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Eligibility Checklist


· Proof of Residence (Driver’s license, utility bill, rent receipt, etc.)

· Proof of income (all sources such as:  employment, self-employment, unemployment, compensation, Social Security Income, Social Security Disability Income, veteran’s benefits, welfare, child support, etc.)

· W-2 Form for most recent tax year

· 1040 Form (can be obtained by calling 1-800-829-1040)

· Medical Assistance denial letter (if applicable)

Please mail, FAX, or bring in all information to: 

                                                       Columbia County Volunteers in Medicine

                                                        P.O. Box 416
                                                       310 East Third Street

                                                        Mifflinville, Pa 18631

IF YOUR SYMPTOMS INCREASE BEFORE YOU ARE GIVEN AN APPOINTMENT WITH US, PLEASE GO TO YOUR NEAREST LOCAL EMERGENCY FACILITY OR MAKE AN APPOINTMENT WITH A LOCAL DOCTOR WHO YOU MAY HAVE SEEN IN THE PAST.
Columbia County Volunteers in Medicine Clinic, Inc.

PATIENT REGISTRATION FORM

310 East Third Street   P.O. Box 416



       SHEET 2

Mifflinville, PA  18631

570-752-1780 570-752-1786 (FAX)

	Patient Name (please print)




In order to determine whether you are eligible for services provided by Columbia County Volunteers in Medicine, and to best serve your needs, we need to obtain the following information:

	What are you being seen for?




Patient Information



    Insurance Information

	Address

	City

	State                                          Zip

	School District

	Home Phone

	Work Phone

	Cell Phone

	Email address

	Date of Birth                          Age

	Social Security No.

	Marital status:  Married   Divorced     Widowed     Single

	Maiden/other name

	Can we leave messages on your answering machine or with a family member?     Yes   No

	Do you have health insurance?  Yes    No

If yes, what kind?

	Do you have children (18 years or less):  Yes  No

If yes, do they have health insurance?  Yes   No

If yes, what kind?

	Do you have medical assistance (Access card):  Yes   No

If No, have you tried applying for it?  Yes   No

If you were denied for medical assistance, what was the reason?

	Have you had health insurance in the past?  Yes   No

If yes, how many years ago?

Reason you no longer have health insurance:



	Have you served in the:

Army, Navy, National Guard, Air Force or Coast Guard?   Yes    No 

Which branch?____________________________________________

Have you applied for Veteran’s benefits?       Yes      No

	Until now, where were you receiving medical care?

Who was your doctor?_____________________________

How many ER visits have you had in the past 12 months?

Do you have dental insurance?      Yes     No


Emergency Contact Information

	Contact Name:                                                                               Contact’s relationship to you:

	Contact Phone Number:


	How did you hear about the clinic?  Church   Newspaper   Website   Agency   Doctor/ Hospital    Family   Friend  TV                  Radio




Employment Information

	Occupation

	Are you working now?    Yes    No

	If yes, do  you work:  full time   part time  other

	Employer Name:

	If no, are you actively seeking employment?   Yes   No

Do any other family members work?   Yes   No


Sex/Ethnic Statement

(This section is optional.  Information provided will be for statistical purposes only)

	Sex:                Male     Female

	Education:  High school   Highest grade completed:

Vocational school   Some college    College graduate  Masters degree  Doctoral degree

	Origin:  White   African American     Amish     Asian     Asian American    Hispancic   Russian     Other

	Primary language spoken:  English           Spanish          Russian         

Chinese, type:                                                   Japanese                Other

	Do you need an interpreter?             Yes   No

	Are you a U.S. citizen?                      Yes  No


COLUMBIA COUNTY VOLUNTEERS IN MEDICINE CLINIC

HOUSEHOLD INCOME FORM
310 EAST THIRD STREET       P.O. BOX  416




SHEET 3

MIFFLINVILLE, PA  18631

570-752-1780

570-752-1786 Fax
	PATIENT NAME (Please print)




Household Income – PLEASE READ COMPLETELY!!!!!

(In order to determine if you are eligible for CCVIM services, please provide us with ALL sources of income to your household.  Please review the following and circle all sources of your household income.  Household income includes yours, spouses, and any other income derived by people you are responsible for and claimed as dependents for income taxes.  You must SHOW PROOF and details below of each source of income before services and medications can be provided by CCVIM.  IF IT IS DETERMINED THAT YOU HAVE NOT REPORTED INCOME THAT SHOULD HAVE BEEN REPORTED, THE CLINIC MAY CHARGE YOU FOR ANY SERVICES THAT YOU HAVE if you are not clear about reporting, PLEASE ASK!)

	Wages and salary
	Yes           No
	
	Child Support
	Yes        No

	Self employment
	Yes           No
	
	Alimony
	Yes        No

	Worker’s Comp
	Yes           No
	
	Public assistance
	Yes        No

	Employee Pension
	Yes            No
	
	Food stamps
	Yes         No

	 Veteran’s Pension
	Yes            No
	
	Investment or rental prop.
	Yes         No

	Social security retirement pension
	Yes            No
	
	Educational grants/loans
	Yes         No

	Supplemental Security Income Disability

(SSID)
	Yes            No
	
	Interest/dividends
	Yes         No

	Social Security Disability Insurance (SSDI)
	Yes           No
	
	Support from family members
	Yes         No

	Disability income
	Yes           No
	
	Other support
	Yes         No


(For each source marked above, please provide the following details including amount of monthly gross income and whether one month’s proof of this income in attached).  Add additional sheets if needed.

	Source (marked above)
	Name of Income Recipient
	Monthly Gross

        Amount ($)
	Proof Attached
	Year of Proof

	
	
	
	Yes            No
	

	
	
	
	Yes            No
	

	
	
	
	Yes            No
	

	
	
	
	Yes            No
	

	
	
	
	Yes            No
	


TOTAL MONTHLY ($) ___________________________
TOTAL YEARLY ($) ____________________

Household Information

	Did you file a Federal income tax return last year?  Yes     No         Proof attached   Yes  No   Year of Proof_____

If return is not attached, was Form 4506 completed?  Yes  No         Is Form 4506 attached?  Yes   No

Number of people in your household?  Adults _______Children (18 years or less)__________

Do you own your own home?  Yes  No               Do you rent your home?  Yes  No

Household’s total monthly car payments?__________    Household’s average monthly utilities payment?_______

Total outstanding medical expenses?___________     Do you have any major assets?  Yes   No  Please list below:




Patient Signature_____________________________________________Date_________________

Parent/Guardian signature if patient is under 18/Patient’s Authorized Representative

Relationship of Authorized Representative __________________________________________________
COLUMBIA COUNTY VOLUNTEERS IN MEDICINE CLINIC       SOCIAL SERVICES ASSESSMENT FORM
310 EAST THIRD STREET    P.O. BOX 416       

            

SHEET 4



MIFFLINVILLE, PA  18631

570-752-1780

570-752-1786 FAX

	PATIENT NAME (Please print)




PLEASE COMPLETE THE FOLLOWING TO ASSIST CCVIM CLINIC SOCIAL SERVICES – CIRCLE ALL THAT APPLY.

1. Would you like information on any of these insurance/benefits you may be eligible for?
CHIP (Children’s Health Insurance Plan)     Adult Basic     Medical Assistance     Veteran’s Benefits     Medicare

2. Do you need help applying for any of these insurance benefits?

CHIP (Children’s Health Insurance Plan)     Adult Basic     Medical Assistance     Veteran’s Benefits     Medicare

3. Do you need any of the following?

Food     Heat (Please specify type of heat.)  _____________________________ Housing    Clothing     Electric    
4.  Do you feel safe in your relationships?


Yes         No

5.  Do you need help finding a job or learning job skills?                     Yes         No

6. Are you interested in any of these?

Classes for English as a second language 


Vocational rehabilitation       

Classes for a generally equivalency diploma (GED)   

7. Do you need help applying for any of these income benefits?

Social Security
Supplemental Social Security (SSI)    Social Security Disability Income (SSDI)

Public Assistance

Child Support

          Unemployment compensation

8. Do you have a drug or alcohol problem?


Yes     No

9.   Would you like to discuss a drug or alcohol concern you have about yourself or someone else?    Yes   No

10.  Have you ever received counseling or psychiatric treatment?      Yes    No

11.  Would you like more information on mental health resources in the area?     Yes      No

	For CCVIM clinic use only

Notes

Follow-up

Completed by_______________________________________________________________Date________________________




Name ________________________________________________                   DOB________________

Past Medical History







	ICD9 Code
	Chronic Problems
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Hospitalizations/Serious Injuries
    Date


Surgeries



 Date
       

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Allergies – Please list all drug, food, and/or environmental allergies.

	
	

	
	

	
	

	
	


Medications – Please include any medication, vitamin or herb that you have taken over the last 6 months.

	
	

	
	

	
	

	
	

	
	


Social History





Family History
      Problem 

 Age

	Marital Status
	
	
	Mother
	
	

	Children
	          Boys            Girls 
	
	Father
	
	

	Work
	
	
	Maternal Grandmother
	
	

	Religion
	
	
	Maternal Grandfather
	
	

	Education level
	
	
	Paternal Grandmother
	
	

	Hobbies
	
	
	Paternal Grandfather
	
	

	Drug use
	
	
	
	
	

	Tobacco (ppd)
	
	
	
	
	

	Alcohol use
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Please list anything else that may be important about your health condition.

COLUMBIA COUNTY VIM CLINIC   310 EAST THIRD ST.  P.O. BOX 416  MIFFLINVILLE, PA  18631 

570-752-1780     570-752-1786 (FAX)

COLUMBIA COUNTY VOLUNTEERS IN MEDICINE CLINIC, INC.

310 East 3rd Street  P.O. Box 416 
Mifflinville, PA 18631
570-752-1780

PATIENT SERVICE AGREEMENT

Our goal is to improve the health of the medically underserved in Columbia County.  Our volunteers will provide those services with dignity and respect.  In return, we ask that you agree to be courteous to those volunteers that are attempting to help you.  We also ask that you are courteous to the other patients in the clinic.  We also ask that you realize that CCVIM is a place of business and we ask that you dress appropriately (shoes and shirts are required).

Patient name/initials/DOB (please print)____________________________________
We ask you to agree to the following and initial each line.

CLINIC SERVICES

1.  _____I understand and agree the goal of CCVIM is to provide primary health care for health problems.  

2. _____I understand and agree that CCVIM may provide a consultation with a volunteer specialist, but not pay for the recommendations of the specialist. 

3. _____I understand and agree that CCVIM may provide me with:

· Physician and nursing office visits

· Case Management

· Limited prescriptions and/or medications

· Blood testing and diagnostics                                          

4. _____I understand and agree that CCVIM will NOT PROVIDE me with:

· SURGERY
· PRENATAL CARE OR DELIVERY OF BABIES
· TREATMENT OF HIV/AIDS
· EMERGENCY TREATMENT
· IMMUNIZATIONS (except pneumonia, tetanus, flu –WHEN AVAILABLE)
· COLONOSCOPY FOR SCREENING PURPOSES
· OTHER SERVICES THAT ARE OUTSIDE OF THE SCOPE OF PRIMARY CARE                                                           
5. _____I understand and agree that CCVIM may or may not provide me with the following depending on the available resources:

· CT or MRI scans
· SLEEP STUDIES
· FINE NEEDLE ASPIRATIONS    
TREATMENT                                         
6. _____I request CCVIM to provide me with medical and/or case management services.

7. _____I agree to follow the recommendations for any medical diagnosis as recommended by CCVIM staff.

8. _____I understand and agree that at any time I have the option to see medical care elsewhere at my OWN EXPENSE.
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9. _____I agree to take all prescribed medications as directed and will tell CCVIM volunteers if there are any side effects of the prescribed medications.  I agree to take and not stop medications unless I have discussed this with the CCVIM medical volunteers.  If I fail to follow the recommendations of the medical staff, this could be cause for dismissal from clinic services.

10. ____ I agree to have health care students participate in my care at the CCVIM clinic.  There will be supervisors of these students and students are bound by confidentiality laws.

MEDICATIONS

11. ____I agree that CCVIM may not provide me with all medications that I need.

12. ____I understand and agree that CCVIM will NOT provide me with expensive mental health or epilepsy medications, birth control pills, etc..

13. ____I understand and agree that I will receive a maximum of a 30-day supply of medication, unless there are special circumstances and CCVIM medical volunteers have approved my request.
14. ____I agree to request all refills at least ONE WEEK IN ADVANCE.
15. ____I understand and agree that there will be NO NARCOTICS ISSUED FROM THE CLINIC, EITHER BY SAMPLES OR BY A WRITTEN PRESCRIPTION.
APPOINTMENTS

16. ____I understand and agree that I will be seen by appointment only.  If I have an urgent concern such as strep throat, I will call to see if CCVIM can provide me with an appointment.  I may be referred to an emergency room for care, if that happens; I will pay for the Emergency Room visit.

17. ____I understand and agree that if I believe that my concern is potentially life threatening, such as chest pain, severe pain, etc., I should seek services at the nearest emergency room at my own expense.  CCVIM DOES NOT PAY FOR EMERGENCY CARE.
18. ____I agree to call for an appointment before coming to CCVIM.  I will not show up without an appointment.

19. ____I agree to call at least 24 hours in advance if I am unable to keep any scheduled appointment at CCVIM or referred provider’s office.  FAILURE TO DO SO WILL JEOPARDIZE MY ABILITY TO RECEIVE FUTURE CCVIM SERVICES AND/OR TREATMENT.
20. ____I understand and agree that there may be times that the clinic will have to reschedule my appointment due to inclement weather or other things outside of CCVIM’s control.

21. ___ I understand and agree to keep all appointments with CCVIM DOCTORS, CASE MANAGERS, AND NURSES.  FAILURE TO KEEP ANY 2 APPOINTMENTS IN A 6 MONTH PERIOD WILL RESULT IN MY DISMISSAL FROM CCVIM SERVICES FOR 3 MONTHS.  IF THIS HAPPENS TWICE, I WILL BE PERMANENTLY DISMISSED FROM SERVICES.
22. ____I agree to keep all appointments with SPECIALISTS REFERRED TO BY CCVIM.  FAILURE TO KEEP ANY 1 APPOINTMENT WILL RESULT IN DENIAL OF FURTHER SPECIALIST SERVICES.  ALSO, I WILL BE ABLE TO ONLY RESCHEDULE ONCE WITH THE SPECIALIST, AFTER THAT THE SPECIALIST CAN DECIDE IF I AM ALLOWED TO RESCHEDULE AGAIN.  I WILL CALL THE SPECIALIST’S OFFICE TO CANCEL OR RESCHEDULE.
06/09   
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COLUMBIA COUNTY VOLUNTEERS IN MEDICINE CLINIC, INC.

310 East 3rd Street  P.O. Box 416 
Mifflinville, PA 18631
570-752-1780

RESPECT AND SAFETY

23. ____I agree to be courteous to CCVIM staff and volunteers, as well as to other CCVIM patients.  PROFANITY, ABUSIVE LANGUAGE OR ACTIONS, THREATS OR VIOLENCE WILL NOT BE TOLERATED AND WILL BE GROUNDS TO BE DISMISSED FROM THE CLINIC.

24. ____I agree to dress appropriately for my CCVIM and specialist appointments.

25. ____I agree not to come to CCVIM clinic for an appointment under the influence of drugs and/or alcohol.  I UNDERSTAND I WILL NOT BE SEEN IF UNDER THE INFLUENCE OF THESE SUBSTANCES.
26. ____I agree not to bring WEAPONS OF ANY KIND TO THE CLINIC.  THIS WILL BE GROUNDS FOR DISMISSAL FROM THE CLINIC AND ANY FUTURE APPOINTMENTS.
FINANCIAL

27. ____I understand and agree that to be eligible for CCVIM services I must live in Columbia County, have a household gross income at or less than 200% of the current yearly Federal poverty guidelines and have NO INSURANCE COVERAGE UNDER ANY OTHER HEALTH INSURANCE PLANS FOR THE SERVICES PROVIDED BY CCVIM.

28. ____I understand and agree that CCVIM is NOT AN INSURANCE PROGRAM AND I AGREE NOT TO LIST CCVIM AS A PAYOR if I go to the emergency room or am hospitalized.

29. ____I understand and agree if I knowingly produce false information in order to receive medical treatment, I will be responsible for the cost of the treatment I have received, including any specialty visits, diagnostic studies, medications, etc.  I also may be subject to prosecution. 

30. ____I agree to meet with a CCVIM case manager to discuss insurance programs and community resources for which I may be eligible.

31. ____I agree to apply for health services I may be eligible for and will provide proof of acceptance or denial to the CCVIM volunteers.

32. ____I agree to provide proof of income at least annually and more often as the guidelines are changed, including possibly at least monthly.  The income list would include federal income tax returns and W2’s. 
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COLUMBIA COUNTY VOLUNTEERS IN MEDICINE CLINIC, INC.

310 East 3rd Street  P.O. Box 416 
Mifflinville, PA 18631
570-752-1780

Patient Name (please print):_______________________________________________

We ask you to agree to the following and initial each line.

CONFIDENTIALITY

______I understand that all information given to CCVIM will be kept confidential and will not be shared with my employer, my family, or other persons without my authorization except when CCVIM is legally required to do so.

MEDICATION ASSISTANCE PROGRAMS

CCVIM is a resource for qualifying residents to obtain medication from Patient Assistance Programs (PAP) sponsored by many pharmaceutical companies.  When an applicant meets the Clinic’s eligibility requirements, the clinic applies at regular intervals to these companies on the applicant’s behalf to obtain prescription medication.  In most cases, the patient’s signature is required and in all cases the prescribing physician’s signature is required on each application form.

By signing this agreement, you, the patient, request and give your permission to the Clinic’s Clinical Director, or their designee, to sign your name on your order form(s).  Your name will be signed only on medication orders that are specifically for you, as prescribed by your physician.

AGREEMENT:

I acknowledge that my signature at the end of this agreement indicates that I hereby give permission to CCVIM clinic Clinical Director or their designee, to sign my name to Patient Assessment applications for medications prescribed by my physician.  I understand that I may revoke this agreement at any time and assume responsibility for signing my own forms.    _________

CONCERNS AND COMPLAINTS

I understand that I may contact the Clinic Director, Monday – Friday, 9:00 AM – 5:00 PM. at the clinic number.        ______

AUTHORIZATION

I have read this agreement and agree to all of the conditions stated on the previous pages.  I understand failure to comply will result in CCVIM Clinic services no longer being available to me.  I have received a copy of this agreement and have had the opportunity to ask questions.  ________

Patient Signature(Parent/Guardian signature if patient is under 18):

__________________________________________________________   Date:___________

Witness to signature:  _______________________________________   Date:__________

06/09 
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Patient Name:











Columbia County Volunteers in Medicine Clinic, Inc.


MEETING THE NEEDS OF THE UNINSURED


310 East Third Street  P.O. Box 416


Mifflinville, PA  18631


570-752-1780               570-752-1786 (fax)








