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SOUTHERN NEVADA HEALTH DISTRICT 

SUMMARY OF SOCIAL INFORMATION 
DATE       
 
NAME                                       
                   LAST                                                     FIRST                                                     MIDDLE INITIAL 
 
ADDRESS                
                        NUMBER           STREET                      APT. #       CITY                   STATE                 ZIP CODE 
 
DATE OF BIRTH _____________ AGE ______  
 
PHONE  NUMBERS:  HOME           CELL_________________  WORK___________________ 
                                                                             

   

DO YOU HAVE MEDICAID OR NEVADA CHECK-UP?     YES      NO ___  

MEDICAID # ____________________ (11 DIGITS) 

 

DO YOU HAVE PRIVATE INSURANCE?  YES _____     NO _____ 

NAME OF HEALTH INSURANCE          MEMBER NUMBER                     

DOES YOUR INSURANCE COVER FAMILY PLANNING SERVICES? YES ___ NO ___ UNKNOWN    

 
PLEASE √  ALL THAT APPLY AS TO HOW WE MAY CONTACT YOU 

 
 CALL HOME_____   CALL CELL  __________ TEXT__________ CALL WORK________________  
 
LEAVE MESSAGE WITH     ___________    RELATIONSHIP  _____    
                                                                                   (Full Name) 
MAIL (PLAIN ENVELOPE)       MAIL (RETURN ADDRESS)_________     
 
MAILING ADDRESS, IF DIFFERENT FROM HOME ADDRESS        

 

SINGLE  �  MARRIED  �  LIVING TOGETHER �   DIVORCED  �  SEPARATED  �  WIDOWED   � 
Race (Please select all that apply) 

�  Asian   �  Black / African American     � American Indian / Alaska Native    �  White  

�   Native Hawaiian / Other Pacific Islander      �  Unknown   � Decline 

Ethnic Origin                                                                                  Education 

Are you Hispanic or Latino?     __________                                           Highest Grade Completed______________ 

� YES      �  NO     � UNKNOWN     � DECLINE 

Language 

First language spoken?    _______________________ Language most comfortable speaking? _______________      

Do you need an interpreter?    YES ___ NO____   What language for interpretation______________________ 

    

                                                                                                                                                                         OVER   
 



H:\FP Forms SNhD\Social Summary Eng Oct 2010 Revision.doc       Page 2 of 2  
  

 

 

 

 

19 YEARS AND OLDER 

ARE YOU EMPLOYED?  YES _____ NO _____ WHERE?       ____________ 

HOW MUCH MONEY DO YOU MAKE EACH MONTH (BEFORE TAXES)?    $     

IS YOUR SPOUSE OR SIGNIFICANT OTHER EMPLOYED? _________ WHERE? ______________________ 

HOW MUCH MONEY DOES YOUR SPOUSE OR SIGNIFICANT OTHER MAKE EACH MONTH (BEFORE TAXES)? 

            $    

PLEASE LIST MONEY RECEIVED FROM OTHER SOURCES (PARENTS, WELFARE, CHILD SUPPORT, ETC.) 
            $                       

                                                        TOTAL GROSS MONTHLY INCOME                $    

INCLUDING YOU ,HOW MANY PEOPLE LIVE ON THIS INCOME ?           
 
   

 

WHO SHOULD WE CONTACT IN CASE OF AN EMERGENCY?  
*IF YOU ARE UNDER 18 – PLEASE LIST YOUR PARENT OR GUARDIAN 

 

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.  Please be advised, if 
you are under 18 years of age, that through our attempts to notify you of your results, a parent may become 
aware of your circumstances.  Otherwise, no information about your care will be given to anyone without your 
knowledge and permission except as required by law. 
 
EMERGENCY CONTACT         RELATIONSHIP       
 
STREET ADDRESS          APARTMENT NUMBER                
 
CITY          STATE        ZIP CODE      
 
PLACE OF EMPLOYMENT                         
 
HOME PHONE:      WORK PHONE       MESSAGE PHONE               
 
 
  
 
Signature of Client                                                                                                                     Date                                       
 
Signature of Witness                                                                                                                 Date                                       

UNDER 18 YEARS OF AGE ONLY  
(PARENT(S) PERMISSION IS NOT REQUIRED, SERVICES ARE CONFIDENTIAL) 
ARE YOUR PARENT(S) AWARE OF YOUR APPOINTMENT   YES___  OR  NO___ 

• IF YES, PLEASE PROVIDE YOUR PARENT(S) INCOME INFORMATION  
• IF NO,   PLEASE PROVIDE YOUR OWN INCOME INFORMATION 

 
MONTHLY INCOME (BEFORE TAXES)?                       $ _____________ 
 
HOW MANY PEOPLE LIVE ON THIS INCOME, INCLUDING YOU?    _____________          
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