
REGISTRATION FORM 
*Must be completed annually* 

◻ New Patient ◻ Established Patient PSR:  _ 

REGISTRATION PACKET - ENGLISH: 01/02/2026
  

PATIENT’S INFORMATION 
LEGAL LAST NAME 
 

LEGAL FIRST NAME 
 

MIDDLE NAME *if applicable 
 

DATE OF BIRTH 
 

SOCIAL SECURITY NUMBER 
 

PREFERRED NAME 
 

ADDRESS 
 

CITY, and STATE 
 

ZIP CODE 
 

MARITAL STATUS 
◻ Single ◻ Married ◻ Divorced ◻ Widow 

◻ Legally Separated ◻ Other: _   
 

HOME PHONE 
 

CELLULAR PHONE 
 

WORK PHONE 
 

EMAIL ADDRESS 
 

The following information is requested by government programs to assess health disparities and environmental risks for vulnerable populations. 
Your answers are CONFIDENTIAL and will not affect your care. 

 

PRIMARY LANGUAGE 
◻ ENGLISH ◻ SPANISH ◻ OTHER 
 

DO YOU REQUIRE TRANSLATION IF YOU NEED TO 
COMMUNICATE IN ENGLISH? 
◻ YES ◻ NO 

DO YOU HAVE A MENTAL OR PHYSICAL 
DISABILITY? 
◻ YES ◻ NO 

BIRTH SEX 
◻ FEMALE 

◻ MALE 
 

GENDER IDENTITY 
◻ FEMALE ◻ MALE ◻ GENDER QUEER 

◻ TRANSGENDER MALE (FEMALE TO MALE) 

◻ TRANSGENDER FEMALE (MALE TO FEMALE) 

◻ CHOOSE NOT TO DISCLOSE ◻ OTHER 
 

SEXUAL ORIENTATION 
◻ STRAIGHT OR HETEROSEXUAL 

◻ LESBIAN OR GAY ◻ BISEXUAL 

◻ DO NOT KNOW ◻ DECLINE 
 

WHAT IS YOUR ETHNICITY? 
◻ HISPANIC OR LATINO   ◻ MEXICAN 

◻ MEXICAN AMERICAN    ◻ CHICANO 

◻ SPANISH ◻ CUBAN 

◻ PUERTO RICAN 

◻ NON-HISPANIC OR LATINO 

◻ DECLINED TO SPECIFY 

RACE *Select ALL that apply* 

◻ WHITE ◻ BLACK / AFRICAN AMERICAN ◻ AMERICAN INDIAN / ALASKAN NATIVE 

◻ ASIAN    ◻ ASIAN  ◻ INDIAN   ◻ FILIPINO ◻CHINESE ◻ KOREAN ◻ VIETNAMESE 

◻ OTHER ASIAN ◻ SAMOAN ◻ NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER 

◻ GUAMANIAN OR CHAMORRO ◻ DECLINE TO STATE 
 

ARE YOU A MIGRANT/SEASONAL WORKER? 
◻ Migrant   ◻ Seasonal   ◻ DO NOT KNOW 

ARE YOU A VETERAN? 
◻ YES ◻ NO ◻ CHOOSE NOT TO DISCLOSE 

ARE YOU A SMOKER? 
◻ YES ◻ NO 

If the patient is a minor (0-17 years old), the parent or guardian MUST complete the information below. 

NAME OF PARENT / GUARDIAN 
 

DATE OF BIRTH 
 

CONTACT NUMBER 
 

RELATIONSHIP 
◻ Father ◻ Mother ◻ Guardian 

NAME OF PARENT / GUARDIAN 
 

DATE OF BIRTH 
 

CONTACT NUMBER 
 

RELATIONSHIP 
◻ Father ◻ Mother ◻ Guardian 

FAMILY SIZE HOUSEHOLD MONTHLY INCOME: $ ARE YOU HOMELESS OR LIVING IN A SHELTER? ◻ YES ◻ NO 

EMERGENCY CONTACT *Relatives or Friends NOT living with you* 

FIRST NAME | LAST NAME 
 

CONTACT NUMBER 
 

RELATIONSHIP 
 

FIRST NAME | LAST NAME CONTACT NUMBER  RELATIONSHIP 
   

 
COMMUNICATION PREFERENCES 

WOULD YOU LIKE TO RECEIVE TEXT MESSAGES? ◻ YES ◻ NO WOULD YOU LIKE ACCESS TO THE PATIENT PORTAL? ◻ YES ◻ NO 

ACKNOWLEDGEMENT SIGNATURE 
I understand that this eligibility certification form is a legal document, and I certify that the information is true to the best of my knowledge. I acknowledge that this information is subject to verification 
and errors or misstatements could result in loss of eligibility for programs. This information will be kept confidential. I give permission for myself / my child to receive treatment at South Central 
Family Health Center, and I understand that I may have my prescriptions filled at any pharmacy. SCFHC participates in several health information exchanges in which your medical records may be 
shared with other providers who are involved in your care. 

SIGNATURE OF ◻ PATIENT | ◻ PARENT 
 

DATE 
 

Medical Record #: 
 

 

 

 



 

DISCLOSURE OF PROTECTED HEALTH INFORMATION AND CONSENT FOR TREATMENT (ADULT/MINOR) 

Use and Disclosure of Your Protected Health Information: 

Your protected health information may be used by South Central Family Health Center (SCFHC) and the additional clinics listed below or disclosure 

to others only by the purpose of your healthcare treatment and obtaining payment or supporting the day-to-day health care operations of the practice. 

Protected Health Information (PHI) will otherwise not be disclosed without your express written consent. You have a right to view your PHI and can 

request a notice of disclosures detailing to whom your PHI has been distributed (some restrictions apply). 

Notice of Privacy Practice: 

You may review the Notice of Privacy for a more complete description of how your PHI may be used and disclosed. You may review the notice prior 

to signing this consent. The notice has been posted for your convenience, or you may request a personal copy. 

Requesting a Restriction on the Use or Disclosure of your Information: 

You may request a restriction on the use of disclosure of your PHI. South Central Family Health Center, and the additional clinics mentioned below 

may or may not agree to restrict the use or disclosure of your PHI. If the clinics below agree to your request, the restriction will be binding on the 

organization. Use or disclosure of the PHI violation of an agreed upon restriction will be a violation of an agreed upon restriction will be a violation of 

the federal privacy standards. I give permission for myself/my child to receive treatment at SCFHC and/or the clinics mentioned in the list below and I 

understand that I may have my prescriptions filled at any pharmacy. 

Revocation of Consent: 

You may revoke this consent to the use and disclosure of your PHI. You must revoke this consent in writing. Any use or disclosure that has already 

occurred prior to the date on your revocation of consent is received will not be affected. 

Reservation of Right to Change Privacy Practices: 

South Central Family Health Center, and the clinics listed below reserve the right to modify the privacy and practices outlined in its Notice of Privacy 

Practices. Patients have the right to refuse or end services at any time. 

I have reviewed this Disclosure of Protected Health Information and Consent for Treatment (Adult/Minor) form and give my permission to South 

Central Family Health Center and the clinics listed below to use and disclose my Protected Health Information (PHI) in accordance with what is 

mentioned in this document. 

You will not be penalized or otherwise retaliated against for filing a complaint. Please contact our Chief Medical Officer or Privacy Office at (323) 908-4200. 

Patient Signature:  Printed Name:  _ Date:    

Parent/Guardian Signature:  Printed Name:  _ Date:    

Relationship to the Patient:    

*Must be completed annually* 

Form Reviewed for Completion by (PSR Name): _  _   
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Date of Birth: 
 

Patient Name: 
 

   

   

 

 

 



 

FINANCIAL RESPONSIBILITY 

I understand that I am financially responsible for all charges, whether or not paid by my insurance, unless specifically exempted by my insurance 

company’s contract with South Central Family Health Center (SCFHC). 

I, (Patient Name) _   , hereby certify that I am eligible for 

(Insurance name) _  , benefits effective  _  _. 

I have chosen SCFHC to be my medical provider. I understand that if the above is not true, I am responsible for all charges related to services 

provided to me. Also, if the above is not true, I agree to pay in full for all services received within 30 days of receiving a bill from SCFHC. 

Signature:    Date:  _ 

ACKNOWLEDGEMENT OF RECEIPT OF SCFHC NOTICE OF PRIVACY PRACTICES AND PATIENT BILL OF RIGHTS 

By signing this document, I acknowledge that I have been provided a copy of the Notice of Privacy Practices and Patient Bill of Rights and 

Responsibilities. This notice explains how my personal information can be used and disclosed by SCFHC medical offices, and Patient Rights and 

Responsibilities. 

Printed Name:   Signature:  _ Date:    

CELLULAR TELEPHONE NUMBER COMMUNICATIONS 

By providing my cellular telephone number to SCFHC offices on this form, I agree to receive automated calls, prerecorded messages and/or text 

messages related to my healthcare from SCFHC, its affiliates and their respective physicians. I acknowledge that the texting terms of use will be 

included in the first text message I receive. I acknowledge and agree that the text messages, which will be sent via unencrypted means, may contain 

Protected Health Information (PHI) and there is some risk of disclosure of interception of these messages. I may revoke or withdraw this consent at 

any time. Withdrawal of consent for text messages or automated calls can be made by replying STOP to text messages or calling (323)908-4200. 

Printed Name:   Signature:  _ Date:    

ADVANCED HEALTHCARE DIRECTIVE ACKNOWLEDGEMENT 

South Central Family Health Center, in compliance with the Patient Self Determination Act of 1990, ensures a patient’s right to self-determination by 

inviting patients to participate in decision about their health care. This is accomplished through the planning and communication of their medical 

treatment wishes through an Advanced Healthcare Directive Acknowledgment Form. My initials next to one of the following statements indicates 

my current Advance Directive status. 

  _ I have provided a copy of my Advanced Healthcare Directive Form to SCFHC to be placed in my chart. 

  _ I will provide a copy of my Advanced Healthcare Directive Form to SCFHC. 

  _ I do not have an Advanced Healthcare Directive at this time. I understand that it is my responsibility to discuss this matter with my Primary Care Provider. 

My signature acknowledges that I have informed SCFHC of my right to participate in making decisions about my medical treatment by executing an 

Advance Healthcare Directive. 

Patient Signature:  Printed Name:  _ Date:    

Witness Signature: _   Printed Name:  _ Date:    

For Office Use Only: Written and verbal information was provided to the patient (Advance Healthcare Directive Packet) Comments:    
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PERMISSION TO DISCUSS PERSONAL HEALTH INFORMATION WITH OTHER INDIVIDUALS 

Instructions: 

1. Write the name of all family members or other individuals who are involved in the patient’s health care and have the patient or the patient’s 

personal representative sign and date the form. 

2. If the patient’s personal representative is signing the form on behalf of the patient, the personal representative must also sign and date the 

acknowledgement that he or she has the legal authority to do so. 

Individuals to whom South Central Health Center (SCFHC) may disclose my personal health information for coordination of care purposes: 

I hereby grant SCFHC, its subsidiaries, and associated organizations permission to discuss my health information with the persons listed below as it 

relates to their involvement in the coordination of my care and payment for health care services I receive. 

I understand that if I do not list anyone and I am not present or am incapacitated, SCFHC may share my information with family and friends or others 

that SCFHC has determined, based on professional judgment, that is in my best interest and necessary for coordination of care and/or payment for 

healthcare services I have received from SCFHC. This form supersedes any and all previously completed forms. All previous forms are hereby revoked. 

Patient Signature:  Printed Name:  _ Date:    

Parent/Guardian Signature:  Printed Name:  _ Date:    

Relationship to the Patient:    

I understand that I have the ability to revoke identified representatives at any time by making modifications directly to the form and/or choosing to 

revoke all rights with all identified individuals be selecting option below. 

◻ Revoke all rights to discuss personal health information with all individuals mentioned above. 

Patient Signature:  Printed Name:  _ Date:    

Parent/Guardian Signature:  Printed Name:  _ Date:    

Relationship to the Patient:    

If the patient is a minor or has personal representative, I represent that I am the legal personal representative of the patient named above and I have 

the legal authority to act on behalf of the patient in making decisions related to health care. 

Legal Representative Signature:  Printed Name:  _ Date:    
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NAME 
 

DATE OF BIRTH 
 

RELATIONSHIP 
 

PHONE NUMBER 
 

    

    

    

Medical Record # 
 

Date of Birth: 
 

Patient Name: 
 

   

   

 

   

   

 

   

 



 

SELF PAY FORM 

South Central Family Health Center requires that all self-pay accounts are paid at the time services are rendered. For all new patients, a $186.00 

deposit must be paid prior to being seen by the physician. For all established patients, a $96.00 deposit must be paid prior to being seen by the 

physician. Additional fees must be paid at the end of the visit. 

Note: All laboratory services are billed separately by lab and x-ray departments. 

If you have any questions, please call our Billing Office at (323) 908-4235 between the hours of 8:00 a.m. to 4:30 p.m. 

Patient Signature:  Printed Name:  _ Date:    

Parent/Guardian Signature:  Printed Name:  _ Date:    

Relationship to the Patient:    

PAYMENT AGREEMENT 
 
I understand that payments are due at the time of the visit. I will mail my payment or come to the clinic to pay my balance within 30 days if I am 

unable to pay the full amount today. 

For patients who require additional time to pay the balance in full, you can reach out to our Billing Office at (323) 908-4235 between the hours of 8:00 

a.m. to 4:30 p.m. to set up a Payment Plan. 

Patient Signature:    Printed Name:  _ Date:    

Parent/Guardian Signature:    Printed Name:  _ Date:    

Relationship to the Patient:    

*This form is only used and to be completed if the patient does not qualify for Sliding Fee Discount and must pay in full for the services rendered* 
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Medical Record # 
 

Date of Birth: 
 

Patient Name: 
 

   

   

 

   

   

 

 



 

PARENTAL CONSENT FOR MEDICAL TREATMENT FOR MINORS (AGES 0-17) 

Patient Name:    Date of Birth:  _ 

Parent/Guardian Name:    Date of Birth:  _ 

Parent/Guardian Name:    Date of Birth:  _ 

I give authorization to South Central Family Health Center to give medical care to my child under the supervision of: 

Authorized Person Name: _   Date of Birth:  _ 

Authorized Person Name: _   Date of Birth:  _ 

It is a requirement that the Authorized Person listed above to bring an identification card. 

This consent remains effective until (effective until date)  _  unless sooner revoked in writing delivered to 

the authorized person named above. 

Parent/Guardian Signature:    Printed Name:  _ Date:    

Relationship to the Patient:    
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Date of Birth: 
 

Patient Name: 
 

  

  

  

  

  

 

   

 

 



 

THIRD-PARTY CONSENT TO TREAT A MINOR (0-17) 

I am the: Parent Guardian Other Person having legal custody 

I hereby authorize (Name of Agent/Authorized Person)  and/or (Name of Agent/Authorized Person) 

  to act as my agent to consent to any examinations, anesthetic, medical, surgical or dental diagnosis of 

treatment and healthcare which recommended by and to be rendered under the general or special supervision of, any licensed doctor or dentist, 

whether such diagnosis or treatment is rendered at the doctor’s office or at a hospital. 

I understand that this authorization is given in advance of any specific diagnosis or treatment, or hospital care being required, but is given to provide 

authorization to the above-named agent to give consent to any and all such diagnosis, treatment or hospital care which a licensed doctor of dentist 

recommends. 

This authorization is given pursuant to the provisions of Family Code Section 6910 and Civil Code Section 25.8 

I hereby authorize any hospital providing treatment to the above-named minor pursuant to the provisions of Family code 6910 to surrender physical 

custody of the minor to the above-named agent upon completion of treatment. This authorization is given pursuant to Health and Safety Code 

Section 1283 

This authorization remains effective until (effective until date)  _  unless sooner revoked in writing delivered 

to the authorized person named above. 

Parent/Guardian Signature:    Printed Name:    Date:    

Agent/Authorized Person Signature: _   Printed Name:    Date:    

Agent/Authorized Person Signature: _   Printed Name:    Date:    

FOR SCFHC USE ONLY 

I, (PSR Name)  have verified that this third-party consent is valid, and an effort has been put forward 

to contact the minor’s parents/legal guardians to obtain consent verification. The following came as a result of the verification: 

◻ 

◻ 

◻ 

◻ 

Not able to contact parents/legal guardian 

Parent/Legal Guardian gave consent 

Parent/Legal Guardian did NOT give consent 

Photo ID (must verify and obtain copy of Third-Party photo ID) 

Witness Signature: _   Printed Name:  _ Date:    

*This form is only used and to be completed if a third party not listed as Authorized Person accompanies the minor* 
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Date of Birth: 
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NOTICE OF PRIVACY PRACTICES (Page 1 of 2) 

This summary notice describes how medical information about you may be used and disclosed and how you can get access to information. Please 
review it carefully. 

Your health information is personal, and we are committed to protecting it. For purposes of this Notice, SCFHC and the pronouns "we", "us" and 
"our" refer to all the facilities operated by, managed by or affiliated with South Central Family Health Center (SCFHC) or any of its affiliates or 
subsidiaries. We use and disclose health information about you for treatment, to obtain payment for treatment, for administrative purposes, to 
evaluate the quality of care that you receive, and for other purposes permitted by HIPAA. We are required by law to maintain the privacy of your 
health information. to provide you with notice of our legal duties and privacy practices with respect to that information, and to provide you with notice 
of a breach of your unsecured protected health information. This Notice applies to all records about your care that are created, and for maintained by 
us. Your health information is contained in a medical record that is the physical property of SCFHC. We are required to abide by the terms of this 
Notice. Wie reserve the right to change our privacy practices. as reflected in this Notice, to revise this Notice, and to make the new provisions 
effective for all protected health information it maintains. Revised Notices will be available in the clinic, on our website, or at your request. 

How we may use or disclose your health information  

We may use or disclose your health information, in certain situations, without your consent or authorization. Below we describe examples of how we 
may use or disclose your health information as permitted under or required by federal law, including instances where we will obtain your consent or 
authorization. Such uses or disclosures may be in paper or electronic format. 

For Treatment. We use and disclose your health information to provide you with medical treatment or services or to assist in the coordination, 
continuation or management of your health care and any related services. 

For Payment. We use and disclose your health information to others for the purpose of obtaining payment for treatment and services that you 
receive. 

For Health Care Operations. We may use and disclose health information about you for operational purposes. For example: 

• Communicate with you about our clinic activities and locations or evaluate the performance of our staff. 

• 

• 

• 

Assess the quality of care and outcomes in your case and similar cases, 

Leam how to improve our facilities and services, and 

Communicate to you about appointment reminders, leave a brief message on your answering machine, or leave a message with an 
individual who answers the phone at your residence 

Other permitted and required uses and disclosures that may be made without your authorization or opportunity to object  

Required or permitted by law. We may use and disclose information about you as required or permitted by law. If a use or disclosure is required by 
law, the use or disclosure will be made in compliance with the law and will be limited to the relevant requirements of the law. If required by law, you 
will be notified of any such uses or disclosures made pursuant to a law. For example: 

• For judicial and administrative proceedings pursuant to legal authority. 

• 

• 

• 

To report information related to victims of abuse, neglect or domestic violence, 

To assist law enforcement officials in their law enforcement duties, 

In the instance of a breach involving your unsecured health information, to notify you, law enforcement and regulatory authorities, as 
necessary, of the situation, and others as appropriate to help resolve the situation, and 

To health oversight agencies responsible for monitoring the health care system and government programs. • 

Public health. Your health information may be used or disclosed for public health activities such as: 

• 

• 

• 

• 

• 

Assisting public health authorities or other legal authorities to prevent or control disease, injury, or disability. 

Reporting child abuse or neglect to a public health authority. 

Reporting information to a person subject to the jurisdiction of the Food and Drug Administration (FDA); 

Notifying a person who may be at risk of contracting or spreading a disease, if authorized by law, or 

Disclosing proof of immunization to your school, at your child's school, if the school is required by law to have such proof prior to admitting 
you or your child. 

Other permitted and required uses and disclosures that may be made with your authorization or opportunity to object  

Except as otherwise provided in this Notice, we will not use or disclose your health information without your prior written authorization. You may 
revoke an authorization at any time, except to the extent we have already relied on the authorization and acted. 
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NOTICE OF PRIVACY PRACTICES (Page 2 of 2) 

Psychotherapy notes. If psychotherapy notes are created for your treatment. We must obtain your prior written authorization before using or 
disclosing them, except (1) if the creator of those notes needs to use or disclose them for treatment, (2) for use or disclosure in our own supervised 
training programs in mental health, or (5) for use or disclosure in connection with our defense of a proceeding brought by you. 

Clinical trials and other research activities. When your specific treatment is part of a research study and the exceptions to authorization explained 
above do not apply, we may disclose your health information to researchers only after you have signed a written informed consent to participate in 
the research study and a written authorization to use and disclose your health information for research purposes. 

Marketing. If we use or disclose your health information for marketing purposes, we must first obtain your written authorization to do so, except if the 
communication is face-to-face by us to you or is a promotional gift of nominal value. 

No sale of your health information. We will not sell your health information to a third party without your prior written authorization. 

Patient recognition. We strive to celebrate and honor the lives of our patients through a variety of patient recognition activities, such as celebrating 
birthdays, publishing newsletters, holding patient contests, posting patient photos and fun facts on the facility bulletin board or "wall of fame," 
acknowledging when a patient is hospitalized, and memorializing patients who pass away (patient recognition activities). 

Uses and disclosures of your highly confidential information. Unless the use or disclosure is permitted or required by law, we will obtain your 
written consent or authorization prior to using or disclosing your highly confidential health information to third parties. 

Media. If your image, voice, or statement is captured on film, we will obtain your written authorization prior to running any news article, press 
statement, or other publication with your image, voice, or statement Your participation in these media its and authorization to disclose your likeness 
is completely voluntary. 

Your rights  
• Get a copy of my paper or electronic medical record; 

• 

• 

• 

Request corrections to your paper or electronic medical record: 

Request confidential communication. 

Request us not to share health care item or service with your health insurer where you have paid out-of-pocket unless we are required by 
law to do so, 

Ask us to limit the information we share. 

Get a list of those with whom we've shared your information. 

Get a copy of the complete Notice of Privacy Practices, and 

File a complaint if you believe your privacy rights have been violated. 

• 

• 

• 

• 

Complaints  
You may complain to us and to the Department of Health and Human Services if you believe your privacy rights have been violated. You will not be 
retaliated against for filing a complaint. 

Contact information  
Please contact your local medical clinic for a full copy of our Notice of Privacy Practices. If you have any questions about this summary, our privacy 
practices, or would like to request the Notice in another language, you may also contact your local medical clinic. 

For complaints, please contact (323) 908-4200 or via email at complaints@scfhc.org 
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PATIENT BILL OF RIGHTS AND RESPONSIBILITIES 

Patient Bill of Rights  

As a patient of SCFHC, you have the right to, consistent with California law, to: 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 

Understand and use these rights, if for any reason you need help with this, we will help. 
Received treatment without discrimination as to race, color, religion, sex, national origin, disability, or sexual orientation. 
Receive considerate and respectful care in a clean and safe environment. 
Be informed of the name and position of the health care providers who will oversee your care. 
Know the name, position, and function of any staff involved in your care and refuse treatment, examination, or observation by that person. 
Receive care in a non-smoking environment. 
Privacy and confidentiality of all information and records regarding your care. 
Participate in all decisions about your treatment. 
Refuse treatment, examination, or observation and be told to what effect this may have on your health. 
Obtain a copy of your medical records within a reasonable period of time. 
Refuse to take part in research. In deciding whether or not to participate, you have the right to a full explanation. 
Receive all the information you need to give informed consent for any proposed procedure or treatment. This information shall include the 
possible risks and benefits of the procedure or treatment. 
Receive urgent care if you need it. 
Complain, without fear of reprisals, about the care and services you are receiving and to have SCFHC respond to you, and if you request 
it, provide you with a written response. If you are not satisfied with the response, SCFHC must provide you with the telephone numbers of 
alternate physicians so that you may transfer your medical care. 

13. 
14. 

Patient Responsibilities  

The staff at SCFHC strives to provide you, the patient, with the best care possible. Below are some things you can do to help us achieve that goal: 

1. Arrive on time for scheduled appointments. If you will not be able to make the appointment, please call 24 hours in advance to cancel and 
reschedule. If you arrive after your scheduled appointment, you may be asked to wait for the next available appointment or to reschedule. 
Give your health care provider all the information that is needed to determine the best treatment for you; fill out forms completely and 
accurately. 
Provide correct and complete contact information. 
Be open and honest with your healthcare provider. 
Call your health care provider promptly if your condition worsens or does not follow the expected course. 
Check with your provider well before you run out of your current supply of medication. 
Use prescription and over-the-counter medications as directed. You should never share medication prescribed for you with others. 
Treat fellow patients at SCFHC with the same courtesy and respect that you would expect from them. Please respect others’ right to 
privacy as you would ask that your own be respected. 
Arrive at your appointment sober and prepared. If you arrive or present as under the influence of any illicit substances, you may be asked 
to leave and reschedule your appointment for another day. 

2. 

3. 
4. 
5. 
6. 
7. 
8. 

9. 

Patient/Visitor Code of Conduct 

SCFHC is committed to providing a safe, secure and respectful environment for all. We expect all individuals to demonstrate civil and respectful 
behavior while on our premises or in virtual health care interactions. 

We expressly prohibit the following: 

1. Abusive language including threats or slurs 
2. Sexual harassment 
3. Weapons 

To maintain a safe, secure and respectful for all, we reserve the right to take appropriate measures to address abusive, disruptive, inappropriate or 
aggressive behavior. 
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