Dear Family Planning Client:
We are pleased you have chosen to come to our clinic. We want to provide you with low-cost, quality
care. The following is our commitment to you:
•

•

•
•
•
•

•

If you have insurance (Medicaid or private insurance), we ask that you talk to the clinic staff
about your coverage to determine if your visit can be covered by this payer source. The Title X
clinic is required to waive insurance payment, if confidentiality is a concern for you.
A sliding fee scale based on the cost of providing services is used to determine the amount that
you are responsible for. The amount you are charged depends on how much money you earn
and how many people you support.
Using a sliding fee scale allows us to provide care at a much lower cost to you compared to
other health care offices. You cannot be denied birth control services because you cannot pay.
If you are under the age of 18, your fees are based only on the income available (either your
family income or your own).
If your income is at or below 100% of the federal poverty level, you will not be charged or billed
for covered routine family planning clinic services related to your birth control method.
You may be billed for services that are not covered by the family planning program, and you are
responsible for the costs of those services. This could include non-Title X services such as
colposcopy, HIV testing, Chlamydia testing for clients not at risk, as well as complications
resulting from Title X procedures, side effects from medications, etc.
Family planning clinics receive some state and federal dollars to help you pay for your care here;
however, your donations, while not an obligation are very important. They help keep our clinic
open and this care available. We appreciate any donations no matter how much you give.

Sincerely,

Your Care Team at Axis Health System
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FAMILY PLANNING PROGRAM – REGISTRATION FORM
First Name: _____________________________ Middle Initial: ____ Last Name: ______________________________
Date of Birth: _____________________________

Maiden/Former Name: _________________________________

Address: ___________________________________________________________ Unit #: _______________________
City: ____________________________________ State: ______

Zip: ____________ County: ____________________

Is it OK to send mail to this address? Y N
Phone: ______________________________ (home, cell, work)

OK to Leave Message?

Y

N

Text? Y

N

Alternate Phone: ______________________ (home, cell, work) OK to Leave Message?

Y

N

Text? Y

N

Email Address (optional): ___________________________________________________________________________
Emergency Contact Information: Please tell us who to contact in case of emergency (parent or guardian if under 18):
An emergency would be severe bleeding, unconsciousness, accident or a condition requiring ambulance transport or
hospitalization. Family planning services DO NOT require parental permission; however, in an emergency
situation, if you are under 18 years of age, we will notify a parent or guardian.
Emergency Contact Name: _________________________________ Phone Number: _______________________
Does the person above know that you are receiving services here?
Yes
No
Ethnicity (check at least one):

Race (check at least one):

Primary Language:

□

Hispanic Origin

□

American Indian/Alaskan Native

□

English

□

Non-Hispanic Origin

□

Asian

□

Spanish

□

Black/African American

□

Other:__________

□

Native Hawaiian/Pacific Islander

□

White

What is your gender identity:

Do you think of yourself as:

What are your preferred pronouns:

□

Female

□ Bisexual

□ He, him, his

□

Male

□ Gay

□ She, her, hers

□

Trans Male or FTM

□ Lesbian

□ They, them, theirs

□

Trans Female or MTF

□ Pansexual/polysexual

□ Ze, zie (pronounced “zee”)

□

Non-binary

□ Straight/Heterosexual

□ Hir, hirs (pronounced “here”)

□ Other: _____________

□ Other: _____________

□ Prefer using my name only
□ Other: _______________

What sex were you assigned at birth:
□

Female

□

Male

□

Intersex

Services are based on a sliding scale according to your income, please report below:
Yearly gross income for your family living in the same household (include persons related by blood, marriage/civil
union, or legal adoption) $ ______________________ Number (including yourself) supported by this income? _____
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What type of insurance do you have? (please circle):
Private
Medicaid
Unknown None
Other:_______________________________________

Phone:_______________________________________
Whose name is the policy in?
_____________________________________________

Insurance Company:
_____________________________________________

ID #: _________________ Group/Plan #_____________
Medicaid #: ___________________________________

Address: _____________________________________

Do you have secondary Insurance?

Y

N

Private
Medicaid
Unknown
None
Other:________________________________________

Phone:________________________________________
Whose name is the policy in?
_____________________________________________

Insurance Company:
_____________________________________________

ID #: _________________ Group/Plan #: ____________
Medicaid #: ___________________________________

Address: ______________________________________

If you are 17 years old or younger and covered under your parents’ or guardians’ insurance plan:
You should know that private insurance companies send out a letter called an explanation of benefits or EOB to the
insurance policy holder (your parents or guardians) about the health care services you receive at the clinic. Let the
clinic staff know if you do not want your parents or guardian to know that you receive services at the clinic.
If you are 18 years old or older and have private insurance coverage and are not the policy holder:
You should know that private insurance companies send out a letter called an explanation of benefits or EOB to the
insurance policy holder about the health care services you receive at the clinic. You may contact your insurance
company to request that EOBs be sent to you instead of the policy holder to protect your privacy.

(FOR OFFICE USE ONLY)

Client (iCare) ID#____________ FPL: ______________%
FP Code (circle) 01 02 03 04 05 06
New FP Client? Y N Existing FP Client? Y N
Limited English Proficiency: Y N
(Circle) Insurance: Public

Private

(Circle) Bill insurance or bill client

Uninsured

Unknown

Confidential Client? Y N

Staff Initials: _________

Date of visit _____/_____/_____
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Family Planning Program Consent
Name: __________________________________________________________
Birth date: ______________
I, ____________________________________________, give my consent to the clinical staff of Axis Health System (AHS)
to examine, treat and counsel me. I understand and agree with the following statements:
Services
• Family planning services may include: review of my health history, routine family planning visits to start a birth
control method, sexually transmitted infection and HIV screening and testing (if indicated), and risk reduction
counseling, pregnancy testing and counseling, preconception screening and counseling, and referral for care not
provided at this clinic.
• I will be provided information about the test(s), procedure(s), treatment(s) and birth control methods(s) prior to
any of these services being provided. This information will include the benefits, risks, possible problems or
complications and other choices. I will ask questions about anything I do not understand.
• It is my choice whether or not to receive services and I can change my mind about receiving services at this clinic
at any time.
• No guarantee is given to me as to the results of any services I receive.
• I agree to a physical exam, including a breast exam and pelvic or genital exam, if one is recommended.
• My provider might recommend lab tests, including a Pap test, if needed.
• I may be referred to anther health care provider for further testing or treatment if necessary.
• Receiving family planning services is not a requirement to receiving any other services offered at the clinic.
Payment
• There are certain hazards and risks connected with all forms of medical care and treatment that may result in
additional costs to me (the client).
• The family planning program may have costs which are not covered and which may also not be covered by
insurance or aid program payments and I understand I will be responsible for these costs.
• I may be billed for non-Title X services including, but not limited to, colposcopy or treating complications
resulting from Title X-covered procedures or side effects from medications.
• Some lab tests may not be paid for by the family planning program. My provider will discuss these with me.
• If I need a referral to another health care provider, I will assume responsibility for getting and paying for this
care.
Privacy
• All information about me is kept in strictest confidence and will not be released to anyone without my
permission, except as required by law. This could include:
o Positive test results of some sexually transmitted diseases
o Sexual or physical abuse of minors
o Physical signs of domestic violence or intimate partner violence
• I understand that this health care clinic uses a statewide database that makes my health information available to
the Colorado state health department for program reporting purposes.
I have read the above information. It has been explained to me and I understand it. My questions have been answered
by a person from the clinic.
_________________________________________
________________________
Signature of client
Date
The client received the above information and I believe she or he understands it.
_________________________________________
________________________
Signature of staff
Date
Interpreter identification information __________________________________
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Axis Health System
Family Planning Financial Information Form
Date of Birth

First Name

Last Name
Date of Service

Patient #
Is this your personal phone?

Phone Number

Type of Visit Family Planning


YES



NO

Axis Health System (AHS) operates under state and federal laws that protect confidentiality and allow for release of
healthcare records and information. Information regarding services you may receive under TITLE
X FAMILY PLANNING is confidential and will not be released to any person or agency without
your written consent. If you wish to release your information to others, you need to sign an
Authorization to Disclose Protected Health Information form (ROI). AHS disclosures and uses of
your protected healthcare information and exceptions to the confidentiality of your information is
provided in the Notice of Privacy Practices available to you.

Please choose if you wish to have Title X Family Planning Services remain confidential:


I am electing to have all family planning visits marked as CONFIDENTIAL.
This means AHS will not discuss any information about this visit with your parent/guardian, spouse
or others as applicable. This also means that AHS will not bill your insurance/your parent/guardian
insurance parent/guardian insurance.



I am electing to have all family planning visits marked as NON-CONFIDENTIAL.
This means AHS may discuss any information about this visit with your parent/ guardian, spouse
or others as applicable. This also means that AHS will bill insurance.

You have the right to revoke/update this decision via written request to AHS at any time.

If you elected to keep your visit as NON-CONFIDENTIAL your
parent/guardian/spouse will receive a bill for any services received today.
Please tell us what health insurance provider covers your medical/mental health
services. (Circle one)
Medicaid

CHP+

No insurance

Don’t Know

Private Insurance (identify) __________________________________

If you have elected to keep your visit CONFIDENTIAL you must assume
financial responsibility for the payment of your bill based on your stated
income. Your request for the Title X Sliding Fee Scale is part of the
application for the Title X Program.

In medical emergency situations, if you are under the age of 18, parents/guardians will be notified.
The information I have provided is true and correct:
Name______________________________ Date ______________
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