Spring Branch Community Health Center
Registration Information

. ) Pitner Clinic
1615 Hillendahl Suite 100 7 8575 Pitner Road
Houston, Texas 77055 '\\/ Houston, Texas 77080

713-462-6565 713-462-6545

Hours: S DI'iN : Bra nCh Hours:
Mondays to Fridays COMMUNITY HEALTH CENTER Mondays, Wednesdays, Fridays

8:00 am - 5:00 pm Healthy Families. Healthy Community. 8:00 am — 5:00 pm
Tuesdays, Thursdays
Financial Assistance Program 8:00 am — 8:00 pm

The Financial Assistance Program is a special program to assist those who are uninsured or have difficulty paying for medical care. If
you are not eligible for insurance coverage and have limited income, you can apply for a sliding fee discount. In order to qualify,
please bring the following:

Your Responsibilities
You will be asked to bring proof of what you write on your application. The needed documents are the following:

1.) YOUR IDENTITY AND IDENTITY OF FAMILY MEMBERS ANY OF THE FOLLOWING:
e Driver’s license
e State Identification card
e Student ID with picture
e  Passport with picture
e U.S.immigration documents with picture
e IDissued by foreign consulates
e U.S. naturalization citizenship
e  Birth Certificate
e  Voter’s registration card

2.) WHERE YOU LIVE AND PLAN TO CONTINUE LIVING

You will need one proof of residency.

Accepted proofs dated within the past 60 days: utility bill, credit card statement, mortgage statement; rental verification form,
commercial mail addressed to you or your spouse, printout from Texas Workforce Commission, domicile verification form
completed by a reliable person not living with you.

Accepted proofs dated within the past year: Lease agreement, school records for minor children,

Department of Motor Vehicle documents, property tax statement, automobile insurance documents, automobile registration,
printout from IRS or Social Security Administration, certification documents from Food Stamps, Medicaid, or Chip, letter from
recognized social services agency, current voter’s registration card, post office records, and church records.

3.) PROOF OF ALL MEMBERS IN YOUR HOUSEHOLD

Proofs: birth certificate, most recent IRS 1040 form, Social Security Award letter for dependents, school documents, insurance
documents, U.S. Immigration application, divorce or child support decree, birth fact record newborns up to 90 days old, proof of
school enrollment for students aged 18-23

4.) PROOF OF INCOME OF ALL HOUSEHOLD MEMBERS FOR THE PAST 30 DAYS

Proofs: Check stubs, wage verification letter, current year 1040 tax form if self employed, Pension, child support, Social Security,
unemployment, Workmen’s compensation, retirement checks or statements. If no proof provided a bank statement or letter of
support will be needed.

5.) OTHER HEALTH CARE COVERAGE
Proofs: Insurance ID cards (Medicaid, Medicare, CHIP, CHIP Perinatal award or claim letters, insurance policies, court documents.

6.) CURRENT WORKING PHONE NUMBER WHERE YOU MAY BE REACHED
Home, work, cell, emergency, neighbor or relative with which we may leave a message

If you are qualified for financial assistance and it is later determined that the information or proof you provided on this
application is false, you may lose your financial assistance, may be barred from reapplying for six months, and be required to
repay SBCHC for any services rendered
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PATIENT REGISTRATION FORM

Healthy Families. Healthy Community.

(Please Print Clearly)

PATIENT INFORMATION

Patient’s last name: First: Middle: Alternative names: (if any)

Home address: Apt/Suite: City: State: ZIP Code:
Sex: Birth date: Social Security no.: Phone no.: Marital Status:

aM QaF / / ( ) Q Single QMarried QDivorced O Other:

RESPONSIBLE PARTY (IF DIFFERENT FROM ABOVE)

Name: Relationship to patient: | Address: Phone no.:

( )

EMERGENCY CONTACT

Name: Relationship to patient: | Address: phone no.:

( )

INSURANCE INFORMATION

Is this patient covered by insurance? QO Yes Q No (If you checked ‘No’ please skip this section)
Please indicate Primary insurance: QO Medicaid QO Medicare Q CHIP Q CHIP Perinatal
Q Private Insurance: Q Other:
Person responsible for charges: Birth date: Address (if different): Home phone no.:

/ / ( )
Subscriber’s S.S. no.: Group Name: Group no.: Policy no.: Co-payment: $
Patient’s relationship to subscriber: Q Self Q Spouse Q Child Q Other
Secondary Insurance: | Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.:

/]

Patient’s relationship to subscriber: Q Self O Spouse Q Child Q Other:
Preferred Language: Are you a veteran of the U.S. Armed Forces? Are you currently Homeless?
Q English QSpanish Q Other QYes QNo QYes QONo
Race: Latino/Hispanic Descent:
QWhite OAsian OAfrican American QPacific Islander QAmerican Indian QMore than one race  QUnknown QYes QONo
Chose clinic because/Referred to clinic by (please check one box): ‘ Q Relative/Friend ‘ Q School ‘ Q Hospital Qa Church
a MAM Q Direct Mail Q Internet O Magazine ‘ ONewspaper ‘ O Radio ’ Q211 ‘ Q Other:
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I hereby authorize the following individual(s) to consent to treatment or services, and to verbally give and receive protected health information
regarding any treatment or services rendered at the clinic. If any changes occur to this authorization it will be my responsibility to notify the clinic.
Individuals listed below must be 18 years of age or older and have a picture I.D.

Name D.O.B Relationship

CONSENT FOR MEDICAL TREATMENT

I agree to have medical care provided by Spring Branch Community Health Center providers, and to follow their instructions regarding appointments
and testing which may be required. I do not hold the Clinic or its employees responsible for any unusual effects resulting from their care.

The patient hereby authorizes and consents to any services, including but not limited to diagnostic procedures, radiology procedures, laboratory

procedures, anesthesia medical or surgical treatments, dental and mental health services, which are deemed necessary or advisable by the attending
provider(s) and rendered to the patient under the general or special instructions of said provider(s)

Initial

STATEMENT OF CONFIDENTIALITY

All information included in this interview and record is confidential and will be protected under HIPAA Privacy Rule. We are informing you that we
may use and disclose your protected information to carry our Treatment, Payment, or Health Care Operations. I understand that for a more complete
description of such uses and disclosures I have the right to review the “Notice of Client Privacy Rights” prior to signing the consent. I understand
that I have the right to request in writing restrictions on how my protected health information is used or disclosed. I understand the center has the
right to review and deny this request.

I understand that I may revoke this consent in writing, except to the extent that Spring Branch CHC has taken action in reliance thereon.

Initial

INSURANCE ASSIGNMENT

I hereby authorize payment of Medicaid/Medicare/Dental/Other Benefits otherwise payable to me, directly to Spring Branch Community Health
Center. I also authorize release of any information relating to any claim for myself or minors under my guardianship.

I understand that I am responsible for all costs of treatment to include any services not covered by my insurance benefits.

Initial

I agree and understand the above Consent for Treatment, Statement of Confidentiality, and Insurance Assignment.

Patient Name:

Patient/Guardian signature Relationship to Patient Date

FOR OFFICE USE ONLY

Reviewed by: Date: Initial:

Revised 07/20/2010




PATIENT AND CENTER RIGHTS AND RESPONSBILITES

Welcome to our community health center. Our goal is to provide quality health care to qualified persons in the community,
regardless of their ability to pay. As a patient you have rights and responsibilities. The Center also has rights and responsibilities. We
want you to understand these rights and responsibilities so you can help us provide health care services for you. Please read and
sign this statement and ask us any questions you might have.

A. Human Rights
You have a right to be treated with respect regardless of race, color, martial status, religion, sex, national origin, ancestry,
physical or mental handicap or disability, age, Vietnam-era veteran status, or other grounds not permitted by applicable

federal, state and local laws or regulations.

B. Payment For Services :

1. You are responsible for giving us accurate information about your present financial status and any changes in your
financial status. The staff needs this information to decide how much to charge you and/or so we can bill private
insurance, Medicaid, Medicare, or other benefits for which you may be eligible. If your income is less than the
federal poverty guidelines, you will be charged a discounted fee.

2. You have a right to receive explanat]}v }( §Z vS (E[* ]oo0Xrafrpngd tor SayXall Gstéed fees for
health services as provided by our policies.

3. Federal law prohibits us from denying you primary health care services, which are medically necessary, solely
because you cannot pay for these health services at the time of your medical visit. If in the event you do not make
any attempt to comply with your payment plan, we have the right to discontinue our services to you.

C. Privacy:

You have a right to have your interviews, examinations and treatment in privacy. Your medical records are also private.

Only legally authorized persons may see your records, unless you request in writing for us to show them to, or copy them

for someone else. A complete discussion of your privacy rights will be given to you along with this document and is named
NE}Sp( WE]JA C WE 8] +X_ dzZ E}§] J(WE]JA C WE 8] « « 3¢ (JESZ 3Z A C
or disclosed by the Center and the rights granted to you under the Health Insurance Portability and Accountability Act
(HIPAA).

D. Health Care:

1. You are responsible for providing us complete and current information about your health of illness so that we can
give you proper health care. You have a right, and are encouraged, to participate in decisions about your
treatment.

2. You have a right to information and explanation in the language you normally speak and in words you understand.
You have a right to information about your health of illness, treatment plan, including the nature of your
treatment; its expected benefits; its inherent risks and hazards (and the consequences of refusing treatment); the
reasonable alternatives, if any (and the risks and benefits); and expected outcome, if known. This information is
called obtaining your informed consent.

3. z}u Z A 8z E]PZs 8§} E JA Jv(}Eu §]}v E P E JvP ~ A v JE S]A
information, or if it is not medically advisable to share that information with you, we will provide it to your legally
authorized representative.

4., z}y E E *%}ve]l] 0 (JE %% E}% E] § upe }( }JUE « EA] U AZ] Z ]v op
and keeping scheduled appointments. We may not be able to see you unless you have an appointment. If you
cannot followthes & (([* JVeSEpU S]}veU %0 + § 00 pe *} A VZ 0% CluX

5. If you are an adult, you have the right to refuse treatment to the extent permitted by applicable laws and
regulations. In this regard, you have the right to be informed of the risks, hazards and consequences of your
refusing such treatment or procedures. You are responsible for the outcome of refusing treatment.

6. You have a right to medical and dental care and treatment that is reasonable for your condition and within our
capability; however, the Center is not an emergency care facility. You have a right to be transferred or referred to
another facility for services that we cannot provide. We do not pay for services that you get somewhere else.
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