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Welcome to the Tuolumne Me-Wuk Indian Health Center!

Our Mission: Is to provide high quality, comprehensive, primary and specialty healthcare for the
Tuolumne Me-Wuk Tribal members, other Native Americans, and residents of the surrounding communities.

Our Vision: To be the leader of Sovereign Nations in caring for our communities by achieving and promoting
excellence in healthcare and wellness.

ChecKklist for all new patients:

Photo ID

Insurance card

Medications

New patient paperwork

Immunization record

Tribal Identification

(Tribal ID, Letter from Federally recognized tribe, or Documentation from the Bureau of Indian Affairs)

OooOoo0oo0oo

Minors need to additionally bring:

O Photo ID if available

O Court documents identifying parental rights/custodian if applicable
O Treatment consent form
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Tuolumne Me-Wuk Indian Health Center

“We like to treat the whole person, not just the illness”
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Locations
Primary Care
Services: Routine Office Visits, Women's Health, Family Care, Pediatric Care, Diabetic Treatment,
Smoking Cessation Treatment, and Lab Drawing & Interpretation. (**referral required for outside lab draw)

Tuolumne Primary Care 18880 Cherry Valley BLVD, Tuolumne, CA 95379 Phone: 209-928-5400
Sonora Primary Care 22044 Cedar Road. Sonora, CA 95370 Phone: 209-928-5400

Behavioral Health\ Counseling

Services: Our patient-centered approach to therapy combines holistic practices, Hand-tailored
Psychotherapy, and Medication management, Depression, Bipolar Disorder, Anxiety, Panic Disorder,
Obsessive-Compulsive Disorder, Body Dysmorphia, Trauma/PTSD, Grief

Tuolumne Behavioral Health 18880 Cherry Valley BLVD, Tuolumne, CA 95379 Phone: 209-928-5400
Sonora Behavioral Health 19969 Greenley Road, Suite A, Sonora, CA 95370 Phone: 209-928-5400
Mariposa Behavioral Health 5078 Bullion Street, Suite 4, Mariposa, CA. 95338 Phone: 209-928-5400

Podiatry

Services: General Foot Care, Treatment Of Foot and Ankle injuries, Diabetic foot care, Custom
Orthotics, Treatment for bunions, Hammertoes, and Other Foot Deformities, Ingrown Toenail TX

22044 Cedar Road. Sonora, CA 95370 Phone: 209-928-5400

MeWu:Ya “The Family Healing Place”

Services: Medication Assisted Treatment for Substance Use Disorder, Substance Use Disorder

Counseling, One-on-one Counseling, Group Counseling, Native Circle 12 Step Recovery Program,
Community Outreach

18670 Carter Street, Tuolumne, CA 95379 Phone: 209-928-5400

Dental Clinic

Services: Examinations, Cleanings, Fluoride treatments, Sealants, Nutritional Counseling, Fillings,
Crowns, Prosthetics, Full and Partial Dentures, Bridgework

19969 Greenley Road, Suite D Sonora, CA 95370 Phone: 209-928-5400

Optometry

Services: Comprehensive Eye Exams, Intermediate Eye Exams (without dilation), IOP checks, Glaucoma

Checks, Diabetic Eye exams, Contact Lens Evaluations, Cataract Evaluations, and Post-Operative Care for
Cataract Surgery and Refractive Surgery.

14550 Mono Way, Sonora, CA. 95370 Phone: 209-206-4820

Physical Therapy

Services: Back and neck pain, Body Misalignments/scoliosis/spinal dysfunctions, Chronic
Pain/Fibromyalgia, Muscle, Myofascial and Joint pain, Pre and Post-Operative conditions

850 Sanguinetti Rd, Sonora, CA 95370 Phone: 209-206-4800
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“We like to treat the whole person, not just the illness”
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Service: [ Primary Care [1Dental []Behavioral Health [1Physical Therapy L1 Optometry[_l Podiatry
[0 New Application [] Re-Establish []1Update

Patient Last Name: First Name: Middle:

Preferred Name: Date of Birth: Marital Status:

Social Security # (SSN): Preferred Language:

Gender at Birth: L] Male L] Female Race: Veteran: _INo [] Yes, Branch:
Religion: Advance Directive: ] Yes N 0

Home Phone #: Cell Phone #:

Email Address:

Mailing Address: City: Zip:

Physical address (if different from mailing address):

Address: City: Zip:

Emergency Contact Name: Relationship: Phone Number:

Tribal Information (If applicable):

Tribal Affiliation:

Tribe Address: City: State:

Roll Number:

Guarantor Information/ Parent/ Guardian:
* Guarantor is the individual or entity financially responsible for a patient's medical bills
*Please provide court documentation if guarantor is other than responsible party

Name: Relationship:

Date of Birth: Phone #:
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“We like to treat the whole person, not just the illness”
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Insurance Information:

Primary Insurance: Policy ID #:

Name of Policy Holder: DOB: Group #:
Secondary Insurance: Policy ID #:

Name of Policy Holder: DOB: Group #:
Dental Insurance: Policy ID #:

Name of Policy Holder: DOB: Group #:
Vision Insurance: Policy ID #:

Name of Policy Holder: DOB: Group #:
Prescription Coverage: Policy ID#:

Name of Policy Holder: DOB:____ Group #:

What services are you interested in receiving? (please note some services require a referral)

AUTHORIZATION TO RELEASE INFORMATION FOR BILLING PURPOSES AND PAYMENT OF BENEFITS TO TMWIHC:
I hereby authorize the release of any information including diagnosis of a medical condition for the sole purpose of
submission to Third Party billing insurance carriers, and that the statements above are true and correct to the best
of my knowledge. I understand that if all insurance information is not complete or correct, I may be responsible for
services rendered. I further authorize payment of all service benefits to TMWIHC.

Signature of Responsible Party: Date:
Printed Name of Responsible Party: Date:
OFFICE USE ONLY:
PSR Initials: Date: Forwarded to PRC by: Date: .

1VS Initials: Date: PRC Initials: Date:




Tuolumne Me-Wuk Indian Health Center

“We like to treat the whole person, not just the illness”

Patient Information:

Please list the names and contact information of other practitioners you have or are currently seeing:

Medical provider:

Mental Health provider:

Dentist:

Preferred Pharmacy:

Secondary pharmacy / Mail order:

Medication List:
Please list all prescription and non-prescription medications. This includes vitamins, herbal medicine,
supplements, birth control pills, inhalers and over the counter medications.

Medication Dosage How often Disease or Reason Prescribed by
(if applicable)

Allergies or Reactions:

Medication/ Food/Environmental Reaction Medication/Food/Environmental Reaction

1. 2.

3. 4,




Tuolumne Me-Wuk Indian Health Center

“We like to treat the whole person, not just the illness”

Social History:

Do you live: DAlone Dwith Spouse or Partner D with Family D Other:

Who do you rely on for support and help?

Current Job Occupation:

Are you currently an active member in the military or a Veteran? DNO D Yes, Branch:

Do you smoke? DCurrentlyD Past DNever Total number of years smoked: Date Quit:

Cigarettes per day/ packs per day: Vapes: Marijuana:

If you do smoke, are you interested in quitting? ’:IYes [:INO
Other nicotine use? DYesD No

Have you had exposure to second hand smoke? D Yes l:lNo
Any recreational drug use current or past? E]Yes [INO

Drug of choice: Route: DSmokeE] Snort I:llnject Date Quit:—

Have you been screened for the following: DHIV DHCVD Other STD
Do you drink alcohol? DY@SD No How many drinks per week?—D Beer DWine D Liquor
How many caffeinated beverages per day? |:] Coffee [I Tea DSodas D Energy Drinks

Do you exercise regularly? D Yes I:] No If so, how many times per week?

Type of exercise:

Do you feel safe in your home? DYes D No
Over the last two weeks have you been bothered by: Little interest or pleasure in doing things? DYes D No
Feeling down, depressed, or hopeless? DYes |:| No

How many hours of sleep do you get per night? Do you wake feeling well rested? |:| Yes D No
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Consents:

Telehealth
We offer virtual telehealth visits for most of our services, if you would like to be seen via telehealth:

[ consent to engage in telehealth with TMWIHC Medical, Dental and Behavioral Health.

Signature of Responsible Party: Date:
Printed Name of Responsible Party: Date:
Communication

By providing your mobile phone number and email address to TMWIHC, you are agreeing to be contacted by
or on behalf of the Clinic and its business partners, [2] Patient population & Nextgen EHR, including emails to
your email address and text (SMS) messages to your mobile phone and other wireless devices, and the use of
an automatic telephone dialing system, artificial voice and prerecorded messages, for the purpose of providing
appointment, telehealth or other services and events offered by the Clinic and its business partners. You may
opt-out of receiving text (SMS) messages from the business partners at any time by replying with the word
STOP from the mobile device receiving the messages. You do not need to provide this consent for text (SMS)
messages to receive any services from the Clinic. However, you acknowledge that opting out of receiving text
(SMS) messages may impact your experience with the service(s) that rely on communications via text (SMS)
messaging. [ can withdraw my consent for receiving text (SMS) messages from the Clinic at any time by
speaking or writing to TMWIHC

Signature of Responsible Party: Date:

Printed Name of Responsible Party: Date:




