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A) CLIENT INFORMATION 






 

	Last (family) Name:
	Middle Initial:

	First (given) Name: 


	Date of Birth: 

(MM/DD/YYYY)
	Social Security Number: 


_______-______-_________

	Gender：
___  Male   ___  Female 


Are you pregnant now?

   __Yes 

   __ No        

   __Not sure 
	Primary Language:

Need interpreter?

 
(  )  YES
(   )   NO 
	Ethnicity :  ___ Non-Hispanic/Non-Latino   ___  Hispanic/Latino
Race: 

___  Chinese               ___  Korean           ___  Japanese       ___  Other :________________

___  Vietnamese         ___  Filipino           ___  Multiracial:      _________________________


___ African American  ___ Caucasian      ___  Hispanic/Latino

	How did you hear about us? 


	

	Country of Birth:


	Year Arrived in US: 

	Mother’s Country of Birth 


	Father’s Country of Birth 

	How many people live in your household in addition to yourself?
 



B) CONTACT INFORMATION 

	Phone Number (with area code) 

                                                                                                   Please specify:  (   ) Home   (   ) Work   (   ) Cell


	Mailing Address:


	Apt # 

	City:              
	State:
	Zip Code:


C) PATIENT PHYSICIAN AND HEALTH INSURANCE INFORMATION  
	(  ) No insurance 

(  ) Yes I have health insurance 
	Insurance Provider: 


	Primary Care Physician 



D) QUESTIONS 

	1. Have you ever received shots for hepatitis A?

    
	Yes 
	No 
	Not Sure 
	If yes, how many? 

	2. Have you ever received shots for hepatitis B?

   
	Yes 
	No 
	Not Sure 
	If yes, how many? 

	3. Have you ever had your blood tested for hepatitis B?
   
	Yes 
	No 
	Not Sure 
	If yes, what was the result? 



	4. Has a doctor ever told you that you have hepatitis B?
   
	Yes 
	No 
	Not Sure 
	


	5. Does anyone in your family have hepatitis B?

   
	Yes 
	No 
	Not Sure 
	If yes, who? 





E) SCREENING/VACCINATION INFORMATION (CLINIC USE ONLY)

	Date of screening:


	Hep B Surface Antigen Status:

	Hep B Surface Antibody Status:
	Date results given:
	Handout given?  
(   ) YES  (   )  NO
	Interpreter:

	Vaccine #1 date:


	Lot #
	Vaccine #2 date:


	Lot#
	Vaccine#3 date:
	Lot#

	Signature:

	Signature:
                                                                  
	Signature:

	Notes:






Testing offered in collaboration with the San Francisco Department of Public Health This form was created by the San Francisco Hepatitis B Collaborative.
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A) CLIENT INFORMATION 基本資料 (請以英文填寫)







 

	Last (family) Name: 姓氏
	Middle Initial:
中間名縮寫
	First (given) Name: 名

	Date of Birth: 出生日期
(MM/DD/YYYY) (月/日/年)
	Social Security Number: 

社會安全號碼
_______-______-_________

	Gender: 性別
___  Male 男 ___  Female 女 


Are you pregnant now?
 妳現在有懷孕嗎?

   __Yes 有  

   __ No 沒有       

   __Not sure 不確
	Primary Language:

主要使用語言



Need interpreter? 
義工翻譯
(  )  YES 需要
(   )   NO 不需要
	Ethnicity 種族:  ___ Non-Hispanic/Non-Latino   ___  Hispanic/Latino
Race: 族裔
___  Chinese 中國      ___  Korean           ___  Japanese       ___  Other :________________

___  Vietnamese         ___  Filipino           ___  Multiracial:      _________________________


___ African American  ___ Caucasian      ___  Hispanic/Latino

	How did you hear about us?  如何發現此診所?


	

	Country of Birth 出生國:


	Year Arrived in US: 哪一年到美國的

	Mother’s Country of Birth 母親的出生國

	Father’s Country of Birth 
父親的出生國
	How many people live in your household in addition to yourself?
家裡除了你自己以外,還住了幾個人?



B) CONTACT INFORMATION 聯絡方式 

	Phone Number (with area code) 電話號碼                              

                                                                                                   Please specify請選:  (   ) Home 家   (   ) Work 辦公室  (   ) Cell手機（行動電話）



	Mailing Address 地址 (號碼, 街道):


	Apt # 公寓號碼

	City 城市:              
	State 州:
	Zip Code 郵編:


C) PATIENT PHYSICIAN AND HEALTH INSURANCE INFORMATION  醫療資源資料
	(  ) No insurance 無醫療保險 

(  ) Yes I have health insurance 有醫療保險
	Insurance Provider: 醫療保險公司 


	Primary Care Physician家庭醫師/主要醫師



D) QUESTIONS 問卷
	1. Have you ever received shots for hepatitis A?

    你曾經接種過甲肝/A型肝炎預防針嗎?
	Yes 有
	No 沒有
	Not Sure 不確定
	If yes, how many? 如果有,幾次?

	2. Have you ever received shots for hepatitis B?

   你曾經接種過乙肝/B型肝炎預防針嗎?
	Yes 有
	No 沒有
	Not Sure 不確定
	If yes, how many? 如果有,幾次?

	3. Have you ever had your blood tested for hepatitis B?
   你曾經做過乙肝/B型肝炎的驗血檢查嗎?
	Yes 有
	No 沒有
	Not Sure 不確定
	If yes, what was the result? 如果有,你知道你的檢查結果嗎?


	4. Has a doctor ever told you that you have hepatitis B?
   曾經有醫生告訴過你-“你有乙肝/B型肝炎”嗎?
	Yes 有
	No 沒有
	Not Sure 不確定
	


	5. Does anyone in your family have hepatitis B?

   你的家庭裡面,有人現在患有乙肝/B型肝炎嗎?
	Yes 有
	No 沒有
	Not Sure 不確定
	If yes, who? 如果有,能說是誰嗎?



E) SCREENING/VACCINATION INFORMATION (CLINIC USE ONLY)

	Date of screening:


	Hep B Surface Antigen Status:

	Hep B Surface Antibody Status:
	Date results given:
	Handout given?  
(   ) YES  (   )  NO
	Interpreter:

	Vaccine #1 date:


	Lot #
	Vaccine #2 date:


	Lot#
	Vaccine#3 date:
	Lot#

	Signature:

	Signature:
                                                                  
	Signature:

	Notes:






Testing offered in collaboration with the San Francisco Department of Public Health This form was created by the San Francisco Hepatitis B Collaborative.
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