
(THIS FORM MUST BE COMPLETED BEFORE IT IS SIGNED BY THE CLIENT)

Magaca Macmiilka ____________________________________________________________ 
  Magaca dambe Magaca hore Magaca Dhexe

Loo yaqaano __________________________________________________________
  Magaca dambe Magaca hore Magaca Dhexe

Taariikhda Dhalasho (DOB) _____ _____ / _____ _____ / _____ _____ _____ _____ 

Aqoonsiga# _________________________________________________

Ogolaanshahan wuxuu wakhtigiisu ku eg yahay marka la gaaro (1) sano ama haddii ay __________________
______________________________ dhacdo.

Waxaa suuragal ah in aan joojiyo ogolaanshahani anigoo qoraal la noqosho u soo bandhigaya xarunta 
ama goobta aan ku helay adeegyada. Waxaan fahamsanahay in la noqoshadu aanay khusayn doonin 
macluumaadka isla hadaba la bixiyay iyadoo ay jawaab u tahay ogolaanshahan.

Waxaa suuragal ah in aan diido saxiixida ogolaanshahani. Diidmadaydu ma saameyn doonto awooda 
aan u leeyahay helidda daaweyn ama lacageed ama u qalmida aan u qalmayo gargaarada. Waxaa 
suuragal ah in aan fiiriyo ama nuqul ka sameeyo wixii macluumaad ah ee la isticmaalay iyo/ama la bixiyay 
sida uu dhigayo ogolaanshahani.

Waxaan fahamsanahay in haddii qofka ama wixii kale jira ee helaya macluumaadku aanu ahayn 
daryeel bixiye caafimaad ama qorshe caafimaad oo caymiskooda lagu bixiyay sharciyada gaarka ah 
ee federaalka, waxaa suuragal ah in macluumaadka dib loo bixiyo oo aanay hada ka dib xuquuqdiisa 
dhowrin sharciyadani. Si kastaba ha ahaatee, waxaa suuragal ah in qofka helaya laga mamnuuco bixinta 
macluumaadka sida ay dhigayaan sharciga federaalka ama gobolku.

Waxaan fahamsanahay in haddii anigu aan naftayda u codsanayo diiwaannada ama qareenku 
codsanayo in ay jiri doonta lacag la iska qaadayaa. Ma jirto lacag la iska qaadayo oo la xiriirta helidda 
diiwaannada loo diro daryeel bixiye caafimaad oo kale.

______________________________________   _______________________
Saxiixa macmiilka Taariikhda

______________________________________   _______________________   ________________________________________
Saxiixa Qofka Wakiilka ah Taariikhda Xiriirka lala leeyahay Macmiilka

Macluumaadka Adeegyada Caafimaad
OGOLAANSHAHA BIXINTA MACLUUMAADPOR-782so Rev 4/17/19 4679

Health Information Services
619 NW 6th Avenue, 9th Floor

Portland, OR 97209
Telefoonka: 503-988-3997

Fax-ka: 503-988-4088

Waxaan Waaxda Caafimaadka Degaanka Multnomah u ogolaanayaa in ay 
diiwaannada caafimaad siiso:

Magaca ___________________________________________________________________________________________
Cinwaanka Jidka ___________________________________________________________________________________
Magaalada _____________________________________________ Gobolka __________ Zip-ka ________________

Iyadoo ujeedadu tahay:  ____sii socoshada daryeel caafimaad    ____sharci    ____naafanimo  
____kuwo kale, si gaar ah u sheeg: _____________________________________________

Qor macluumaadka gaarka ah ee la bixin doono: ______________________________________________________
_______________________________________________________________________________________________________
Ku qoridda aan xarafka u horreeya magacayga ku qorayo meelaha bannaan ee hoosta, waxaan si gaar 
ah u u ogolaanayaa bixinta macluumaadka caafimaad ee soo socda, haddii uu macluumaadkaasi jiro:

____Waxka ogaanshaha daroogada/aalkolada, macluumaadka la xiriira daaweynta ama gudbinta  
____diiwaannada la xiriira HIV/AIDS ____Macluumaadka la xiriira caafimaadka dhimirka 
____Macluumaadka la xiriira baaritaanka hidaha


