Compassionate Care of Shelby County
Client Intake Warksheet

[ate of call: Signuture o who took call: Rayisad U7-20.10

MName: DOB: age
Last First MU :

Ethnicity: African American _ Asian __ Hispanic _ Middle Eastern _ Native American

White _ Other Sex: Male . Female

Address: Phione:
Street ity ~= Zip
SS#: School District
Marital Status:  Single Married Divoreed Legally Separated  Widowed

Emplovment Status: Full time Part time Unemployed  Disabled  Stadent  Child
(I employed) Employver: Woipe/Salary:

Laid off? y/n From where? N Are vou expected to retwren o work? vin When
Du you receive Unemployment:  yes no  Amount:

Number in houschold #children

Do you or anyone in your houscehold receive any of the following income(s)?

Ssh yes no Amuount:

Disubility: yes o no Amount:

Workman's comp.: yes ne Amount:

Retirement: YOS no Amount;

Child support: YUs no Amount:

Did vou file taxes last year? yves  no
1 ves, please bring in your O form and any above income verilication(s).

Any Other sourees of income: Tatal Houschold lncome

People currently living in home:

Nime Age Relatinnship tncome/Benelits
[nsurance status: Uninsured: Insurance: _DOES PT, HAVE MEDICAL CARD? __
Does Patient have: Medicare yes or no Medicaid yes or no Vieterun Benelits ves or no
Fducation Levels Some Hligh Schoaol Graduated HS GLED Some College
Bachelors Post Bachelors

b P TR q i [
Primary Language

Appointment Date: Appointment Time:

Heason for Appointiment
I new patient needs medicine, what would the medication be for?




Compassionate Care
Health History

Patient Name: Date of Birth: Male Female

What illnesses do you have?

Please check the illnesses you have had in the past and list the date
['Heart Disease ; : [ICirculatory Problems
[1High Blood Pressure [JPhysical Disability
[Stroke [1Chronic Pain
[ILung Disease or Breathing Problems _18kin Condition
C]Cancer _IMental Health Problems
“IKidney/Urinary Problems [1Thyroid Disorder
[1Gl1/Liver Problems [1Seizure Disorder
[Diabetes [1Other
[1Other [ Other

When was the last time you saw a doctor?
What doctor did you see?

Tell us what drugs you CAN NOT take?

Known, list reaction, date (Ex.: PCN — Hives, 1980°s Motrin — Heartburn, 10/06)
|

o (W | (e (kD

“ *Please turn this page over and complete the other side* “




Compassionate Care

Tell us what drugs you are suppeosed to be taking

o ] Are you taking this
Medication name & Dose | # and Frequency | Who ordered? | When was it ordered? | medicine now?

=T BB E R R LT I AR L

=

Use of Tobacco Products: [INever [IRarely [IModerately [Heavy [IQuit

packs per day (Quit Date) / /

Use of Alcohol Products  "INever [IRarely [IModerate [IDaily

Type of Product:

Use of lllegal Drugs: [INever CJRarely [Moderately [1Daily [JQuit
Type of Drugs: (Quit Date) / /

Exercise: |

Type of exercise:

Times per week:

“l *Please turn this page over and complete the other side* “




Compa sstonate

care of
Shelby

WELCOME TO COMPASSIONATE CARE! C{}L«Lwt(lj

As a patient of Compassionate Care, you are very important to us. It
is our honor to provide you with healthcare services. It is the policy of
Compassionate Care to let you know your rights and responsibilities as
our patient. These rights and responsibilities are based on the
following Core Values:

We believe that all patients deserve to be treated with dignity
and respect, regardless of race, religion, or ability to pay.

We believe that part of our mission is to promote health and
wellness.

We believe in maintaining high standards of operation for the
clinic, and professionalism for our staff and volunteers.

We believe in good stewardship of all resources and services.

In order to serve you best, it is necessary for us to work as a team.
The following will outline the responsibilities of members of this team:

OUR RESPONSIBILITIES

As a patient at Compassionate Care you can expect:

Considerate, respectful, and compassionate care regardless of your age, race,
gender, religion, national origin, sexual orientation, or physical or mental
disability.
o Attention when you request help, with the understanding that other
patients may have more urgent needs,
To be addressed by your proper name,
Care provided in a safe setting.
Care provided by concerned staff,
Coordination of sign language or foreign language interpretation
services, if you need them.
To be told the names of the volunteer doctors, nurses, and other health team
members directly involved in your care.
Information about your diagnosis, treatment, and expected result to be
provided by your volunteer provider,
o Information on the planned course of treatment, including an
explanation about procedures,
o Information on the risks, benefits, and alternatives of your treatment.
o Freedom from the use of seclusion or restraints in any form unless
clinically required.
To make decisions about your plan of care before and during treatment, when
medically possible,
To refuse a recommended treatment to the extent permitted by law, and to
be informed of the medical consequences of your refusal.
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That you have the right to leave the clinic against the advice of your provider,
If you choose to do so, the clinic and staff will not be responsible for any
medical consequences which may occur.

Within the confines of the law, all communications and records pertaining to
your care will be treated as confidential. You have the right to review or
obtain a copy of your medical record according to clinic policy, and to have
the information explained as needed by a health professional. To be able to
make health care decisions in advance,

To be informed of care options. We will help to coordinate options, as
necessary and available.

YOUR RESPONSIBILITIES

As a patient, you and for your representative are expected to:

Provide complete and accurate information about your health, including
present condition, past ilinesses, hospitalizations, medications, natural
products and vitamins, and any other matters that pertain to your health,
Provide complete and accurate information including your full name, address,
home telephone number, date of birth, Social Security number, and employer
when it is necessary.
Comply with medical treatment plan as prescribed by your volunteer provider.
Ask questions when you do not understand what your doctor or other
member of your health care team tell you about your diagnosis or treatment.
You should inform your doctor if you anticipate problems in following
prescribed treatment. Inform your doctor if you are considering alternative
therapies.
Keep appointments, be on time for your appointments, and call as soon as
possible if you cannot keep your appointments.
Abide by all hospital rules and regulations,

o Comply with the NO SMOKING policy,

o Refrain from the use of illegal drugs and/or alcohol while at the clinic.

o Treat clinic staff, other patients, and visitors with courtesy and

respect,
o Refrain from foul language or other aggressive behaviors while at the
clinic.

Thank you for allowing us to assist with your health and wellness. Please sign below
as acknowledgement of your receipt of this document.

Name:

Signature:

{Please Print)




August 2007

Compassionate Care Free Clinic
P.O. Box 4835
Sidney, Ohio 45365

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INORMATION. PLEASE REVIEW IT
CAREFULLY. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

Because Compassionate Care neither bills nor communicates with health insurance companies
electronically, we are a ‘non-covered entity’ under the Health Insurance Portability and Accountability Act
of 1996 (HIPAA). However, it is our policy to maintain the privacy of your health information even though
we are not subject to HIPAA requirements. This notice explains our privacy practices, our legal duties, and
your rights concering your health information. We will follow the privacy practices described in this
notice while it is in effect, beginning August 1, 2007 and until we replace it. If we change this notice and
our privacy practices we may make the changes effective for all health information that we maintain,
including health information we created or received before we made the changes. You may request a copy
of this or future versions of this notice by contacting the Compassionate Care executive director,

ACKNOWLEDGEMENT OF RECEIPT

We will ask you to sign an acknowledgment that you received this notice. However, your care will not
depend on signing the acknowledgement and we will continue to provide your treatment and will use and
disclose your health information as necessary within the provisions of this notice,

YOUR RIGHTS

Access: You have the right to look at or get copies of your health information, with limited
exceplions such as certain mental health information. Requests must be in writing and signed by
you. You may request a form for this purpose from the office.

Release of Health Information: You may request that we provide copies of your health care
information to others. Ta do so, submit a signed, written request authorizing us to do so. Forms are
available. You may revoke your authorization in writing at any time.

Correction: You may ask Compassionate Care to correct health information we have created if
the information is wrong or incomplete. Correction requests must be submilted in writing with an
explanation of why you want the information changed. Your request may be denied if the
information is correct or was not created by Compassionate Care,

Accounting of Disclosures: You have the right to know with whom Compassionate Care has
shared your health information, other than within Compassionate Care. Requests must be
submitted in writing and include your signature,

Request Restrictions: You may ask us not share your health information with certain individuals
for certain purposes, including family members who may be involved n your care. To ask for
restriction, send your request in writing to Compassionate Care and clearly state with whom you
want us (o restrict your information and to what extent. Please note that we are not required to
comply with your request if we believe it necessary to share your information.

Confidential Communications: You may specily where and how our staftf may contact you, such
as only at work or by mail. Submit your request in writing, stating how or where you wish to be
contacted.



August 2007

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and may disclose to others health information about you for the following purposes:

Treatment: We may use or disclose your health information to a physician or other healthcare
professional who is providing treatment to you {e.g., laboratories, specialists, hospitals).

Appointment Reminders: We will use information about you to remind you of an upcoming
appointment via telephone or mail,

Translators: We may share your medical information with translators to assist in scheduling
appointments and treating you,

Family and/or Friends: We may share information about you with a family member or friend
who you have said is involved in and/or responsible for your care. You have the right 1o stop or
limit the disclosure of information in this way.

Treatment Alternatives and Health Related Benefits and Services: We may disclose your
information to explore and recommend possible treatment options, benefits and services that may
exist for yvou.

Fundraising and Publicity: We may use medical information about you to contact you about
opportunitics for you to assist in efforts to increase awareness of or to raise money to support
Compassionate Care.

As Required by Law: We will share your health information when the law requires us to do so.
Applicable circumstances include but are not limited to reporting public health threats such as
infectious diseases, reporting suspected abuse, violence or neglect victims, complying with
subpoena, summons, and other lawful procedures, and providing mformation needed for a
correctional or other custodial residential entity to provide health care to you or to protect the
health and safety of others

QUESTIONS AND COMPLAINTS

If you believe your privacy rights have not been maintained while receiving our services, you may filea
complaint with Compassionate Care at the address shown on page | or with the U.5. Depariment of Health
and Human Services. All complaints must be in writing. You will not be penalized for filing a complaint.

ACKNOWLEDGEMENT OF RECEIPT:

My signature below acknowledges that this 2 page notice has been given to me to review and that [ have
been offered and received a copy if | so desire.

Signature Date

Name Printed




Compassionate Care ol Shelby County
Voluntary Care
Consent Tor Treatment

Numee: I_}{}]l:
Last First M1
Address: hone:
City Zip
S8 .-

I hereby consent to the provision of diagnosis, care. and/or treatment by Compassionate Care of Shelby
County, Ine, and acknowledge that such consent will remain in effect unless and until | cancel such consent
in writing.

I hereby acknowledge and confirm that | am mentally capable of giving informed consent to the provision
of the diagnosis, care and/or treatment and am not subject to duress or undue intluence,

I understand that by signing this voluntary eare patient consent form, | eannot bring a tort or other
similar action, including an action on @ medieal or other health-related claim, against Compassionate
Care of Shelby County unless the action or omission of Compassionate Care of Shelby County
constitutes willlul or wanton misconduet.

I'a Compassionate Care of Shelby County volunteer physician, physician assistant, nurse practitioner or
chinical nurse specialist bas determined that some form of further treatment is needed. | understand that the
follow-up care, consultation or other treatment may not be available through Compassionate Cure of Shelby
County, Theretore, all services rendered are determined by the level of funding available ot any given time.
[ also understund that Compassionate Care of Shelby County is designed 1o assist patients to the best of their
abtlity, but must function within its scope of practice and funding limitations.

Stenature of Patient ar Person Authovized to Consent ™ Dhate

Relationyhip (if not patient)

Witness (Compressionate Care representative)

I this consent for treanment ix signed by soneone other than the patient, it must be signed in the presence
of the patient and the Compassionate Care represeniative.

CCSC 072007



FTCAPatient Notice of Limited Liability of
FTCA Deemed Volunteer Free Clinie Health Care Professionals

NOTICE TO PATIENTS

This document is provided to the individual patient belore health care services are
provided, except in emergencey cases when notice may be provided as soon afier the
emergencey os is practicable:

- -

Or

I'o o parent or legal guardian when the patient lacks legal responsibility for hisfher care
undder State law.

This is to notify you that under Federal law relating to the operation of free clinies, the
Federal Tort Claims Act (FTCA), (Sce 28 U.S.C. §§ 1346(b), 2401(b), 2671-80) provides
the exclusive remedy for damage from personal injury, including death, resulting from
the performance of medical, surgical, dental, or related functions by any free clinie
volunteer health care practitioner who the Department of Health and Human Services has
deemed 1o be an employee of the Public Health Service. This FTCA medical malpractice
coverage applies 1o deemed free elinie volunteer health care practitioners who have
provided a required or authorized serviee under Title XIX of the Social Seeurity Act (i.c..
Medicaid Program) at a lree elinic site or through offsite programs or events carried out
by the free elinie (See 42 US.C. § 233(a), (0)).

Certain free elinie health cure professionals providing health cure services to patients a
this free clinie may be covered by the above Federal law.,

Acknowledged: (Patient Signature)

(Patient Name, printed legibly)

Date Signed:

(Carre o Vedivad! Reeord

i g fia .'J:.'.'||'l|'|'



Compassionate Care of Shelby County

124 N, (M iin Stelerey, (efo 45365 Y37 u2-0.40H)
Fax: V374920407 '

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

I, the below jdentified person do heveby suthorize the relewse ol my moedical inlformation, as indicated
herein, between the following parties:

TolFrom: C(.‘H('i From/ o
124 N Ohin i
Phiogie: U3 7-492-9400

| authorize this release of information to either O verily services rendered 1o process a elaim for
benetits, O to provide continuity to my medical core, O at the request of the individual, O
ather

I understand that the information | authorize a person or entity to receive may be re-disclosed and no
longer protected by Federal privacy repulations, [ understand that this authorization is voluntary and
that 1 may refuse to sipn this awthorization, My refusal to sign will not aflect my ability to obtain
treatment. D understand that this authorization shall remain in etfeet for sisty (60) davs from the date
ol my stgnature below unless | speeily an carlier expiration date i this

Spie understand, also that except to the extent thit has been taken based
an my athoriation, [moy withdoow this authorization al any tme by owritten notification to the
parties involved. (see Notice of Privacy Practices).

Itis my desivethat only the information in my Jelinie reeord, Cambulatory testing (please check the
appropriate boxes ) imdicated below s o bereleased as a result of this authorization:

0 Face Sheet [ Laboratory Reports O Therupy Reports

J Histary & Physical 0 Operative Reparts O Bmergeney Treatment
J Discharge Summary C Pathology Reports O Other specified here:
3 Consultation Reports O Physician Progress Notes - N

J Radiology Repdris O Physieian Orders

it also making the following additione] qualification: 11 the information speeified above contains
intormation related to treatment 1or drog and/or aleohol abuse or for psyvehiatric andfor mental
conditions, or HIV test results or dingnosis. [am imcluding this type of information to be released in
association with this authorization.

[Ldate) Eatient or Ciuardian Sigmiture) { Witness)
Patient Name: Birthdare:
Addrpss:

Felephuone Numiber



Form 4506"'T Request for Transcript of Tax IReturn

(R, January 2010 ' OME Mo, 15451872

Degartrrent of the Trassury » Raquest may ba rejected it the form s incomplete or ilagible.
internal Fevare

Tip. Use Form 4506-T o crder a transcripl of othar return information Irea of charge. Sea the product et pelaw, You can also call 1-B00-B23-1040 to
orcer @ transcripl, I you naed a copy of your return, use Form 4506, Request lar Copy of Tax Raturn. Thavo s & lea (o oot a copy of yous return,

13 Mama shown on tax return, i a joint ratum, antar the nama shown first 1b First social security number on tax return or
emplayer identification numbaer {see Instructions)

2a |1 & joint raturm, 80l SpOUSE’S Name shown on tax ralurn. Th Second social security numbar if jaint tax raturm

B af

A Curont name, aodiass (ncluding apl., room, orsuita no.), city, state, and ZIP code

"

3 FPrevious aodiess shaown on the last réturn Tiled if cfterant from hna 3

5 |f tha transcript or tax information is to be mailad to o third party (such 23 a morigags company), entar {ha third parly's name, address,
and {elephone number, The IAS has no conteat over what the thind party doas with the tax information.

Caution. If tha transcnpt (s baing maied fa & third party, ensure that you have filled in Ine & and ling § bafore signing. Sign and date the form ance you
Favs flled in these linos. Completing thase steps helps 10 profect yoLr privacy.

&  Transcript requested, Enter 1ha 1ax f2m AumBer here (1040, 1065, 1120, elc) and chedk the appropnate bax pelow. Enter only ana tax form
numbar par request. =
a Return Transcript, which inclugdes most of 1ha ne nems al a tax ratum as filed wilth e IAS. A tax return franscript does nol rafiact
changes mage 10 the account after the ratum is processed. Transcripts are anly avaigbla for the fallowing returns: Form 1040 serias,
Farm 1065, Form 1120, Form 11204, Form 1120H, Form 11201, and Form 11205, Asturn transcripts are avaitable for he current yaar
and retums processed during tha prior 3 processing years. Mosl raquests will be processed within 10 busingss days

O

b Account Transcript, which containg imformation on the financiat statug f the account, such 25 payments mada on tha account, panally
assesements, and adjustrments made by you or a8 IAS after tha return was filed, Retum informatian is imited 1o items such as tax lability
and estimated tax payments. Account wanscripls are avallable for most retums, Mast requests wil be processed withn 30 calendar days.

0

¢ Record of Account, which is a combination al ling tem infarmation and later agjustments to the account, Availatle for currant year and
3 prios Wax years, Most requasts will @ processed within 30 colendardays . . . . - - - o ¢ i K :

7 Verification of Honfiling, whigh is proaf trom 1he IRS that you did not file a return for the yaar, Currant year requasts are only avalable
atter Juna 1510, There are no avaiiability restrigtions on prior year requests, Most requasis will ba procassed within 10 business days

g Farm W-2, Form 1099 series, Form 1098 sories, or Form 5498 series transcripl. Tha |RS can provide a transseipt that Includes data from
hase information returns, State or local informaten is not includad with the Form W-2 informaten. The RS may be abla to provida 1S
transenpt information for up 10 10 years. Infarmiation for 1ne current year is ganadally not availabie until the yaar afier it is filad with ihe IRS.

For example, We2 informaten fot 2007, filed in 2008 wil nal ba available from tha IRS watil 2003, It you nead -2 information for retirement
putpoess, you should comact 1he Sacin! Secunty Adminigiration al 1-800-772-1213, Most requests will be procassed within 45 days ; |

Cautian. ! yau need a copy of Form W2 or Farm 1089, you showld Siest contact (he payas To got a capy of tha Form W-2 or Form 1023 fisd
with your refurn, you must use Form 4506 ond request & copy of your refurn, which includes al attechmants.

o o

g Yoar or period requested, Enler tha ending date of 1he year af perisd, using 1he mrmdafyyyy formal, [F you are requasting mare than four
years of periods, you musl attach anather Eoim 4506-T. For raquests relaling 1o quanedly tax relurns, such 23 Ferm 941, you must enter
each guarter or tax panod geparately,

Signature of taxpayer(s). | declare that | am githar tha laspayer whose name is shown on lime 18 or 2a, or a persen aulhorzed 1o cblan 1ha lak
infarmation requested, Il 1he request appliss 10 3 jaint return, eithar nusband or wile must s:gn, |1 signed by & corporate officar, partnar, guardian, tax
mallers partnes, Bxeculor, recaved, administrator, irustee, of party othar han the taxpayer, | certify 1hat | have the authenly 10 anacute
Farm 4505-T on bahall of tne taxpayer. Nota, For transcripts being sen! to a third pary, this form must be rmeceived within 120 days af signafure o&t8,

Talephans numbar of laxgayer on
fing 1a or 2a

) Signature |5 inalrielicas) Dalae
Sign
Hire Title {if ting 12 atowe b8 a coporation, parnersaig, painle, o nast)

) Spouse’s slgnatura Data
Far Privacy Act and Paperwork Raeduction Act MHolice, ses page 2. Cat Mo, ATEETH ) Form AB06-T (Bev. 1-2010)




