
 

    

MID-COLUMBIA CENTER FOR LIVING APPLICATION FOR SERVICES 

 

      PATIENT INFORMATION 

PLEASE PRINT: (Information about individual seeking services)     DATE:    

Legal Last Name  Legal First Name              Middle Initial DOB 

Last Name at Birth SSN 

Street/Physical address 

Mailing address (if different)  

Zip State City  

City  State Zip 

Drivers License # (DUII only) 

Email Address 

Cell # 

Is it ok to send mail to the address?       Yes         No    

Work # 

Home # 

For confidential consideration, where may we leave a message (mark all that apply) 

Home     Cell Work Message # 

Agency Voters Registration Form 
State of Oregon 

If you are not registered to vote where you live now would you like to register here today?  

 YES,  I want to register to vote.  Where you submit your registration is confidential  

 NO, I do not want to register to vote or I am already registered.  The fact that you checked “no” is confidential.   
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What is your identified gender:     

Female       Male     Other   

Preferred Pronouns:       

He/Him      She/Her   They/Them Other ______________

Preferred Name 

Name  

Relationship   Phone Number   

Guardian/Personal Representative for Healthcare Decisions 

Address 

Reason for Seeking Services 

Message # 

Primary Language English    Spanish      Samoan  Sign Language               Other ________________________

Interpreter/ Special Needs (please mark all that apply) 

Hearing Impaired/Aid   Reading/ Literacy Aid       None       Other ________________________ 



 

    

MID-COLUMBIA CENTER FOR LIVING APPLICATION FOR SERVICES 

 

STATE REQUIRED DEMOGRAPHIC INFORMATION 

RACE AND ETHNICITY 

RACE: 

(please select all that apply) 

White 
Alaska Native 
American Indian 
Black or African American 
Asian 
Native Hawaiian/Pacific Islander 
Other Single Race 
Two or more Unspecified Races 

ETHNIC: 

(please select all that apply) 

Non-Hispanic 
Puerto Rican 
Mexican  
Cuban 
Hispanic - Other Specific Origin 
Hispanic -  Origin Not Specified 
Unknown 

 

 

Are you interested in receiving employment services?              Yes     No 

INDIVIDUAL NEEDS 

MILITARY STATUS 

Yes I am a Veteran (branch of service not Specified)            Yes I am a veteran and Current or Former active Duty 
Yes I am a Veteran and Currently a Former Guard/ Reserve Military No, I am not a Veteran. I am current or Former Guard/Military Reserve 
No, I am not a Veteran                    Unknown 

L:\PP&F\Intakes\Forms\Intake Packet Forms and Handouts\Demographic & Voter Reg - English Rev 11.19.2025.SCAN .doc   “A” 

EDUCATION 

K        1        2        3          4        5       6        7        8        9       10     11    12/GED            

14/AA/AS           16/BA/BS            18/MA/MS                       20/PHD/PSYD/MD              COLLEGE COURSES TAKEN 

INCOME, HOUSE HOLD MEMBERS, AND DEPENDENTS 

Total Annual House Hold Income (Immediate Family only)$ __________________  

Total # of people dependent on client’s income: ___________ ___ Total # of Children (0-17 years) dependents _____________ 
 

Primary source of Income/ Support   

Wages/Salary Public Assistance/Welfare  Disability/SSI/SSDI Retirement/Pension/Social Security Other/ Foster Child / Alimony                  
Unknown  None 
 

Please list all household members:   

TRIBAL AFFILIATION: (If American Indian) 
Burns Paiute Tribe                                         Klamath Tribes 
Confederate Tribes of Siletz             Coquille Indian Tribe 
Confederated Tribes of Coos, Lower Umpqua & Siuslaw           Confederated Tribes of Grand Ronde 
Confederate Tribes of Umatilla             Confederate Tribes of Warm Springs 
Cow Creek Ban of Umpqua Indians              Not Applicable          
Other ______________________________________________ 

 
Name Age Relationship to client 

   

   

   

   

   

   

   



 

MID-COLUMBIA CENTER FOR LIVING  

 

 

INFORMED CONSENT TO TREATMENT, E-MAIL, TEXT MESSAGE  

AND TELEHEALTH SERVICES 

I am voluntarily seeking services from Mid-Columbia Center for Living (MCCFL).  I understand that both 

MCCFL and I have the right to terminate services at any time by simply notifying the other party of this  

intention.   

Additionally, the following infractions may result in termination as well as possible legal action:  Verbal or 

physical aggression    towards staff or property of the MCCFL; and/or theft or vandalism of property of staff or 

the Mid-Columbia Center for Living.   

• Services shall be offered without regard to race, ethnicity, gender, gender identity, gender expression, 
sexual orientation,   religion, creed, national origin, age (except when program eligibility is restricted to 
children, adults, or older adults), familial status, marital status, source of income, and disability. 

• The provider will not deny entry to individuals on their decision to continue currently prescribed or      
dispensed medications for opioid use disorder (MOUD) while receiving outpatient behavioral health     
services and supports.  

• Informed Consent for Service:  Means that the service options, risks and benefits have been explained to 
the individual and guardian, if applicable, in a manner that they comprehend, and the individual and 
guardian, have consented to services on, or prior to, the first date of service.  

• I understand that MCCFL is legally obligated to report abuse of children, elderly, disabled persons and/or 
individuals enrolled in our services.  

• I understand and agree that MCCFL may disclose any of my health information, including drug and        
alcohol treatment information protected by 42 CFR Part 2, for the purpose of sharing treatment, payment 
and other heath care operations with any individuals that or entities that has a treating provider           
relationship with me at the time he/she/it access the information. 

• I understand that upon my written request MCCFL must provide me with a list of all entities to which my 
information has been disclosed within the past two years.  MCCFL would be responsible for responding to 
the request within 30 days.  

• I understand and agree to participate in the E-mail, Text Message and Telehealth services.  

            I decline to participate in E-mail, Text Message and Telehealth services.  

• I have been offered a Medical Advanced Directive, Notice of Privacy Practices, Individual Right, E-mail, 
Text Message, and Telehealth Consent, and copy of this Consent to Treatment.   And can ask for a copy 
of these documents at anytime.  

By signing below I understand my options for heath care treatment.  I understand that Mid-Columbia   

Center for Living will keep information about my case confidential, including the fact that I am                

participating in services.  I understand and agree to the terms and consent to participate in services       

including e-mail, text messages and telehealth services (unless “decline” was marked above) at              

Mid-Columbia Center for Living.   
Print________________________________________ Signature_______________________________________ Date__________   

          Client Legal Name      Client Signature 

 

Print________________________________________ Signature_______________________________________ Date__________  

                          Parent/Guardian or Personal Representative of health care reasons 
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