Main Location:
#1 Southtowne Dr
Potosi, MO 63664
(573) 438- 9355

Patient Registration Paperwork

Great Mines

HEALTH CENTER

We look forward to assisting you!!

School-Based Services
Call (573) GET-WELL
438-9355

Farmington Location:
508 West Pine St

Farmington, MO 63640
(573) 664-1100




Patient Registration Paperwork

You will need to present a copy of the following at your First and Annual visits:
Driver’s License or Photo Id

Insurance Cards

Signed Registration Forms

1 Sliding Scale Application and income verification, if applicable
"1 Copays

Tl Proof of Address

O O O

Proof of Address: current utility bill, Piece of mail addressed to you (within 30 days), Paystub

with current mailing address, any government mail (Social security, Pension etc.), lease or mortgage
agreement.

Proof of Income: If you do NOT carry insurance or choose to not use your insurance please be
sure to provide us with your proof of household income.

Please provide all Household Income that applies:
*] Current Check Stub, W2, Current Tax Return, or

company letterhead stating: Hourly rate of pay, gross pay and the pay
period.

0 Social Security, Child Support, SSI Disability award letter, or
Food Stamp Summary (Must show total gross income)

[ Current unemployment determination letter

Who does GMHC define as "Family/Household" ?

Husband, Wife and dependent Children (any age, related biologically or adopted)
I Significant Other

0 Unmarried Partners

[l Mother/Father if included on the tax return

|

t

Grand Parents if included on the tax return
Grand Children if included on the tax return
All members included on the tax return

*I understand if I do not provide the above information within thirty (30) days from
today, I will be fully responsible for all services rendered and these services will be billed
at the full price until information is returned.

You will need to Present a copy of the following at the time of each visit:
1 Driver’s License or Photo Id
 Insurance Cards, if applicable




g Great Mines Health Center

2 R REGISTRATION FORM
Crgu s Please Print
[Today's Date: [Preferred Provider: Preferred Pharmacy:
PATIENT INFORMATION
Patient's Last Name: First: Middle: Circle One: Mr. Mrs. Miss. Ms.
Marital Status: Circle One
Single /Mar / Div/ Sep/ Wid
Is this your legal name?  |If No, what is your legal name? Former Name:
Yes or No
Date of Birth:MM/DD/YYYY Age: Sex at birth: Social Security Number:
M/F
Street Address: (PO Box) City, State & Zip:
Home Phone: Cell Phone: Email: Contact Preference: Circle One
( ) ( ) Home / Cell / Email
Appointment reminders: Y /N Driver License # Driver License State:
Text: Or email

Occupation: Employer: Employer Phone:

{ )
Preferred Language: English, Spanish, other Race: White, Black, Hispanic, other
US Military Veteran: Y or N Do you have an advanced directive:Y or N
Sexual Orientation: Prefer not to disclose Lesbian/Gay/Homosexual/Straight/Heterosexual/Bisexual/Don't know
Gender Identity: Male/Female/Transgender ~ Male/Female to Male Female/Male to Female

Housing Status: NOT Homeless/ Homeless/Public Housing/Doubling Up/Transitional Housing

Responsible Party Information
Responsible Party, First, M.l. and Last Name: Date of Birth: Relationship to Patient: current patient?
YorN

Street Address, City, State & Zip: (If Different)

Occupation: Employer: Employer Phone:

SUBSCRIBER'S INFORMATION: Medical Insurance — Dental Insurance 1

Name of Insured: Social Security: Date of Birth: Relationship to Patient:
Insurance Company Name: Group Number: Policy Number:
Employer Name: Co-Payment: Rem. Benefits Rem. Deductible:

S $ $

SUBSCRIBER'S INFORMATION: Medical Insurance [ Dental Insurance [ Secondary —

Name of Insured: Social Security: Date of Birth: Relationship to Patient:
Insurance Company Name: Group Number: Policy Number:
Employer Name: Co-Payment: Rem. Benefits Rem. Deductible:

S S $

SUBSCRIBER'S INFORMATION: Medical Insurance [ Dental Insurance 1 Secondary —

Name of Insured: Social Security: Date of Birth: Relationship to Patient:
Insurance Company Name: Group Number: Policy Number:
Employer Name: Co-Payment: Rem. Benefits Rem. Deductible:

s s $

EMERGENCY CONTACT

Name: Relationship to Patient: Home Phone: Cell Phone: Work Phone:
The above information is true to the best of my k vledge. | authorize my i e benefits to be paid directly to GMHC. | understand that | am financially responsible for|

any co-pays and/or any remaining balance not paid by my insurance company. | also authorize Great Mines Health Center or insurance company to release any information|
required to process my claims.

[Patient/Guardian Signature Date: ]
Revised 8-6-19




Consent and Authorization Form ';; M
Consent to Treatment Grest Mines
| hereby grant permission for Great Mines Health Center (GMHC) to perform those procedures and treatments deemed necessary or
advisable for complete care of myself or a dependent for whom | am legally responsible. | authorize any GMHC licensed provider, or
auxiliary to perform any treatment, medication administration and therapy that may be indicated in connection with my care or the
care of my dependent. | understand that before treatment, full explanation of the procedure(s) involved will be given by staff.
Authorization and Release

I authorize GMHC to release any information, including the diagnosis and the records of any treatment or examination provided to me
or my dependent during the period of such care, to third party payers and /or health practitioners. | understand this may include
information regarding HIV, AIDS, Alcohol or drug abuse, mental illness or any mental health condition, sexually transmitted diseases,
family planning, pregnancy, genetic tests or genetic diseases.

Persons Authorized to Receive Information:

Health information that Great Mines Health Center collects or receives about me may be disclosed to the following persons:

Name of Person Relationship Phone Number

Name of Person Relationship Phone Number

(Please Initial) GMHC representatives may leave a detail message on answering machine: Yes No

(Please Initial) | authorize GMHC to release an excuse to my work/school: Yes No

Financial Consent

| authorize and request my insurance company to pay directly to Great Mines Health Center. | understand that my insurance carrier
may pay less than the actual bill for services. | agree to be responsible for payment of all services provided on my behalf or my
dependents. If my account balance is sent to an outside agency for collection, | am responsible for collection fees that must be paid to
said agency. | am aware, that patients will be assessed a 525 fee for checks returned due to Insufficient Funds, a missed appointment
fee of 55 for second missed appointment, $10 for third missed appointment, and $20 for each appointment missed thereafter for a
three-year time period. Missed appointment fee will be charged if a 24-hour notice of cancellation is not given. No controlled
medication will be refilled if fee is not paid and patient will be walk-in only until fee is paid.

Photographic Consent

| agree that photographs of me or my dependent may be taken by a member of Great Mines Health Center staff. The photograph(s)
will be used for medical records and to help in the avoiding |dentity Theft. All photographs are strictly private, and the identity of the
patient will not be revealed to anyone outside of Great Mines Health Center unless required by law enforcement.

| further authorize, GMHC, to use radiographs, treatment records, and other diagnostic materials for the purpose of teaching,
research, and scientific publications with the assurance that my or my dependent’s identity will remain confidential. Opt out:

Notice of Privacy Practices

We are committed to protecting your personal health information in compliance with the law. We are required by law to give you a
copy of this notice, if requested. A copy of GMHC’s HIPAA Notice of Privacy Practices are posted in the main lobby and available for me
to read in its entirety. If you choose to receive information from Great Mines Health Center via email or text (e.g. appointment
reminders), it will be sent through a secure server. However, you will be responsible for the protection of that information once it
leaves our server. The HIPAA Notice of Privacy Practices contains information on the uses and disclosures of my protected health
information (“PHI”).

Patient’s Name (please print) Date Of Birth

Signature of patient or patient representative

Print name and Relationship to Patient Date
*This signed consent, authorization and acknowledgment is effective until treatment is terminated in writing by you, the patient, or GMHC

*IF APPLICABLE - School Based Clinic (SBHC) Location — additional consent to treatment, authorization and release

I, the parent/guardian of said student, give consent for my child to receive services at GMHC SBHC. | understand that this consent
form will be effective until my child leaves or graduates from the District, or until | provide the Center staff with written revocation of
this consent. All healthcare information is confidential. By signing the consent form you are giving the SBHC and your child’s regular
doctor (if applicable) permission to communicate and share healthcare information regarding your child’s medical, dental, or mental
health, condition on an as needed basis with the understanding that this information will continue to be treated in a confidential
manner. No student will be denied access to health care services due to inability to pay at the time of service. | agree to all other terms
listed as above. Confidentiality between the student, parents and the health center is assured. | understand that if guardianship
changes a new consent must be signed by the legal guardian.

Signature: Date School District SBHC:

Revised 8/6/19
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’-- Sliding Fee Discount Application
Great Mines

HEALTH CENTER

It is the policy of Great Mines Health Center to provide primary care services regardless of the patient’s ability to pay.
Discounts are offered based on family size and annual income. Please complete the following information and return to

the front desk to determine if you or members of your family are eligible for a discount.

The discount will apply to all services received at this clinic, but not those services or equipment that are purchased from
outside entities, including reference laboratory testing, drugs, and x-ray interpretation by a consulting radiologist, and
other such services. This form must be completed every 12 months or if your financial situation changes.

Please initial what applies to you:

1. | am a new patient with GMHC, | do not have insurance and | did not bring my proof of income. This
form serves as a Self-Statement of income for my first New-Patient visit only. / am aware | have 30 days to

return proof of income

2. I am an established patient at GMHC and recently lost my insurance coverage. This form serves as a
Self-Statement of income for today’s visit only. | am aware | have 30 days to return proof of income

3. | have insurance but would like to submit this application for any services not covered by my
insurance company and/or for services that | choose to not submit to my insurance company. / am aware |

have 30 days to return proof of income

Head of Household: Yes or No Name of Head of Household

Address:

Street City, State, Zip

Place of Employment:

RELATIONSHIP NAME DATE OF PHONE
BIRTH

SELF

Currently
a GMHC
Patient
Y/N

SPOUSE

DEPENDENT

DEPENDENT

DEPENDENT

DEPENDENT

DEPENDENT [ ‘

Revised 8-6-19 Page 1 of 2



‘_QA.E‘.?‘
ﬂ A Sliding Fee Discount Application
Great Mines

HEALTH CENTER

Annual Household Income — Based on Annual compensation
SOURCE SELF SPOUSE DEPENDENT/OTHER TOTAL
Gross wages, salaries, tips, etc. | |

" Income from business/self-
employment

Unemployment compensation,
workers' compensation, Social
Security, Supplemental Security
Income, public assistance, veterans'
payments, survivor benefits, pension |
| or retirement income | 5
Interest, dividends, rents, royalties,
income from estates, trusts,
educational assistance, alimony,
child support, assistance from
outside the household, and other
miscellaneous sources

TOTAL INCOME

I, the person who has signed below, have filled out this application for the Sliding Fee Discount consideration and can prove
that this information is true and correct, to the best of my knowledge. | am also aware that if there is any change in financial
status of any of the people in my household it must be report immediately to Great Mines Health Center, (GMHC) and a new
application must be filled out. | understand that, upon request of GMHC, and yearly, there will be a review of my application
with the chance of discount amount changes. | understand that any untrue information written on form or the failure to
provide proof of income within 30 days may result in my being made not qualified for the Discount Fee reduced priced made
available by GMHC. | also understand this discount service is for services provided within GMHC only!

Applicants Signature: Date:

As a Federally Qualified Health Care Center we are required to collect certain information. The information on this form is used to
determine the amount of discount that you may receive from GMHC and/or for statistical purposes. | understand that my personal or
financial information will not be released.

BELOW TO BE COMPLETED BY GMHC STAFF ONLY

Witness By (GMHC Representative): Date:
Approved % of discount Sliding Scale Annual Expiration Date:
Provision, if any proof of income Verified 30 day Expiration date:
Disapproved Reason:
Pending Reason:
Proof of Address Verified Photo Id on File
Certified By: Date:

Revised 8-6-19 Page 2 of 2



HEALTH CENTER

Adult Health History

Please be aware that not providing an accurate health history may result in a negative health outcome. Complete historical
information is necessary for providers to appropriately treat your medical condition. Thank you

Name: DOB:

ALLERGIES:

Immunization: (Date of last vaccination)

Tetanus: Shingles: Pneumonia: Gardasil (HPV):

Family History: If any blood relative has suffered any of the following, please indicate which relative:

Lipid Disorder:

Mental lliness:

Alcoholism: Epilepsy:
Anemia: Glaucoma:
Arthritis: Hay fever:
Asthma: Heart Disease:
Cancer: Hepatitis:
Diabetes:

Hospital Admissions:

Year

lliness or Operation

Hypertension:

Migraine:

Osteoporosis:
Stroke:
Thyroid Disease:

Specialist History: (Doctor and last Appointment date)

List all Medications you are currently taking: (please use reverse side if needed)

Please list any assistive devices you use:

Medical History- Please circle if you have or have had any of the following:

Alcoholism
Alzheimer’s disease
Anaphylaxis
Anemia

Arthritis

Artificial Heart Valve
Artificial Joint
Blood Disease
Blood Transfusions
Cancer:

Chickenpox
Chronic Fatigue
Colitis

Social History:

Do you drink alcohol? Yes or No
Do you smoke Yes or No

Crohn’s Disease
Depression
Diabetic
Diverticulosis
Eczema

German measles
Glaucoma

Gout

Heart Attack/Failure
Heart Murmur
Heart Pacemaker
Hepatitis A, B, C

Hernia

Herpes

High Blood Pressure
HIV/AIDS
Measles

Mumps
Osteoporosis
Pneumonia
Polio

Polio

Psoriasis
Rheumatic Fever
Rheumatism
Scarlet Fever

Seizures

Sexually Transmitted Disease
Stroke

Thyroid Disease
Tuberculosis

Ulcer

Other:

if yes, how much do you consume in one week?
if yes, how many cigarettes per day?

| HAVE READ AND UNDERSTAND THE ABOVE AND HAVE COMPLETED THIS FORM TO THE BEST OF MY KNOWLEDGE:

Signature:

Date:

Revised 8-6-19



