CLINCH RIVER HEALTH SERVICES, INC.
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17285 Veterans Memorial Hwy. Phone: 276-467-2201  Fax: 276-467-2673
Dungannon, VA 24245 Website: www.crhealth.org
| New Patient Checklist:
| 1. B Patienf Registration Form
2. ~ Qeneral Consent and Telehealth Form
3. | Communicatim;.F orm
4. i New Patient Information Medical Sheet
5. New Patient Behavioral Health Packet
6. ~ Informed Counseling Agreement
1. _ _ Controlled Statement
8. ___ Slhiding Fee Application with Proof of Income

e This may be filled out even if you have insurance to possibly help
lower your cost and possibly receive lower lab cost.

0. Release of Information/Authorization

e Please complete section for Patient Information and Signature(we will

use information listed below to complete form)

¥xsxckkxrrx ] ist Previous Providers including Specialist you have seen in last 5 years*xEEFk%

Name of Provider _ City/State ___Phone

Executive Leadership Medical Providers
Gary W. Gilliam, FNP, Chief Executive Officer Abagail Farmer, FNP
Todd A. Cassel, M.D. Chief Medical Officer Sutton Hess, FNP
Crystal D. Ball, FNP, Chief Operations Officer Mikella Maine, FNP

Julie Meade, FNP
Taylor Salyers, FNP

Fax

Behavioral Health Providers

Rachel Burke, PMIH-NP
Melissa Dye, LCSW
Hannah McNew, LCSW




Clmch Rlver Health Ser*vxces

REGISTRATION FORM PATIENT INFORMATION

Name SSN DOB
Mailing Address City/State Zip
Physical Address (if different from above) City/State Zip
Home Phone Cell Phone

Email Address ~ |JREFUSED  |INONE

PATIENT PORTAL: Patients with email addresses listed on the registration form will automatically register with our patient portal
which can be accessed by visiting our website: www.crhealth.org or downloading the HEALOW app.

] Separated

SEX AT BIRTH [ |FEMALE [ ] MALE Marital Status: [_]Single [_]Married[ | Widowed [ ] Divorced

Choose not to disclose

|

[ [Lesbian/Gay [ |Bisexual

Sexual Orientation: Please Check the Correct Choice [_| Straight

(] Transgender Male/ Female to Male
| ]Choose not to disclose

[ JMale [ ]Female

[ ]Transgender Female/ Male to Female

Gender [dentity: please Check the Correct Choice

White

Black or Aftican American [} Hispanic or Latino [

Race/Ethnicity: [ ]American Indian or Alaska Native [ |Asian

Declined

| Native Hawaiian or Orth Pacific Islander |

[ ] Middle Eastern or North Africian

No

‘No Are you homeless?[ |Yes[ ]

Yes| |No

Residence: Are you a seasonal resident? | Are you a migrant worker?

Number of People in Household

Are You a Veteran:

| JYes [ |No

Estimated Household Income: CIRCLE one Below $14,580K
$35,141-$40,280

$24,861-$30,000 $30,001-$35,140
$45,421-$50,560 ABOVE $50,561
PATIENT SPOUSE/GUARDIAN INFORMATION Spouse/Guardian

Name

$19,721-$24,860
$40,281-$45,420

$14,581-$18.720
$40,281-$45,420

N/A

State ZIp

City
Phone

Address
Relationship

Employer

Phone

N/A GUARANTOR NAME

INSURANCE [INFORMATION

GUARANTOR DOB:

Primary Insurance

Insured Name

Insured ID Number

Group Number

Secondary Insurance

insured Name

Insured |d Number

Group Number

'Y OF ACCOUNT (if different from patient) |

RESPONSIBLE PAR
Name

SAME
SSN

Address
Employer

City

State

Zip

Phone

Employer Address

State

City Zip

EMERGENCY CONTACT (Nearest Relative not living with you)
Name

Relationship

Address City

State Zip Phone

DO YOU HAVE AN ADVANCE DIRECTIVE (LIVING WILL): [_]

SIGNATURE:

[ INO

YES, please provide us with a copy

DATE:
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GENERAL AND TELEHEALTH CONSENT FOR TREATMENT

NAME: _ _ | poB; ___~  S8SN: -
1.CONSENT TO FILE INSURANGE/CORRECT INFORMATION: | authotlze the ralease of all medical Information necessary to process my Insurance
clalms. | permit a copy of the authorlzation to use In place of the origlnal. [ authorfze Clinch River Heatth Services to file my [nsurancs for services
rendered. | request that payments be made dlractly to Clinch Rlver Health Services, Inc. {CRHS) | certify that the Informatlon that | have reported
about my Insuranca coverage and my personal Information Is correct. | undarstand that! arn responsible for all balances that my Insurance

company does not pay. | understand that clalms may be flled electronlcally thraugh a safety netinternet portal. IN ITIALS:I _
2. HIPAA NOTICE OF PRIVACY PRACTICES AND PATIENT RIGHTS AND RESPONSIBILITIES: [ acknowledge that | have recelved and read the CRHS
HIPAA Natlce of Privacy Practices. | have recelved 8 copy of the patlent's rights and respansibllitiss. INITIALS: __

3. CONSENT F(fJR TREATMENT AND INTEROPERABILITY: | give consent ta the staff of CRHS to perform emergency medlcal treatment, acute or
chronic medical treatment, preventive heslthcare, behavioral/mental healthcare, and health maintenance care as deemed medically necessary. |

glve CRHS permisslon to access my EHR information from other entitles, [ncluding but not imited to hospitals and other care faclilities.
f  INITIALS:

4.TREATMENT: Wa may use and disclose protected heslth Information (PH!) (including alcohol and drug abuse diagnoses protected by Title 42 of
CFR) to prnvlde,: coordinate, and manage your treatment and related services. This Includes the coord inatlon or managament of your health care
wlth CRHS staff or a third party for trestrment purposes. This also Includes rele asing PHIwhere required by law. Records may be reviewed by state or
federal Ucensure, funding, and other regulatory authorities as authorized by state and federal law and related regulations. [INITIALS:
5. DEEMED CONSENT FOR BLOOD TESTING:| understand thdt undar Virginla Law, If a health care provider, a person employed by, underthe
direction of, or contral of & healthcare provider Is directly exposed to bodily flulds of a patient, which may transmit viruses causing HIV or Hepatitis
B or C, the patients wlill be deamed to have consented to testing for HIV ar Hepatitis B or C and the release of such test resuits to the person who
was exposed. (Exposure could occur due to an accldental needle stick.) A patient who tests positive will be afforded the opportunity for individual
face-to-face dlsclosure of test results and appropriate counssling. INITIALS:
6. RX HISTORY: | give CRHS permlssion to access my Medication History from external databases (tke Pharmacles) ta better process medlcatlons.
INITIALS:

7. Al CONSENTf | giva CRHS consent to make temporary audlo records of my visits with the health care provider at practice. Such recordings(s) will
be used by practice for charting and ope_ratlons purposes using Al technology and may be shared with thelr buslness assoclates fortroubleshooting

and product iImprovement purposes. Recording will be destroyed after 7 days. INITIALS:
8. TELEHEALTH SERVICE If offered: | agree to reoelve audiovisual madical/behavioral servicss. [NITIALS:

l understand that the health care providerIs located st CLINCH RIVER HEALTH SERVICES 17255 VETERANS MEMORIAL HWY
DUNGANNON, VA while | am located at a different location. | also understand that:

 |candeclne the Telshealth Service at any time without affeoting my right to futurae care or treatment, and any program benefits to which |
would otherwise be entitled to cannot he taken away

= The same confidentlality protectlons that apply to my other medical care also apply to the Telehealth Servics.

* Iwillhave access to all medical Information resulting from the Telehealth Service as provided by (aw.

* TheInformation from the Telehealth Service cannot be released to researchers or anyone else without my additlonal written consent.

» [willbe informed of all the people who will be present at all sltes d uring my Telehealth Service.

» | may exclude anyone from any site during my Telehealth Service.

* lalsounderstand that my insurance will be bllled for thls visit and that may be billed for what my Insurance does not cover. | understand
thatif I have any questions about my bllling, | will need to talk with the provider's billing offlce. Therefore, by slgning this consent, | am giving
permission to releass information to my Insurance company or third-party payor.

PATIENT SIGNATURE: . DATE:
PARENT/GUARDIAN SIGNATURE: ____ DATE:
WITNESS SIGNATURE: DATE:

(THIS CONSENT FORM WILL BE USED AS NEEDED. YOU MAY REVOKE OR GHANGE AT ANYTIME.)



Clinch River Health Services

Parental Authorization for Minors Seeking Medical Treatment

It is the policy of Clinch River Health Services to comply with state and federal laws that govern the treatment

of children under the age of 18. Under this law, it Is necessary to have the presence of a parent or legal
guardian or a signed document giving consent before evaluation and/or treatment can be rendered to children

under the age of 18.

|/We request and authorize Clinch River Health Services and its personnel to provide medical care services to:
Childs Name: | . _ . DateofBirth:__

Ifyour child is over the age of 16, do we have your permission to treat them If they come alone to any

appointment? YES NO -
List any individuals, other than the legal guardians, whom have permission to bring your child In for medical

treatment during your absence.

Neme: _____ O Relationship:__

Neme: Relationshipr__

Name: . Relationship:

Name: Relationship:___ —

Name: - Relationship:____~ _

s there custody/guardianship orders for this minor child? IfYES, please provide a copy of the legal
document. YES NO

Signature of Parent/Legal Guardian Printed Name Relationship

Phone Number: Date
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Clinch River Heal“_l:' _

Patient Preferences for Receiving Communication

DATEOFBIRTH:

auniFeniiall il i

PATIENT NAME: _

Please contact me as follows:[ ]JHome [ ]Cell [ JWork [ ]Other Number:____

You may choose any that apply:

[ ] Leavs detailed message [ ]Leave call-back number only
[ ] Do not leave message

You have my permission to discuss my care with:

Name: _ Relationship: _ _ Phone: _
Name:___ = Relatlonship: Phone: _
Name:__ - Relationship: Phone:

You have my permission to discuss my account balance and billing with:

Name: Relationship: Phone: _

Name: _ _____Relationshlp: Phone:

Name: - _ _Relationship:_ Phone: _ .
— .

Patient/Legal Guardian Signature ' Date

Witness Signature Date
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Clinch River Health

NEW PATIENT INFORMATION

—— il el

Name._.

| General State of Health: Excellent Good Fair Poor

| Martial Status: Single Married Separated Divorced

Occupationorlob. _ -

| Number of Children.

o —

Number of People in Household

Do you Smoke? YES NO

l —

Do you drink alcoholic beverages? YES

Packs perday .

NO

How much perday? __ . _

|
| Doyou use illegal drugs?
If YES please list here:

YES NO

Are you on any type of special diet?

Religion: ___ -

Date of Last Flu Shot

i ——— - ——

Date of Last Pneumonia Vaccine_

| Date of last Shingles Vaccine__

Date of Last Td or Tdap Immunization___

Who was your previous Doctor?

When was your last visit? _

| When was your last physical exam?

| Reason for switching to CRHS

Immediate Health Concerns

Injury Related? YES NO

Work Related? YES NO

L o

Number of years smoking |

e

| Date of Birth - |

Gender

— .
_—

| Race/Ethnic Group

|

Allergies to Medications

Other Allergies

. _--

l

| Previous Hospitalizations (Pleass include date)

I,

e ik —

Have you been seen by any specialist? YES NO

If YES, list here:
1. . :
2. . _
3.

FEMALE HISTORY
| Age at onset of periods,

Are your periods regular i .
| # of Pregnancles______# of Miscarriages____
Date of last menstrual period_____
Areyou pregnamt? YES NO

t Form of Birth Control

Age of Menopause____

Do you do self-breast exams? YES NO

Any urinary incontinence? YES NO

MALE HISTORY
Erectile Dysfunction? YES NO

 Any Urinary Incontinence? YES NO

Elevated PSA? YES NO
Prostate Cancer? YES NO
Do you do selfO-testicular exams? YES

NO

—




PAST MEDICAL HISTORY 1 SURGIGALFISTORY
| (Please include dates)

Have you had any of the following illnesses or disorders?
(Circle all that applies) i I

r

Heart Problems Birth Defects - - _ .
High Blood Pressure Arthritis _ . . - '
Diabetes Thyroid Problems — . —

l Overweight Gout
Stroke Anemia OTHER MEDICAL ISSUES NOT LISTED |
Chronic Bronchitis High Cholesterot . . _ _
Emphysema Bleeding Problems __ - -
Asthma Glaucoma _ R — .
Tuberculosis Deprassion - . _ e I

I Hepatitis Anxiety — E— : —
Ulcer Suicide Attempt ] —
Kidney Stone STD
Urinary Infections Breast Cancer | CURRRENT MEDICATIONS AND DOSAGE

| Seizures Lung Cancer (You may also attach medication list)

| Migraines Colon Cancer _ -
Decrsased Vision Skin Cancer _
Decreased Hearing  Other Cancer___ _ - i _ _

| Black Lung Amputations_ _ . _ o

. FAMILY HISTORY
[s there a family history of: (Circle all that apply)

High Blood Pressure Depression Diabetes
Psychiatric lllness Overweight  Alcoholism
High Cholesterol Heart Attack Bleeding Disorder |

Anemia Stroke Glaucoma _ i —
Tuberculosis Lung Cancer Lung Problems _ _ . U _ l
| Breast Cancer Colon Cancer Stomach Cancer ‘- — _ |
Other Cancer _ | _ ,
Family l:iistory ;\g—e_ | Present lliness Cause of T T o - R
0 - Death - -
| Mother _ : — - -
rather _ ) R T _ -
— |
Brothers ———
_ { PHARMACY INFORMATION
_ B | e - — — — — |

N I ——
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CLINCH RIVER HEALTH SERVICES, IN

- R S T L P Ay e R T A
17285 Veterans Memorial Hwy. Phomne: 276-467-2201
Dungannon, VA 24245 Fax: 276-467-2673

NEW PATIENT INFORMATION- BEHAVIORAL HEALTH
Form Must Be Returned At Least 1 Week Prior To Your Appointment Or Your
Appointment Will Be Rescheduled.

Name: | L Date of Bixth:_ _
Address: _

City: | | State: Zip.:_ L _
Phome: = _ -Email address:

Gender (Cixcle one): M °F Sexual identity (Circle one): Heterosexual Bisexual Homesexusl Transgender
Emergency Contact: 3 . Relationship:

Emergency Contact Phone Number; _

Please list everyone living in the home

Name I Rgfaﬁonshi])_

i — — - -
e e———— A — et e e - e ——— — e ————
— — e |
o - A — T e ———
- - - A ——— — i

1 T

Please list everyone living in the SECOND home where less time is spent (if applicable)

How much time (average schedule) is spent in the second home?

Narge

il — —

Do you participate in any spiritual practices such as going to church? (Circleone) Y N

If s0, what religious denomination would you be most likely to identify with?




Psychiatric History

Please list all previous pﬂchiatfic providers

i

“N anie, city;at_:u.’[ sf:ate- _ Dates s;en_(_zear .start -and .stu]g)

| =

*

Pleage CIRCLE all psychiatric medications taken AND complete date and response

- Name and dose - I Dates (month and year start ﬂn-crltnp) Responte (was it hélpf.lll and if
Prozac o _ '

not, why?) ‘

Celexa

—

nii—

il o _.,_-_ i

Zoloft

|

Lexapro
Paxil
Effexor
Cymbalta

Pristiq

el — = —

Wellbufrin

Elavil/amitrip fgfiine
Lg_gmer;on
Trazodone
Prazosin
clonidine
Buspar

el —

Vistaril
Xanax
Ativan

 Klonopin
[ Valium
Seroguel

Risperdal -
l Abilify

Zyprexa B ' ]

Latuda

| Yraylar -
| Geodon

Lamictal
Depakote
Trileptal
Topamax
Lithinm
Adderall
Vyvanse
Ritalin
Concerta
Focalin
Strattera

| Tenex (gpuanfacine)

Kapvay (clonidine ER




Nam-g and dose - Dates (month and yonr start and stop) I Response (was it hulpf;ﬂ_und if not, why?7)

Please Jist all psychiatric hospitalizations and complete date and reason

Date _(Ielar and month)

l‘ _ Hospital |

Do you have any lepal history? (Circle one) ¥ N

If so, please list when and why. . _ _

Do you have a history of any violent behavior? (When you get upset do you lash out physically ta others or

yourself?) (Circleone) Y N

If so, please explain how and when it typically happens.

I — . - I — L

Have you ever tried to commit suicide? (Circle one) Y N I so, how many times?

What did you do, and when?

Have you harmed yourself WITHOUT frying to kill yourself? (Circleone) Y N

If so, what did you do, and when?




Developmenf and Education

Was your mother’s pregnancy with you WITHOUT complications? (Circle one) ¥ N
Were you (circle one) a full-term infant a preemie
Were you subjected to drugs and/or alcohol inutero (while your mother was pregnant with you) (circle one) ¥ N

Was it a complicated delivery and you had to stay at the hospital extra time (jaundice or breathing

difficulties)? (Circle one) Y N

How would you describe your childhood? (Check all that apply)

] Normal [] Parental fighting [] Frequent moving
[1Supportive [1 Parental violence U Financial difficulties

Did you walk, talk, and speak on time? (Circle one) ¥ N If not, what was your delay?
Have you ever been sexually abused? (Circleone) Y N

Have you ever been physically abused? (Circle one) Y N

Haver you ever been mentally/verbally abused? (Circle one) ¥ N

Have_you ever been neglected? (Circle one) ¥ N If so, how old were you?

Have you ever witnessed a traumatic event (seeing someone die or abused for example)? (Circleone) Y N

If so, briefly explain.
. _—
-—_

During your childhood, did you experience any of the following challenges? (check all that apply)

[] Tantrums [1 Ennresis (bed wetting) [1 Encopresis (fecal incontinence)
[J Running away from home [J Fightinp [1 Stealing

{1 Property damage [] Fire setting [1 Animal cruelty

[] Separation anxiety (1 Victim of bullying [ Engaged in bullying

[1 Depression [1 Death of a parent/caregiver [ Parental divorce

Did yeu have any of these problems at school?

[ Fighting [1 School phobia L] Truancy [ Detentions

[ Suspensions [1 Expulsions [ ] School refusal [1 Class failures
L] Repetition of grades L[] Special education [ Remedial classes



Did you have any addifional help outside of the classroom setting? (check all that apply)

[J Speech classes [] Tutoring [1 Accommodations (504 or IEP)

What is your highest level of education?

Are you working o full-time [] part-time [T retired [1 disability

What if your occupation?

If disabled, when did this start and why?

A il A

Family History
Does anyone in your family have any of the following? If su,_explain who.
Bipolar_ =~~~ =~~~ Schizophrenia . .
Antism . Substance/drug abuse
Alcobolism _ _____ Suicide attempt | e
Suicide . ___ Psychiatric hospitaliz;aﬁnn .
Depression . Anxiety - -

Does anyone in your family have any of the following? If so, explain who.

Diabetes ' Seizures

T ——— - i e | | T T T T ——E —— ——

Death before the age of 50 related to a heart problem

Medical History

Primary Care Provider ___ Location/Name of office

Height Weight

L _—

Medication allergies and the reaction | . _ _




Do you have any of the follow major medical illnesses? (check all that apply)

[ Seasonal allergies [1 Fibromyalgia [] Kidney Disease
[] Anemia | [] Gall Bladder disease [J Kidney Stones |
[] Any infectious diseaso (including STDs) [ ] Gastritis or Ulcer "~ [ Liver disease (other)
[ Arthrits [] Glaucoma [J Lupus
[0 Asthma [] Gout [J Migraine Headaches
[} Cancer [1 Hearing loss [J Multiple Sclerosis
O Cataracts [] Heart defect from birth [1 Parkinson’s Disease
L1 Chickenpox (as a child) [1] Heart disease [ 1 Polyps
[J Chronic bronchitis [.1 Heart valve problems [] Seizures
" [0 COPD (Emphysema) {1 Hemorrhoids [l Sleep apnea
'8] Diabetes : [] Hepatitis [] Stroke/TIA
[J Diverticulitis [1 Hemnia [1 Testosterone (low)
[ 1 Fainting spells/passing out L1 HIV L1 Thyroid problems (hypo/hyper):
[J High cholesterol L] Hypertension (High blood pressure) (] Tuberculosis or exposure to tuberculosls

1 Hypotension (Low blood pressure)
[ Inflammatory Bowel Disease
[1 Iron Deficiency

Have you ever had any surgery? (Circle one) Y N

If so, please list. -
Feminine History
-Have you ever been pregnant? (Circle one) Y N If s0, how many times?
Have you ever given birth? (Circle one) Y N If so, how many times?
Have you ever had a miscarriape? (Circle one) Y N If so, how many times?
 Have you ever had an abortion? (Circleone) Y N If so, how many times?

Do you have any type of contraception (birth contrel methed, tubal, or hysterectomy) ? (Circlecne) Y N

IT so, what type? Yhen was your last menstrnal cycle? (month and year)




(zo0als -

Briefly describe your reason for this visit and what is the most important thing that yon get help with today.
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ALY, Current Medications

Patient’s Name: o "~ Date of Birth:
. N R o ] i . ) vg »
Medication Dose PUJ.'_p ose How Often Pr escnbmg
. Doctor

p— — e -
i :
hh —— _
E———— —— R p—
l-—-—-—-—_-_'__
- Nl
e e e e — —
T — — i —— e
e A FRa—
i
m |
1 i
T m.

{—— - - - e
— | . .
Pharmacy Name: o Phone #

Address:




Clinch Rwer "'ealth Servn:es

Informed Consent and Counseling Agreement

SSN&_ e
DOB:_

Patient Name:. . -
Is PatientaMinorChild? _______ Yes ____ NO  Age:

| hereby grant permisslon for any diagnaostlc studies, testing therapy, and/or administratlon of psychotroplc
medications that may be necessary in the treatment of myself, my family, and/or my children. The treatment
sessions and records are strictly confidential, except where state law requires the reporting of threats of

violence, harm, child abuse and neglect (from evidence or susplcions) and when information [s subpoenaed
by the courts.

| agree to anter the treatment process and am aware there may be a potentlal for emotional stralns, stresses,
and Ufe changes because of therapeutic Interventions. | understand that Clinch River Health Services does
not guarantee any results or outcomes from the treatment process. In addition, | am aware of the alternative

treatment facilities availabls to ma.

Since this is a clinic practice and licensed facility, | recognize the therapeutic interventions that are listed
above will be review by the providers Involved, advanced clinical trainees, and clinical supervisors for clinical

review and Instructlonal purposes only.

| have been informed of the phone number to call in the event of an emergency after regularly scheduled
business hours. | understand the evacuation exits in this bullding are clearly marked and there Is an
evacuation map in each hallway In case of an emergency. My questions about treatment at Clinch River
health Services have been answered satisfactorily. If | have further questions, | understand my provider will
either answer them or find answers for me. | understand | may leave treatment at any time, although | have
been informed this is best accomplished in consultation with the provider.

Consent: | have read the above Information about the treatment and facility rules, ] accept that It does not
spell out every possible rlsk, benefit, or alternativa assoclated with my treatment. [ have been given the

opportunity to ask questions and relay concerns to my healthcare provider, which has been answered to my
satisfaction. | understand that purposa of this treatment, as well as the potential risks Involved, and possible
alternatives. Therefore, | voluntarily consent to this treatment.

Patient Signature Slgnature of Parent/Legal Guardian

Staff/Withess Signature Date -



Clinch River Health Services

=) e T S T PETucte,

CONTROLLED SUBSTANCE STATEMENT

The providers at Clinch River Health Services will not be Issuing any new prescriptions for controlled
substances and will not issue prescriptlions for controlled substances for new patients even if they are

already on the controlled substance. Patiants will be referred to pain management or Psych management as
reqbested by the patient.

By signing below, | acknowledge that | have read and understand the Controlled Substance Statement above.

Printed Name Signature of Patient: Date

Staff/Witness Signature Date
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Dungannon, VA. 24245

Septentber 18, 2024

T iR
17285 Vctarans Memorial Hwy.

Phone. 276-467-2201
Website: www.crhealth.org

RE: DISCOUNT PROGRAM/SLIDING FEE PROGRAM

Dear Patient:

%'L"M *“‘ﬁ*ﬁ% ﬁ?ﬁ W"R JETE&LTH Eﬁﬁwm E I
s W&Wm&‘%ﬁwﬁ

Pax; 276-467-2673

Enclosed you will find a sliding fee application. The sliding fee program may help you reduce your account balance -
even if you have medical insurance. This application could also help in reducing how much you could potentially pay
for Iabs not covered by current insurance. This will be applied to EVERYONE in your household. Please complete

and return it WITH PROOY OF INCOME. Income can be any of the following:

o Check stubs

» W2 mostrecenttax year

» Copy of beneficiary letter from Social Security
» Previous Year Tax Return

Please complete the following application and return WITH PROOF OF INCOME. Thank you for allowing. our
facility to serve yon and your family’s healthcare needs. If you have any questions about the sliding program, please

contact our front desk staff at 276-467-2201.

We also offer a prescription access program (PAP) to help patients with a 90-day supply of certain medications for
only a $3.00 handling fee, if you qualify, Please contact Jeanie Tate at 276-467-2201 for questions on the PAP

program and what medications ere covered.

Thank you 1 advance for the opportunity to help reduce your acc:ount balances. If you are not interested in the
program please write REFUSED on the application.

Thank Yon,

Mechelle Salyers
Front Office Manager

Executive Leadership
Gary W. Gllilam, FNP, Chief Executive Offlcer

Todd A. Cassel, M.D. Chief Medical Officer
Crystal D. Ball, FNP, Chief Operations Officer

Medical Providers
Abagail Farmer, FNP
Sutton Hess, FNP
Mikella Malne, FNP
Julle Meade, FNP
Taylor Salyers, FNP

Behavioral Health Providers

Rachel Burke, PMH-NP
Hannah McNew, LCSW
Melissa Dye, LCSW
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[ Name: Sliding Fee Eligibility Form For Uninsured And Insured Patients
R CLINCH RIVER HEALTH SERVICES, INC.
Address: | 17285 VETERANS MEMORIAL HWY D
TR ——] DUNGANNON, VA 24245
PHONE: (276) 467-2201 FAX: (276) 467-2673
SATE: Zip: —WMOEE MUST BE RETURNED WITHIN 30 DAYS OF VISIT FOR DISCOUNT TO APPLY I
i YOU ARE DETERMINED TO BE ELIGIBLE,
Telephone: ' APPLICATIONS WITHOUT INCOME OR INCOME WITHOUT AN
Soclal Security #: | APPLICATION WILL BE DESTROYED AFTER 30 DAYS. IF BOTH ARE

' NOT RECEIVED. -
It Is necessary for us to ask personal questions In order to give you a dlscount on
vour medical expenses. This infarmation will be kept on flle In our clinlc In strict
i * confldence, You must verify your household Income at |east every 12 months.
Today’s Date: I l Your annual Income tax return with a copy of your W-2 forms, payroll check stubs,
vour soclal securlty benefit Letters, retirement beheflt letters, or coples of other

Number of People Living In checks you may recelve can be used as proof. Your annual household Income and
your home? family slze will be used to calculate the level of dlscount you are eligible for.

What Is your marital status? " OMarrled DWII;I-OW(;) [1Single [ODivorced [JSeparated
Do you own or rent your home? LlOwn [JRent {OLlving with Someone

Amount of Annual House You | YourSpouse | Your Chlildren | Other Person(s) Fﬂ:':;ael g:;;g’:&t;r::ﬂ' 4
| ' Hold Income? | | | - —
- Income from Place of
Do you have money in your saving account? | § Do you have money In a checking 3 — ]
accounting?-

Do you have rental property, stock or certificates [1Yes [INo

Do you or a famlly member have Insurances? [ClYes [INo | Name of Ins Co: _

Do you or anyone in your household receive any income from any of the following sources, and if, so how much?

Sources Your Children
Social Security N I
PublicAssistances | * | | I B
RetfrementPension | | |
Rental Income I B R
Interestincome | R
Child Support, Allmony . _

Other {specify)

Please [ist all members In your household as stated above, If they are to be covared bythis application. | Is this person a patlent at CRHS
 Name: | 0

[lYes [INo

Name: | - qboE | 1 [iYes DNo
Name: jpog: | [lYes [INo

Name: DOB: - [1Yes [ONo
Names | 55 Clves LN

Name: DOB: |- [Yes [No
| declare the above Information is true, and | glve Clinch Rlver Health

Services, Inc. p;rmlsslon to Investigate any Information glven'in this
application, | authorlze the release of all Information which Clinch River Health Services may nee

flnancial assistance through the Sliding Scale Program, [ understand that this information will ba
that If my Income should change that ] am requir:ed to notify the receptionist on my next visit.

Signature:
does the Nominal Fee that you have pald seem hominal or acceptable to you?
Income Code: Expiration Date:

1

T

d to determine whether | qualify for
kept In strict confidence. 1also understand

If you have particlpated In Sliding Fee Program In the past,
[lYes [INo Approved By:

"'-_-'-__——-—-——_._-



R CLINGH RIVER HEALTH SERVICES
AUTHORIZATION TO USE/DISCLOSE PROTECTED HEALTH INFORMATION (PHI)

Patient Information

First Name: Last Name; Date of Birth: [ast 4 of SSN:

Address: [ City | state | Zip Code

| AUTHORIZE CLICH RIVER HEALTH SERVICES, 17285 VETERANS MEMORIAL HWY, DUNGANNON VA

PHONE: 276-467-2201 FAX: 276-467-2673
TO OBTAIN MY MEDICAL/MENTAL/BEHAVORIAL HEALTH INFORMATION FROM:
FACILITY:
ADDRESS:
PHONE NUMBER: FAX NUMBER:

DESCRIPTION OF INFORMATION TOBEDISCLOSED [] OR  RECEIVED] ]

[1HEALTH RECORDS LIMITED TO DATES OF SERVICE | |
[1OFFICE NOTES [1LAB RESULTS []XRAY REPORTS []1PAP [TMAMMOGRAMS

[ ]MEDICATION INFORMATION [] EYE EXAMS [1IMMUNIZATIONS
[ 1ALL MEDICAL RECORDS INCLUDING SUBSTANCE ABUSE, MENTAL HEALTH, AIDS/HIV TREATMENT/DIAGNOSIS

[ ]ALL MEDICAL RECORDS EXCLUDING SUBSTANCE ABUSE, MENTAL HEALTH, AIDS/HIV TREATMENT/DIAGNOSIS

REASON FORDISCLOSURE: [JAT REQUEST OF PCP FOR COORDINATION OF CARE

[1CHANGING PHYSICIANS TO [ 1INSURANCE/WORKERS COMP
[ | LEGAL REASONS [ ISECOND OPINION
[JOTHER [ 1 PATIENT REQUEST

This information is made at the request of the patient or personalrepresentative. YES NO

If no, please explain:
s this authorization limited to a Single Disclosure/Exchange? YES NO [F NO AUTHORIZATION WILL EXPIRE IN ONE YEAR

This information may be disclosed/exchanged effective: IMMEDIATELY OTHER (specify date)
This authorization [JDOES or[ ] DOES NOT extend to information placed in my record after the date | signed this form.

|s there any information you do not wantto release? NO YES (specify)
As the person signing this authorization, | acknowledge that{ am giving permission to Clinch River Health Services to disclose/exchange PHI.

| further acknowledge that:
o |mayrefuse to sign this authorization.
o Clinch River Health Services will not condition treatment on my signing the authorization.
o | havethe rightto revoke this authorization at any time, exceptto the extent that action has
been taken in reliance upon it, by notifying the providing organization in writing. There
is a potential for any information disclosed/exchanges pursuant to this authorization to be subject to redisclosure by the recipient

and, there, no longer protected by the provisions of the HIPAA Privacy Rule.
o Ifthisinformation is being disclosed/exchanged from records protected by the Federal Substance Abuse confidentiality rules (42 CFR,

Part 2), the Federal rules prohibit the recipient from making any further disclosure/exchange of this information unless further
disclosure is expressly permitted by my written authorization or as otherwise permitted by 42 CFR Part 2. A general authorization for
this disclosure/release of medical or other information is NOT sufficient for this purpose.

o Thisinformation will be shared with those individuals in the criminal justice system who have a need for the information in connection
with their duty to monitor my treatment.

o lunderstandthat under Virginia statute | may pay a reasonable cost-based fee that includes the cost of supplies and labor, or
postage, there is no charge for medical records if copies are sent to facilities for ongoing care or follow up treatment.

| PATIENT SIGNATURE: | DATE:

PARENT/GUARDIAN SIGNATURE: DATE:

The patient or authorized representative was given a copy of this authorization or may request a copy at any time.



