N ATIV E amencay CONNECTIONS Client Registration

PATIENT INFORMATION
Last Name First Name Middle
Social Security Number Date of Birth ) Male [ Female Marital Status
Race: []AfricanAmerican(Black) 7 American Indian/Alaska Native 1 Asian 1 Caucasian
[) Hawaiian/Pacificlslander (1 Hispanic [ Other [ Two or MoreRaces
Ethnicity: Hispanic/Latino/Spanish origin [ Yes [ No Language Are you
homeless?
o Yes
o No
Mailing Address City State Zip
Primary Contact Number Secondary Contact Number Preferred Notify Method:
[1 Home [ Cell [1 Work ) Home 1 Cell 1] Work 1 Home (1 Cell 1] Work Other:
E-Mail Address
Emergency Contact: Relationship to patient Emergency Contact Number:
RESPONSIBLE PARTY’S INFORMATION (IF OTHER THAN PATIENT)
Last Name First Name Middle Relationship to Patient
Social Security Number Date of Birth Primary Contact Number [] Home [] Cell [] Work
Mailing Address City State Zip

DEMOGRAPHIC QUESTIONS
I do NOT permit NAC to share my protected health information with any individuals aside from myself.

Are you an enrolled tribal Are you currently pregnant? Do you have a tribal ID or CIB?
member?
o Yes o Yes o Yes
o No o No o No
INSURANCE INFORMATION
Primary Insurance Carrier AHCCCS ID #: Outpatient or Inpatient Service Agency:
Certificate/Policy Number: Subscriber Full Name: Subscriber Date of Birth:
Primary Care Provider: Insurance Billing Address:
Have you been here before? How did you hear about us? Currently receiving MAT
(medical assisted treatment)?
o Yes
o No

Do you have an Advanced Directive in Place (Living Will and/or Medical Durable Power of Attorney)? [1 Yes (1 No
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O O O O O

Additional Services:

Residential

MAT

Individual GMH counseling
Medical Services

Intensive Outpatient

Psychiatric Services

ADDITIONAL QUESTIONS

Are you currently receiving Are you currently receiving Are you currently on probation? Are you are registered sex
behavioral health Services? medical services offender?

Registered by:

By initialing, I acknowledge that I have reviewed, understand, and consent to all terms, policies, and authorizations
contained in this client registration form

TELECOM AGREEMENT: I consent and request that Native American Connections (NAC), and those
acting on its/their behalf may call or text me. The types of calls or texts include those concerning the patient
care, scheduling, reminders, prescriptions, or services. Calls can be made to any number I provide. I
understand that consent is not a condition of care. By supplying my home phone number, mobile phone
number, email address, and any other personal contact information, I authorize my health care provider to
notify me regarding my care provider, the time and place of my scheduled appointment(s), and other limited
information, for the purpose of notifying me of a pending appointment, a missed appointment, overdue
exam, lab results, or any other healthcare related issues.

HEALTH INFORMATION EXCHANGE (HIE) STATE PARTICIPATION ACKNOWLEDGEMENT: I have
read and understand the Notice of Health Information Practices regarding NAC's participation in The
Network, or the statewide Health Information Exchange (HIE).

FINANCIAL RESPONSIBILITY: I authorize NAC to release any medical or behavioral health information
necessary to process insurances claims. I authorize payment of medical or behavioral health benefits
directly to NAC for services rendered to me or my dependents. I understand that I am financially
responsible for any charges not covered by insurance, including co-payments, deductibles, and non-covered
services. I agree to cooperate with any insurance claim requirements and to promptly provide requested
information. This authorization will remain in effect until I revoke it in writing.

PRIVACY PRACTICE ACKNOWLEDGEMENT: I have received the Notice of Privacy Practices and have
been provided an opportunity to review it.

Patient Signature: Date:
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TELECOM AGREEMENT: I consent and request that Native American Connections (NAC), and those acting on its/their behalf may call or text me. The types of calls or texts include those concerning the patient care, scheduling, reminders, prescriptions, or services. Calls can be made to any number I  provide. I understand that consent is not a condition of care. By supplying my home phone number, mobile phone number, email address, and any other personal contact information, I authorize my health care provider to notify me regarding my care provider, the time and place of my scheduled appointment(s), and other limited information, for the purpose of notifying me of a pending appointment, a missed appointment, overdue exam, lab results, or any other healthcare related issues. 
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FINANCIAL RESPONSIBILITY: I authorize NAC to release any medical or behavioral health information necessary to process insurances claims.  I authorize payment of medical or behavioral health benefits directly to NAC for services rendered to me or my dependents.  I understand that I am financially responsible for any charges not covered by insurance, including co-payments, deductibles, and non-covered services. I agree to cooperate with any insurance claim requirements and to promptly provide requested information. This authorization will remain in effect until I revoke it in writing.
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HEALTH INFORMATION EXCHANGE (HIE) STATE PARTICIPATION ACKNOWLEDGEMENT: I have read and understand the Notice of Health Information Practices regarding NAC's participation in The Network, or the statewide Health Information Exchange (HIE). 
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PRIVACY PRACTICE ACKNOWLEDGEMENT: I have received the Notice of Privacy Practices and have been provided an opportunity to review it. 
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Patient Signature:_________________________________________________________ Date:_______________________
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By initialing, I acknowledge that I have reviewed, understand, and consent to all terms, policies, and authorizations contained in this client registration form
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Are you currently receiving behavioral health Services?  
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Are you currently receiving medical services 
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Are you currently on probation?
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Are you are registered sex offender?
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Registered by:


NATIVE sancsscomsscrios Native American Connections (NAC)
Medical History

Do you now or have you ever had:

[l Anemia [l Crohn's Disease [0 HIV/AIDS [0  Rheumatic

[J Angina [J Emphysema [J Jaundice [J Stomach or Peptic

[J  Arrhythmia [J Epilepsy (Seizures) [J Kidney Disease [] Stroke

[J Asthma [J Heart Murmur [J Kidney Stones [J Tuberculosis

[J Cataracts J Heart Problems J Pneumonia

[J Colitis [J Hepatitis [0  Pulmonary

Embolism
MEDICATION LIST
What medications are you currently taking? (Please list below)
Name of Medication Dose Qty Times per Day | Prescribing Provider

Do you have any allergies to any medications? YES NO (If YES please list)

Preferred Pharmacy Name, Street, City/State

Revised 11/01/2025
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Native American Connections (NAC)
AUTHORIZATION FOR RELEASE OF INFORMATION
Authorization to Obtain and/or Provide Confidential and Private Information

I, , Date of Birth: , hereby authorize:
PLEASE PRINT NAME
O NAC Patina Wellness Center O NAC Integrated Health Clinic O NAC Patina Mountain Preserve
337 East Virginia Ave, Building A 337 E Virginia Avenue, Building B 1431 E. Dunlap Avenue
Phoenix, AZ 85004 Phoenix, AZ 85004 Phoenix, Arizona 85202
(602) 226-4500 (602) 424-2060 (602) 612-3617
(602) 226-4560 (fax) (602) 648-9794 (fax) (602) 675-4279 (fax)

to request the release and delivery of protected health information and receive protected health information, as specified below, to/from:

Individual/Organization Phone Number Fax Number

Address City, State, Zip code

I authorize the release of Protected Health Information specified below, to and/or from the facility/agency listed above, to include the following:

O Admission History and Assessment U] Mental/Behavioral/Psychosocial History U] Physical Health Assessment

[J Psychiatric Evaluations U Medications & Dosage U Service Plans

[J Continuation of Care/Transition Plans U Team Staffing Notes/Records U] Progress Notes

[J Discharge Summaries U Attendance Records U History of EPSDT Screenings (Children)
[ Academic Records (Children) U] Test Results, Labs, and/or Urinary Drug Screens (UDS)

[J Immunization Records (Children) U] HIV / AIDS Diagnosis and/or Testing

[J Full Disclosure of Substance and/or Alcohol Use Disorder Information
O Other (Specify):

Purpose for Disclosure:

Signature of Client Date
Parent / Guardian / Legally Authorized Agent (if applicable)*** Date
Signature of Witness / Staff Date

***If the client is 12-18 years of age and/or has a legally authorized agent, client signature along with signature of parent/legal guardian/legally
authorized agent is required.

Notice to Recipient Regarding Re-disclosure of Information: Records are private, confidential, and protected by Federal law. Federal
regulations (42 CFR Part 2 and 45 CFR Section 160-164) prohibit you from making any further disclosure of the above named person without
a specific written consent or as otherwise permitted by these regulations. A general authorization for the release of medical and/or other
information is not sufficient for this purpose.

A photocopy of this authorization shall have the same force and effect as the original. This consent will automatically expire 90 days after
discharge from services or 12 months from the date of signature. Any disclosure of medical record information by the recipient(s) is not authorized
except when implicit in the purposes of the disclosure. I understand that any information that was disclosed pursuant to this authorization may no
longer be protected under federal or state law. I understand that I may revoke this authorization at any time by submitting my revocation in writing
to NAC.

Updated 8/18/2023 AP
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Client Name:
Client ID
Date:

Informed Consent for Treatment

General Consent for Medical and/or Behavioral Health
Treatment

[ understand that health information necessary for my
care may be shared within NAC and with other health
providers involved in my care.
[ understand the nature, purpose, risks, benefits, and
alternatives of treatments will be explained to me.
I acknowledge my right to ask questions, participate in
treatment decisions, and refuse or stop treatment at
any time.
[ understand that certain health information, including
HIV/AIDS testing and treatment, is subject to
additional privacy protections.
[ understand that HIV testing may be included as part
of routine medical care. | have the right to ask
questions and decline testing.

[ agree

Informed Consent for Behavioral Health Services

[ understand the behavioral health services offered,
including counseling, therapy, and psychiatric
treatment.

The benefits, risks, and alternatives have been
explained in terms I understand.

[ acknowledge the right to decline particular
interventions or withdraw consent at any time
without penalty.

For minors, consent is provided by a legal guardian
unless the minor is authorized by law to consent
independently.

[ agree

Insurance Billing Authorization
[ authorize NAC to bill my insurance carrier(s), including AHCCCS, Medicare, Medicaid, or other insurers, and to
receive direct payment for services rendered. I also authorize NAC to release necessary medical and treatment
information to process claims, in compliance with HIPAA and 42 CFR Part 2. I understand that NAC is required
to bill all other insurances before billing AHCCCS, and that I am responsible for any fees or copayments
according to NAC’s policies. You may revoke your consent at any time by submitting a written request to your
NAC provider or the NAC Quality & Compliance Officer. Revocation will not affect any actions already taken
based on your prior consent.
Other Information

NAC may use artificial intelligence (AI) tools to assist in documentation, diagnostics, or treatment planning.
These tools are used under clinician supervision and comply with all applicable privacy and ethical
standards. You may request not to have Al-assisted services.

Behavioral health services at NAC are provided within a professional therapeutic relationship. This
relationship is focused on your well-being and is governed by ethical standards and confidentiality laws.

If you require interpretation services or translated materials, please inform NAC staff. We are committed to

providing accessible care in your preferred language.

Substance Use Disorder (42 CFR Part 2) Informed

Consent

e [understand that SUD treatment services (e.g.,
assessment, detoxification, residential programs,
medication-assisted treatment) are confidential
under 42 CFR Part 2 and other applicable laws.

e I consent to participate in SUD services provided
by NAC, and understand the purpose, benefits,
risks, side effects, and alternatives have been
explained.

e [acknowledge that [ may revoke consent at any
time, except to the extent actions were already
taken based on this consent.

e lunderstand the consequences of refusing or
discontinuing SUD treatment have been
explained.

e  This consent will expire one year from the date of
signing or upon termination of services with NAC,
whichever occurs first.

Any disclosure of information related to
Substance Use Disorder treatment will include
the following statement: 'This information has
been disclosed from records protected by Federal
confidentiality rules (42 CFR Part 2). The Federal
rules prohibit you from making any further
disclosure of this information unless further
disclosure is expressly permitted by the written
consent of the person to whom it pertains or as
otherwise permitted by 42 CFR Part 2.

I agree

In emergency situations where immediate treatment is necessary to prevent serious harm, NAC may
proceed with treatment without prior consent, in accordance with applicable laws.

Acknowledgment and Signature
By signing below, I acknowledge that I have read and understood the information provided, and I consent to the
treatment and services described above.

Client Signature:
Staff Signature:

Date:

Date:
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Native American Connections (NAC)

Notice of Privacy Practices Patient Rights and Responsibilities Your Rights

I. NATIVE AMERICAN CONNECTIONS (NAC) Responsibilities
We are required to:

(] Maintain the privacy of your health information;

(] Provide you with this notice of our legal duties and
information practices with respect to information we collect
and maintain about you;

L] Notify you if we learn there has been a breach of your
unsecured information; and

(] Abide by the terms of the notice in effect.

NAC reserves the right to change its privacy practices and to make
the new provisions effective for all protected health information
(PHI) it maintains. NAC will post any revised Notice of Privacy
Practices at public places within its healthcare facilities and on its
website at www.nativehealthphoenix.org and you may request a
copy of the Notice.

NAC understands that health information about you is personal
and is committed to protecting your health information. NAC will
not use or disclose your health information without your
permission, except as described in this notice and as permitted by
law.

11. Your Rights
You have several rights regarding your health information. Those
include the right to:

L] Inspect and receive a copy of your information. This right
covers your medical records or billing records or other
written information that may be used to make decisions
about your care, subject to some limited exceptions. Such
records will be provided to you in the time frames
established by law. We may charge a reasonable fee for our
costs in copying and mailing your requested information
Your request should be submitted in writing to the Quality &
Compliance Officer at the address listed below If you are
denied access to personal health information, in some cases
you will have the right to request a review of the denial.

L] Request a restriction on certain uses and disclosures of
your health information. This right includes restrictions on
our use or disclosure of your personal health information for
treatment, payment or health care operations. You also have
the right to restrict the personal health information we
disclose about you to a family member, friend or other
person who is involved in your care or the payment of your
care. Your request should be submitted in writing to the
Quality & Compliance Office at the address listed below. We
are not required to agree to your request unless your
request is to not share your health information with your
health insurer about a service which you (or someone other
than your insurer) has paid us in full, where the disclosure is
for the purpose of carrying out payment or health care
operations, and where the disclosure is not otherwise
required by law. If we do agree to accept your requested
restriction, we will comply with your request except as
needed to provide you emergency treatment.

(] Request an amendment to your health information. If you
believe that any health information in your record is
incorrect or incomplete, you may request that we correct
the existing information or add the missing information. We
may amend your record or include your statement of
disagreement.

L] Request that that we communicate with you using a
different means of communication or to an alternate
location. You can request that we contact you only at a
certain address or phone number or by alternative means.
We will accommodate your reasonable requests.

(] Receive an accounting of certain disclosures NAChas made
of your health information. This is the listing of certain
disclosures of your personal health information made by us
or by others on our behalf, but does not include disclosures
for treatment, payment and health care operations or
certain other exceptions. Your request should be submitted
in writing to the Compliance Officer at the address listed
below. The first accounting provided within a 12-month
period will be free; for further requests, we may charge you,
our costs.

(] Obtain a paper copy of the NAC Notice of Privacy Practices.
You may request a copy a paper copy of this Notice even if
you have received an electronic copy.

11l. How NAC may use and disclose Health Information about
you.

The following categories describe how we may use and disclose
health information about you:

For Treatment. We will use and disclose your personal health
information to provide you with treatment and services. For
example, we may disclose your personal health information to
physicians, nurses, physical therapists, counselors, medical
assistants or outside providers who are caring for you.

For Payment Purposes. We may use and disclose your personal
health information so that we can bill and receive payment for the
treatment and services you receive. For example, we may disclose
your personal health information to your representative, an
insurance or managed care company, Medicare, Medicaid or
another third-party payer to obtain payment, to confirm your
coverage or to request prior approval for a proposed treatment or
service.

For Health Care Operations. We may use and disclose your health
information for our regular health care operations, for example, to
evaluate your care and treatment outcomes with our quality
improvement team.

Business Associates. We use outside people and entities to
provide services for us. Examples include medical transcription
companies, consultants, billing companies and attorneys. We may
disclose your health information to business associates so that
they can perform their jobs. We require our business associates to
protect and safeguard your health information in accordance with
all applicable Federal laws.

Notification. We may use or disclose information to notify or
assist in notifying a family member, personal representative or
another person responsible for your care, of your location and
general condition. This may include disclosures to a public or
private entity assisting in disaster relief efforts.

Communication with Family. We may disclose to a family
member, other relative, close personal friend, or any other person
involved in your care health information that is relevant to that
person’s involvement with your care or payment for such care.
Research. We may disclose information to researchers when
certain conditions have been met.

Organ Procurement Organizations. Consistent with applicable law,
we may disclose your health information to organ procurement
organizations or other entities engaged in the procurement,
banking, or transplantation of organs for the purpose of
facilitating organ, eye, or tissue donation and transplant.

Uses and Disclosures about Decedents. We may disclose your
health information to funeral directors, coroners or medical
examiners to carry out their duties consistent with applicable law.
Food and Drug Administration (FDA). We may disclose to the
FDA, or to a person or entity subject to jurisdiction of the FDA,
health information relative to adverse events with respect to food,
supplements, product and product defects, or post marketing

Revised 11/01/2025
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Native American Connections (NAC)

Notice of Privacy Practices Patient Rights and Responsibilities Your Rights

surveillance information to enable product recall, repairs or
replacement.

Appointment Reminders. We may contact you with reminder that
you have an appointment for medical care at a NAC facility or to
advise you of a missed appointment.

Workers Compensation. We may disclose your health information
for workers compensation purposes as authorized or required by
law.

Public Health. We may disclose your health information to public
health or other appropriate government authorities charged with
preventing or controlling disease, injury or disability.

Correctional Institution. If you are an inmate of a correctional
institution, we may disclose to the institution or its agents, health
information necessary for your health and the health, safety and
security of other individuals such as officers or employees or other
inmates.

Law Enforcement. In some circumstances, we may need to
disclose health information to law enforcement officials. For
example, we may disclose your health information in response to
a search warrant or a grand jury subpoena, or to assist law
enforcement officials in identifying or locating an individual, to
report deaths that may have resulted from criminal conduct, and
to report criminal conduct at one of our offices. We may also
disclose health information necessary to prevent or lessen a
serious and imminent threat to the health or safety of a person or
the public.

Judicial Proceedings. We may be ordered to disclose health
information by a judge in a court or administrative proceeding or
in response to a subpoena.

Health Oversight Authorities. We may disclose your health
information to a government agency that oversees our operations
or our personnel, such as state Department of Health Services, the
federal or state agencies that oversee Medicare and Medicaid, and
professional licensing boards that license and investigate medical
and nursing professionals. These agencies need health
information to monitor our operations and its personnel’s
compliance with state and federal laws.

Military, Veterans, National Security and Other Government
Purposes. We may disclose health information about members of
the armed forces, as required by military command authorities or
to the Department of Veterans Affairs. If requested to do so, we
may also provide information to federal officials for intelligence
and national security purposes or for presidential protective
services.

Disclosure Required by Law. Federal, state, or local laws
sometimes require us to disclose your health information. For
instance, we are required to report child abuse or neglect and
must provide information to law enforcement officials in domestic
violence cases.

Charitable Contributions. We may contact you in the future to
raise donations for us or our programs. You have the right to opt
out of receiving such communications. If you do not want to be
contacted for fundraising please call (602) 648-9720 or e-

mail: quality@nativeconnections.org

Information with Additional Protection. Certain types of medical
information have additional protection under federal and state
law. In some circumstances, we will require your consent to
disclose information about communicable disease and HIV/AIDS,
genetic testing, and mental health treatment. Substance use
disorder (SUD) information held by our substance use disorder
treatment program is subject to protection under 42 USC 290gg-2
and its regulations and such information is subject to use and
limited disclosure. We will comply with federal law when using
and disclosing your SUD information.

Psychotherapy Notes. Our counselors may maintain
psychotherapy notes, which are not part of your medical

record. We will not use or disclose psychotherapy notes without
your authorization, unless the use is by the person who wrote the
notes for purposes of treatment, for training of medical or
counseling professionals, or for us to defend ourselves in a legal
proceeding brought by you. In addition, any other disclosure or
use of psychotherapy notes must be to the Department of Health
and Human Services; required by law; for the health oversight of
the practitioner that wrote the notes; to the coroner or medical
examiner; or to avert a serious threat to the health or safety of a
person or the public.

Disclosure by Whistleblowers. A NAC employee or contractor
(business associate) who in good faith believes that we have
engaged in conduct that is unlawful or otherwise violates clinical
and professional standards, or that the care or services provided
by us has the potential of endangering one or more patients or
members of the workplace or the public, may disclose your
information to an appropriate government agency and/or to an
attorney to determine his or her legal options.

Disclosure by Workforce Member Crime Victim. Under certain
circumstances, a NAC workforce member who is a victim of a
crime on or off a NAC facility’s premises may disclose limited
information about the suspect to law enforcement officials.
Using or Disclosing Your Information for Marketing. We may not
use your personal information to market goods or services to you
without your written authorization, except for face-to-face
communications about goods and services, to give you a
promotional gift of nominal value, to provide certain refill
reminders, to notify you of treatment alternatives, to
recommended providers or health care settings, or for case
management and care coordination.

Selling Your Information. We will not sell your health
information.

Short Message Service (SMS). SMS opt-in or phone numbers for
the purpose of SMS are not being shared.

Any other uses and disclosures will be made only with your
written authorization, which you may later revoke in writing at any
time. Such revocation would not apply where the health
information already has been disclosed or used or in
circumstances where NAC has taken action in reliance on your
authorization, or the authorization was obtained as a condition of
obtaining insurance coverage and the insurer has a legal right to
contest a claim under the policy or the policy itself.

To exercise your rights under this Notice, to ask for more
information, to report a problem or submit a complaint if you
believe your privacy rights have been violated, contact the Native
American Connection Quality & Compliance Officer at (602) 648-
9720 or email: quality@nativeconnections.org.

To file a complaint with the Office of Civil Rights you may submit a
complaint online at: https://www.hhs.gov/hipaa/filing-a-
complaint/index.html or to the OCR at:

U.S. Department of Health and Human Services

Office for Civil Rights

Centralized Case Management Operations

200 Independence Ave., S.W.

Suite 515F, HHH Building

We will not penalize you or retaliate against you in any way for
filing a complaint with the federal government.

Washington, D.C. 20201

Customer Response Center: (800) 368-1019

Fax: (202) 619-3818 } TDD: (800) 537-7697

Email: ocrmail@hhs.gov

Revised 11/01/2025
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Client Name:
Client ID

Date:

Are you worried about losing your

housing?
J Yes
[J No

[J Ichoose not to answer this question
What address do you live at?

Money & Resources

PRAPARE
Personal Characteristics
1. Areyou Hispanic or Latino? 8.
[ Yes
[J No
[J Ichoose not to answer this question
2. Which race(s) are you? Check all that
apply 9
[J Asian
[J Native Hawaiian
[J Pacific Islander
[J Black/African American
(] White
[J American Indian/Alaskan Native
[J Other (please write) 10.
[J Ichoose not to answer this question
3. Atany point in the past 2 years, has
season or migrant farm work been your
or your family's main source of income?
[J Yes
[J No 11.
[J Ichoose not to answer this question
4. Have you been discharged from the
armed forces of the United States?
J Yes
[J No
[J Ichoose not to answer this question
5. Whatlanguage are you most comfortable
speaking?
[J English 12.
[J Language other than English (please
write)
[J Ichoose not to answer this question
Family & Home
6. How many family members, including
yourself, do you currently live with? 13.
d (Numerical value only)
[J Ichoose not to answer this question
7. Whatis your housing situation today?

(] Thave housing

[J Ido nothave housing (staying with
others, in a hotel, in a shelter, living
outside on the street, on a beach, in a
car, or in a park)

[J Ichoose not to answer this question

14.

What is the highest level of school that

you have finished?

[J Less than high school degree

[J High school diploma or GED

[J  More than high school

[J Ichoose not to answer this question

What is your current work situation?

[J  Unemployed

[J Part

[J Full

[J Otherwise unemployed but not
seeking work (ex: student, retired,
disabled, unpaid primary care giver)
Please write:

[J Ichoose not to answer this question

What is your main insurance?

Private Insurance

Medicare

Medicaid

CHIP Medicaid

Other Public Insurance (CHIP)

Other public insurance (not CHIP)

None/uninsured

During the past year, what was the total

combined income for you and the family

members you live with? This information

will help us determine if you are eligible

for any benefits.

[ (Numerical value only)

[J Ichoose not to answer this question

In the past year, have you or your family

members you live with been unable to get

OooOooOooodg
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Client Name:
Client ID

Date:

PRAPARE

any of the following when it was really
needed? Check all that apply.

Food

Clothing

Utilities

Child Care

Medicine or Any Health Care
(Medical, Dental, Mental Health,
Vision)

[J  Phone

[J Other (please write)

[] No/Does not apply

Iy I B

Social & Emotional Health

17. Stress is when someone feels tense,
nervous, or can't sleep at night because
their mind is troubled. How stressed are
you?

[J Notatall

A little bit

Somewhat

Quite a bit

Very Much

I s

I choose not to answer this question

Optional Additional Questions

15.

16.

Has lack of transportation kept you from
medical appointments, meetings, work, or
from getting things needed for daily
living? Check all that apply.

[J Yes, it has kept me from medical
appointment or from getting my
medications

[J Yes, it has kept me from non-medical
meetings, appointments, work, or
from getting things that I need

[J No

[J Ichoose not to answer this question

How often do you see or talk to people

that you care about and feel close to? (For

example: talking to friends on the phone,
visiting friends or family, going to church
or club meetings)

Less than once a week

1 or 2 times a week

3 to 5 times a week

5 or more times a week

I choose not to answer this question

I o B

18. In the past year, have you spent more
than 2 nights in a row in a jail, detention
center, or juvenile correctional facility?
[J Yes
(] No
[J Ichoose not to answer this question

19. Are you a refugee?

[ Yes
[J No
[J Ichoose not to answer this question

20. Do you feel physically and emotionally

safe where you currently live?

J Yes

[J No

[J Ichoose not to answer this question

21. Inthe pastyear, have you been afraid of
your partner or ex-partner?

U Yes

J No

[J Unsure

[J Thave not had a partner in the past
year

[J Ichoose not to answer this question
22. What country are you from?
[J United States
[J Country other than the United States
(please write):

TOTAL SCORE:




Client Name:
Client ID
Date:

MATIVE sveru AN CONNECTIONS

PTSD Checklist - Civilian Version (PCL-C)
Six-Item Version

Below is a list of problems and complaints that veterans sometimes have in response to
stressful life experiences. Please read each one carefully, put an “X” in the box to indicate
how much you have been bothered by that problem in the last month.

No Response Not at all A little bit Moderately Quite a bit | Extremely
1) (2) () (4) )

1 Repeated, disturbing memories,
thoughts, or images of a stressful
experience from the past?

2 Feeling very upset when
something reminded you of a
stressful experience from the past

3 Avoid activities or situations
because they remind you of a
stressful experience from the past

4 Feeling distant or cut off from
other people

5 Feeling irritable or having angry
outbursts

6 Having difficulty concentrating

Weathers, Litz, Huska, & Keene National Center for PTSD - Behavioral Science Division. This is a Government
document in the public domain.
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Substance Use Assessment

To complete this form, begin by reviewing each drug category listed. Only fill out the rows for substances you have
used. For each substance, provide the age at which you first used it, describe how much and how often you
typically used it, estimate how many years you used it, and indicate when you last used it. Finally, state whether
you currently use the substance by writing “Yes” or “No.” If you have never used a particular substance, you may
leave that row blank. Please be honest and accurate when completing this form, as it is often used for health,
counseling, or treatment purposes. Providing truthful information helps professionals better understand and
support your needs.

Drug Category Age of first  How much  Method When did Do you

use & how Of you last currently
often? Use use? use?

Alcohol

Cannabis - Marijuana,
hashish, hash oil, THC
Methamphetamine - speed,
ice, crank

Amphetamines - Ritalin,
Adderall, Dexedrine, etc.
Benzodiazepines - Valium,
Librium, Halcion, Xanax,
Diazepam, etc.

Sedatives - Amytal, Seconal,
Dalmane, Quaalude,
Phenobarbital, etc.

Heroin

Street or lllicit Methadone
Other Opioids - Tylenol #2 &
#3, Vicodin, Norco, Percocet,
Opium, Morphine, Fentanyl,
Dilauded, etc.
Hallucinogens - LSD, MDA,
DAT, mescaline, peyote,
mushrooms, ecstasy
(MDMA), nitrous oxide, etc.
Inhalants - Glue, gasoline,
aerosols, paint- thinner,
poppers, air duster, etc.
Tobacco - Nicotine, or
Vaping

11/09/2025



Native NAC Integrated Health

\ o 337 E Virginia Ave. Bidg B
1\_‘”161 l("“,] Phoenix, AZ 85004
Connections 480-741-0945

Patient Name: Date of Birth: Date:

Over the last 2 weeks, how often have you been bothered by any of the following problems?

(Please circle your answers) Notatall Several Morethan Nearly every day
days half the
days
1. Feeling nervous, anxious, or on edge 0 1 2 3
2. Not being able to stop or control worrying 0 1 2 3
3. Worrying too much about different things 0 1 2 3
4. Trouble relaxing 0 1 2 3
5. Being so restless that it is hard to sit still 0 1 2 3
6. Becoming easily annoyed or irritable 0 1 2 3
7. Feeling afraid as if something awful might 0 1 2 3
happen
Total Score:

If you checked off any problems, how difficult have these probiems made it for you to do your work, take care of
things at home, or get along with other people? (Circle one)

- Not difficult at all - Somewhat difficult - Very difficult - Extremely difficult



Native NAC Integrated Health

1 e 337 E Virginia Ave Bldg B

‘\me] Ican Phaenix, AZ 85004

Connections 480-741.0945
Patient Name: Date of Birth: Date:

Over the last 2 weeks, how often have you been bothered by any of the following problems?

{Please circle your answers) Notat Several More than  Nearly every
all days half the day
days

1. Little interest or pleasure in doing things 0 1 2 3

2. Feeling down, depressed, or hopeless 0 1 2 3

3. Trouble falling or staying asleep, or sleeping too 0 1 2 3

much

4. Feeling tired or having little energy 0 1 2 3

5. Poor appetite or overeating 0 1 2 3

6. Feeling bad about yourself - or that you are a 0 1 2 3

failure or have let yourself or your family down

7. Trouble concentrating on things, such as reading 0 1 2 3
the newspaper or watching television

8. Moving or speaking so slowly that other people 0 1 2 3
could have noticed. Or the opposite - being so

fidgety or restless that you have been moving

around a lot more than usual

9. Thoughts that you would be better off dead, or 0 1 2 3
thoughts of hurting yourself in some way

Total Score:

If you checked off any problems, how difficult have these problems made it for you to do your work, take care of
things at home, or get along with other people? (Circle one)

- Not difficult at all - Somewhat difficult - Very difficult - Extremely difficult
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