


    

State of California—Health and Human Services Agency	 California Department of Public Health 

Client identification number HEALTH ACCESS PROGRAMS 

FAMILY PACT PROGRAM 


CLIENT ELIGIBILITY CERTIFICATION (CEC) 


This form is the property of the State of California, California Department of Public Health, Office of Family Planning, and cannot be changed or altered. 

Please print answers to all questions.  The questions about your family size, income, and health care insurance are to 
determine if you are eligible for Family PACT Program services.   

•	 Providers must keep a copy of this form in the client’s medical record.  (See PPBI, Client Eligibility Certification Form 
Completion Section for code determinations.) 

•	 Code areas are for Provider use only. 

Do you currently receive Medi-Cal benefits or services? Yes No 

Do you have a Medi-Cal Benefits Identification Card (BIC)? Yes No 
BIC number Issue date 

Do you have health care insurance for family planning services?  (Private insurance, Health Yes No 
Maintenance Organization (HMO), Managed Care Plan, Student Health Insurance, etc.) 

Do we need to keep your family planning services confidential from your partner, spouse, or Yes No 
parent?  How may we contact you if we need to talk to you about something? Confidentiality 

Provider Use 

Only—CODE


First name Middle name Last name Suffix (Jr., Sr.) 

Is your current name the same as your name at birth?  If no, print your name at birth below. Yes No 
First name at birth Middle name at birth Last name at birth Suffix (Jr., Sr.) 

Number of live births County of residence Provider Use 
Only—CODE 

Nine-digit ZIP code 

Gender 

Male  Female 

Provider Use 
Only—CODE 

Social security number Mother’s first name 

Date of birth (mm/dd/yyyy) 

/ /_ _ _ _ 
Place of birth (county, if California) Provider Use 

Only—CODE 
State (if not California) Provider Use 

Only—CODE 
Country (if not USA) Provider Use 

Only—CODE 

Race/ethnicity 
1  Asian 2 Black 3 Filipino 4  Hispanic 
5 Native American 6  Pacific Islander 7 White 0 Other 

Primary Language 
1 Armenian 2  Cantonese 3 English 4 Hmong 5  Khmer/Cambodian 
6 Korean 7 Tagalog 8 Spanish 9 Vietnamese 0 Other 

This information will be used to see if you are enrolled in any state health program.  Information will also be used to 
monitor health outcomes and for program evaluation purposes.  Your name will not be shared. Each individual has 
the right to review personal information maintained by the provider unless exempt under Article 8 of the Information 
Practices Act. 

Complete eligibility information on reverse side. 
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Eligibility Determination:  Please list all family members (self, spouse, and children) living in your household and supported by 
the family income. List the source of any earned or unearned income and the amount of income, including income from 
employment, self-employment, tips, commissions, pensions, social security, child and/or spousal support, ongoing insurance 
payments, disability, Veterans Affairs, unemployment benefits, etc. 

Name Relationship to You Age Source of Income 
Gross Monthly Income 

(Before taxes or deductions.) 

(Self) 

Family size: Total family income $ 

I declare under penalty of perjury that the information I have given on this form is true, correct, and complete. 
understand that the giving of false information may make me ineligible for this program. 
Signature (or mark) of applicant Date Signature of witness to mark or interpreter Date 

FOR PROVIDER USE ONLY 

Provider certification:  Eligible for Family PACT Program 

 Ineligible for Family PACT Program (Give applicant Fair Hearing Rights.) 


Medi-Cal client eligible for Family PACT verified:  Limited scope  Unmet share-of-cost 

Based upon the information provided by the applicant and according to state and federal requirements, I certify that the 
applicant identified on this Client Eligibility Certification is eligible to receive family planning services under the Family PACT 
Program. If ineligible, the client has received a copy of this form which includes the Fair Hearing Rights. 
Print name Signature Date 

Annual Certification:  If client is decertified (no longer eligible) 
Date Reason code (see Provider 

Manual) 

Fair Hearing Rights 

Any applicant for, or recipient of, services under the Family PACT Program has a right to a hearing conducted by the California Department of 
Public Health regarding eligibility or receipt of services.  An applicant or recipient does not have a right to contest changes made to the 
eligibility standards or benefits of the Family PACT Program. 

First level review:  If you wish to appeal either your denial of eligibility or receipt of services, please send your name, telephone number, 
address, and reason why you are requesting a review to the First Level Review address below.  A request for a first level review must be 
postmarked within 20 working days of the denial of eligibility or services.  The Office of Family Planning may request additional information by 
telephone or in writing from the provider or the applicant before issuing a decision. 

Formal hearing:  You may appeal the decision of the first level review within five working days of your receipt of the decision of the first level 
review by sending your name, telephone number, address, and reason for the appeal to the Formal Hearing address below.  At the hearing, 
you may be represented by a friend, relative, lawyer, or other person of your choice.  A representative of the provider will be present to 
explain the reasons for denying eligibility.  If you want an interpreter provided at the hearing, please specify the language in your letter 
requesting a hearing. 

First Level Review Formal Hearing 

California Department of Public Health California Department of Public Health 
Office of Family Planning Office of Regulations and Hearings 
MS 8400 MS 0507 
P.O. Box 997420 P.O. Box 997377 

Sacramento, CA  95899-7420 Sacramento, CA 95899-7377 
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For Clinical Use
Assistance needed:
Reading: Yes No
Interpreter: Yes No

Annual Review
Date/Initials

Interventions
Code/Date/Initials 

State of California—Health and Human Services Agency Department of Health Services

Page 1 of 2
DHS 7098 E (9/05) Health Education Behavioral Assessment Continue

For Clinical Use
Intervention Codes:             C:  Counseling         EM:  Educational Materials         R:  Referral         F:  Follow-up Needed         SPN:  See Progress Notes

(Bilingual Template)

Patient Stamp

“STAYING HEALTHY” ASSESSMENT
Adults, 18 years of age and older

______________________ _____________________
Patient Number Plan Name/Number

If patient stamp not used, write in Patient and Plan Name/Number

Patient’s name (first, last) Date of birth Sex Today’s date

Male Female

You and your health care team can work together towards better health.  Please
answer these questions as best you can.  You may check ( ) “Skip” if you do not know
an answer or do not wish to answer.  You may talk with your provider about any
questions.  Your answers will be protected as part of your medical record.

Sample Question and Answer:  Do you play sports? Yes No Skip

Do You:
1. Receive health care from anyone besides a medical doctor 

No Yes Skip(such as an acupuncturist, herbalist, curandero, or other healer)?

2. See the dentist at least once a year? Yes No Skip

3. Drink milk or eat yogurt or cheese at least 3 times
Yes No Skipeach day?

4. Eat fruits and vegetables every day? Yes No Skip

5. Try to limit the amount of fried or fast foods that you eat? Yes No Skip

6. Exercise or do moderate physical activity such as walking
Yes No Skipor gardening 5 days a week?

7. Think you need to lose or gain weight? No Yes Skip

8. Often feel sad, down, or hopeless? No Yes Skip

9. Have friends or family members that smoke in your home? No Yes Skip

10. Often spend time outdoors without sunscreen or other
No Yes Skipprotection such as a hat or shirt?
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For Clinical Use

Interventions
Code/Date/Initials 

Your answers to questions about alcohol and drug use cannot be released
to others without your special written permission.

Do You:
11. Smoke cigarettes or cigars or use any other kinds of tobacco? No Yes Skip

12. Use any drugs or medicines to go to sleep, relax, calm
No Yes Skipdown, feel better, or lose weight?

13. Often have more than 2 drinks containing alcohol in one day? No Yes Skip

14. Think you or your partner could be pregnant? No Yes Skip

15. Think you or your partner could have a sexually 
No Yes Skiptransmitted disease?

Have You:
16. Or your partner(s) had sex without using birth control

No Yes Skipin the last year?

17. Or your partner(s) had sex with other people in the
No Yes Skippast year?

18. Or your partner(s) had sex without a condom in the
No Yes Skippast year?

19. Ever been forced or pressured to have sex? No Yes Skip

20. Ever been hit, slapped, kicked, or physically hurt by
No Yes Skipsomeone?

21. Do you have other questions or concerns about No Yes Skip
your health?
(Please identify) ____________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

For Clinical Use
Intervention Codes:           C:  Counseling        EM:  Educational Materials        R:  Referral        F:  Follow-up Needed        SPN:  See Progress Notes

Privacy Statement

The Information Practices Act of 1977 (California Civil Code 1798) and the Federal Privacy Act (5 USC 552a, Subdivision (E)(3)) require this notice to be provided when
collecting personal information from individuals.  The information on this form is requested by your health care provider, health plan, and the Department of Health
Services for purposes of providing health education services.  Furnishing the information requested on this form is optional for the patient. Failure to provide the
information requested will not result in any negative consequence for the patient.  Information collected on this form is to be maintained in the patient’s medical record,
and is subject to the same medical and legal protection as other information maintained in the patient’s medical record.  State law and regulation including reporting
requirements and protection of patient confidentiality applies to all information identified on this form.  Within the constraints of these laws and regulations, certain
information collected on this form may be transferred to state and local governmental and regulating agencies, contracted health plans, and health care providers.






































