment : Social Security: Child support:

Other 1 : Other 2 : Other 3:
Total:

To reuse the worksheet, 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________
____________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

____________________________________

____________________________________

Provide annual income information for your household, below

____________________

____________________

____________________

____________________

____________________

page 4: Miscellaneous Comments & InformationIf there are more than 8 members in the household, provide further information on 

Annual Income should include all sources - wages,  
number of persons related by birth, marriage, adoption, or guardianship, living in the same house 

income worksheet on above.child support, social security, etc. For help calculating annual income amounts, see 

Total household income: $_______________/yr

Total number in household:  ____

$ /yr
$ /yr
$ /yr
$ /yr
$ /yr
$ /yr
$ /yr

/yr$
Annual IncomeName DOB

.

Relationship

List ALL Household Members and Annual Income (if applicable).

Proof of Income must be provided to receive a Sliding Fee discount.  Provide proof for all household
members:  pay stubs, child support, unemployment, disability, social security (must be award/benefit letter).

______________
For Office Personnel Use Only

Sliding Fee discount______________ Sliding Fee Expiration

I am refusing the Sliding fee discount I am applying for the Sliding Fee discount 
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_________________

  

 

When filling out this document on-screen, you must complete this Acceptance section.  NOTE:  By
 selecting "I Accept," you are confirming your intent to sign this document electronically.

 

ACCEPTANCE OF ELECTRONIC SIGNATURE:

I ACCEPT.  I am signing this document by typing my name in the Signature field(s) below.

I DO NOT ACCEPT.  I will print out and sign a paper copy and deliver or mail it to my healthcare provider.

the discount and result in the requirement of full payment of my account. 
will terminate my eligibility for the sliding fee, should I qualify. Any false statement will jeopardize 
I also understand that failure to notify Hopewell Health Centers, Inc. of any additions or corrections 
treatment rendered which is submitted to appropriate ADAMHS Board or the county of my residence. 
public funds for behavioral health services, to enroll me/my child in GOSH, and to obtain payment for  
to Hopewell Health Centers, Inc. This will include information necessary to determine eligibility for
best of my knowledge.  I authorize payment of all insurance policy benefits to be paid directly 
I certify that, as of this date, all the information I have provided in this document is correct to the 
SIGNATURE:

Patient Signature _____________________________________    Date  ______________

Parent or Legal Guardian _________________________________ Date ______________

Rev 02-2024

Patient Financial & Billing Information - continued

$ /yr
/yr$

Miscellaneous comments and information
Add any clarifications or additional information in the space below.  
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MACSIS RESIDENCY VERIFICATION

The purpose of this form is to clarify which county is responsible for adjucating claims for behavioral health services 
provided to the client being enrolled. It should be completed and provided to the enrolling board when:

- The county of the treating facility does not match the legal county of residence of the client as noted on
the enrollment form (child or adult, out-of-county).

- The physical address of the client as noted on the enrollment form does not match the legal county of
residence of the client (example: domestic violence shelter case, client temporarily living with relatives,
child or adult, out-of-country).

- The child's physical address as noted on the enrollment form does not match the legal custodian's address
(child only, in or out-of-country).

A client or legal custodian's signature on this form shall be sufficient for documenting residency with the exception of
adults who reside in specialized residential facilities or who are committed pursuant to special forensic categories referenced
in the residency guidelines.*

Adult

_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_

____________________

_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_

____________________

____________________

_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_

Minor

Client is an adult?

 

Client is a minor?

Yes No If yes, complete the following information.

Client Name (please print)

Street Address for Residency Determination Purposes 

City, State, and Zip for Residency Determination Purposes

Signature of Client Date

NoYes
____________________

If yes, indicate if child is in legal custody of the following (this is not the foster parent).

Parent CSB DYS Court Other (specify):

Client Name (please print)

Name of Legal Custodian Marked Above 

County of Legal Custodian

If Parent, Address of Parent (if different from client's address on enrollment form)

____________________

Phone No. of Legal Custodian

Signature of  Legal Custodian Date

*For the special exceptions noted, this form should not be used.  Refer to the residency guidelines for more information on
how to determine residency in these cases and/or what documentation is needed to provide proof of residency.  

DMH-MACSIS-001  (Rev. 3/02)5 


	Patient1: 
	Patient2: 
	Patient3: 
	Patient4: 
	Patient5: 
	Patient6: 
	Patient7: 
	Patient8: 
	Patient9: 
	Patient10: 
	Patient11: 
	Patient12: 
	Patient13: 
	Patient14: 
	Patient15: 
	RP_CheckBox1: Off
	RP_CheckBox2: Off
	RP1: 
	RP2: 
	RP3: 
	RP4: 
	RP5: 
	RP6: 
	Pharmacy: 
	Insurance1: 
	Insurance2: 
	Insurance3: 
	Insurance4: 
	Insurance5: 
	Insurance6: 
	Insurance7: 
	Insurance8: 
	Insurance9: 
	Insurance10: 
	Insurance11: 
	Insurance12: 
	Insurance13: 
	Insurance14: 
	Accept_CheckBox1: Off
	Accept_CheckBox2: Off
	EC_1: 
	EC_2: 
	EC_3: 
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box2: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Text Field40: 
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box1: Off
	Check Box72: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box84: Off
	Text Field45: 
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Text Field61: 
	Text Field62: 
	Text Field64: 
	Text Field65: 
	Text Field66: 
	TimeStampText: Electronic Signature accepted:
	TimeStamp: 
	Signature_1: 
	Date_1: 
	Signature_2: 
	Date_2: 
	Patient17: 
	Patient16: 
	Meds1: 
	Meds2: 
	Meds4: 
	Meds3: 
	Meds5: 
	Meds6: 
	Meds7: 
	Meds8: 
	Meds9: 
	Meds10: 
	Meds11: 
	Meds12: 
	Meds13: 
	Meds14: 
	Meds15: 
	Meds16: 
	Meds17: 
	Meds18: 
	Meds19: 
	Meds20: 
	Meds21: 
	Meds22: 
	Meds23: 
	Meds24: 
	Meds25: 
	Meds26: 
	Meds27: 
	Meds28: 
	Meds29: 
	Meds30: 
	Meds31: 
	Meds32: 
	Meds33: 
	Meds34: 
	Meds35: 
	Meds36: 
	Meds37: 
	Meds38: 
	Meds39: 
	Meds40: 
	Meds41: 
	Meds42: 
	Meds43: 
	Meds44: 
	Meds45: 
	Adult1: 
	Adult2: 
	Adult3: 
	Adult4: 
	Adult5: 
	Child1: 
	Child2: 
	Child3: 
	Child4: 
	Child5: 
	Child6: 
	Convert1: 
	Convert2: 
	Convert3: 
	Convert4: 0
	Convert5: 
	Convert6: 
	Convert7: 0
	Convert8: 
	Convert9: 
	Convert10: 0
	Convert11: 
	Convert12: 
	Convert13: 0
	Convert14: 
	Convert15: 
	Convert16: 
	Convert17: 
	Convert18: 
	Convert19: 
	Convert20: 0
	ClearCalcs: 
	CheckBox0: Off
	Check Box36: Off
	Text Field39: 
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Text Field41: 
	Text Field42: 
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box46x: Off
	Check Box55x: Off
	Check Box47x: Off
	Check Box56x: Off
	Check Box71x: Off
	Check Box80x: Off
	Check Box48x: Off
	Check Box57x: Off
	Check Box64x: Off
	Check Box73x: Off
	Check Box49x: Off
	Check Box58x: Off
	Check Box65x: Off
	Check Box74x: Off
	Check Box50x: Off
	Check Box59x: Off
	Check Box66x: Off
	Check Box75x: Off
	Check Box51x: Off
	Check Box60x: Off
	Check Box67x: Off
	Check Box76x: Off
	Check Box52x: Off
	Check Box61x: Off
	Check Box68x: Off
	Check Box77x: Off
	Check Box53x: Off
	Check Box62x: Off
	Check Box69x: Off
	Check Box78x: Off
	Check Box54x: Off
	Check Box63x: Off
	Check Box70x: Off
	Check Box79x: Off
	Check Box93x: Off
	Check Box94x: Off
	Clear Entire Form: 
	Contact: Yes
	CLEAR: 
	TOT_MEMBERS: 
	Name1: 
	DOB1: 
	Relationship1: 
	Income0: 0
	Name2: 
	DOB0: 
	Relationship0: 
	Income1: 0
	Name3: 
	DOB2: 
	Relationship2: 
	Income2: 0
	Name4: 
	DOB3: 
	Relationship3: 
	Income3: 0
	Name5: 
	DOB4: 
	Relationship4: 
	Income4: 0
	Name6: 
	DOB5: 
	Relationship5: 
	Income5: 0
	Name7: 
	DOB6: 
	Relationship6: 
	Income6: 0
	Name8: 
	DOB7: 
	Relationship7: 
	Income7: 0
	TOT_INCOME: 0
	ONE: 1
	YEAR: 2024
	Fee_CheckBox1: Off
	Fee_CheckBox3: Off
	DISCOUNT: 100%
	Mar1: Mar 1,
	YEAR+1: 2025
	MISC1: 
	Check Box91x: Off
	Check Box92x: Off
	Text Field63: 
	MACSIS1: Off
	MACSIS2: Off
	MACSIS3: Off
	MACSIS4: Off
	MACSIS5: Off
	MACSIS6: Off
	MACSIS7: Off
	MACSIS8: Off
	MACSIS9: Off
	MACSIS10: 
	MACSIS11: 
	MACSIS12: 
	MACSIS13: 
	MACSIS14: 
	MACSIS15: 
	MACSIS16: 
	MACSIS17: 
	MACSIS18: 
	MACSIS20: 
	MACSIS21: 
	MACSIS19: 
	MACSIS22: 


