AressPointe

Community Health Centers

Annual Registration Update

DEMOGRAPHICS
Last name First name Mi Birthdate:
Address City State Zip
Home phone OPreferred Cell phone OPreferred
How would you like us to contact you? OCall OText OEmail OK to leave a message? OYes ONo

Emgil address

Would you like to use this email to communicate with your provider and receive lab/test results via the Patient Portal? 1 Yes [J No
Preferred phamacy:

(Pharmacy name) (City) {Phone number)
Do you have a living will? OYes ONo Durable power of attomey? OYes [INo

DNR? OYes ONo  Housing arangement: OHomeless OTransitional ODoubling up OStreet OOther OUnknown CIRent/Own

Annual Household income:
0%$0-$12,389 0$12,490-$16,611 0$16,612-$20,732 0$20,733-$24,980 (3$24,981+ OChoose not to disclose

EMERGENCY CONTACT INFORMATION

Name: Relation: Phone:

Address: OSame as patient:

Please list any persons you authorize the clinic to leave personal medical information with: {optional)

Name: Phone: Relation:

Name: Phone: Relation:

PATIENT INSURANCE COVERAGE - MEDICAL

ARE YOU SELF-PAY? OYes ONo (A sliding-fee discount scale is available based on income and family size)

O | understand that by not submitting financial information, 1 am declining the application for reduced rates and

am 100% responsible for any medical, dental and/or lab fees accrued. If desired, | may apply for reduced rates
at a later date.

Primary insurance: Subscriber name:

Subscriber birth date: : Subscriber Social Security #:

Relationship to patient: ID#: Group #:

Secondary insurance: Subscriber name:

Subscriber birth date: Subscriber Social Security #:

Relationship to patient: ID#: Group #:

Office use only: Current Ins. card on file: POI/Refused RRA on file: Consent & CCP: Photo ID & Acct. Pic:

Add'l. Info Screen: Explain Pt. Portal: STAFF'S INITALS:




AzessPointe

Community Health Centers

Patient Name: SSi# DOB:

CONSENT TO TREATMENT: | request the employees, agents and staff of AxessPointe Community Health, Inc. (API) to perform and
hereby consent to such medical, dental and behavioral health care and treatment to the patient named above as may be deemed
necessary and/or advisable in the judgment of my/the patient's treating provider(s). This may include diagnostic, radiology and laboratory
procedures, and medication administration. | understand that | have the right to refuse consent to any proposed procedure or treatment
at any time prior to its performance.

| understand that API is a training site for medical, dental and auxiliary students. | hereby authorize and permit such to participate in
my/the patient's care insofar as they are properly supervised at all imes by a licensed and credentialed health care practitioner in that
field of expertise. | acknowledge that | have a right to ask questions of any provider or nurse regarding the use of students in my care at
any time.

| understand that my medical provider may request that an APl pharmacist be used in the management of my/fthe patient's care. |
understand that | or an individual authorized to act on my behalf may elect to participate in or withdraw from the service provided by the
API pharmacist.

NO GUARANTEE: | am aware that the practice of medicine is not an exact science and | acknowledge that no guarantees have been
made as to the resull of any procedures, treatments or examinations,

FINANCIAL RESPONSIBILITY: In consideration of medical, dental and or behavioral health services to be received by me, | assign,
transfer, and agree 1o have APl be directly reimbursed by my/the patient’s insurance company, managed care organization, or health
plan, including Title XVIIl of Social Security Administration, for all amounts that it is entitled to collect from such payers as reimbursement.
| assume responsibility and agree to pay all costs, charges, and expenses due from me for services which are given to me/the patient by
APL. If my/the patient's medical insurance is not sufficient to satisfy such costs, charges, and expenses in full, | understand that the
resulting balance is my personal responsibility. | agree to pay such established rates for all services provided to me/the patient by API.

RELEASE OF INFORMATION: | authorize API to release any and all patient medical, dental and billing information to any physician
involved in my/the patient's treatment; to any pharmacy or other health care facility to which I/the patient is referred for treatment; to any
entity which performs billing, quality assurance, collection or defense of litigation or anticipated litigation on behalf of API; and to any
insurance company, review organization or other entity, which is directly or indirectly responsible for payment or review of services
provided by API. | consent to use and disclosure of my/the patient's protected health information to camy out treatment, payment or health,
behavioral or dental care operations by API.

HEALTH INFORMATION EXCHANGE: Health information exchange allows health care providers to share health care information about
patients electronicaily for several purposes, such as treatment, quality assurance and state law reporting requirements. | understand that
if 1 go to the Practice for treatment, the physicians and/or their staff may get a copy of my medication history and other health care
information electronically through various health information exchange connections with other health care providers.

1 understand | may request that my health care information not be shared through electronic health information exchange by following the
directions in API's Notice of Patient Privacy Practices.

SLIDING FEE SCALE: Qualifying for our sliding fee scale based on your household income and household size may result in lower
charges. You are required to report any income and family size changes to us as this may impact the amount you are expected to pay.
We will review and update your information annually. Eligibility cannot be determined until we receive all requested information from you.
Ifit is determined you are not eligible for a sliding fee and you have incurred charges, you will be expected to pay the balance due. We
will assist you by arranging a payment plan if needed. You will be asked to pay a minimum fee for your first visit until the sliding fee
eligibllity process is complete. The remaining cost of the first and subsequent visits will be based on the outcome of this determination.
If youdo not pay for services at the time they are rendered, your balance must be paid in full within sixty (60) days.

MEDICARE/MEDICAID SIGNATURE AUTHORIZATION AND ASSIGNMENT: | request that payment of authorized Medicare/Medicaid
benefits be made on my/the patient's behalf for any services furnished by or in the center, including provider services. | authorize any
holder of medical, dental or other information about me, to release to API for Medicare and Medicaid services, the Ohio Department of
Health and their agents, any informalion needed to determine these benefits or benefits of related services. | assign the benefits payable
for provider and other medical/dental services to the provider or organization furnishing the services and authorize the AP provider or
organization to submit claim to Medicare and/or Medicaid for payment. | understand that |, the patient, am responsible for any deductibles,
co-payments and any applicable percentage of remaining charges.



AUTHORIZATION TO OBTAIN EXTERNAL PRESCRIPTION HISTORY: | authoriza APl to view my external prescription history. |
understand that this prescription history may contain records from multiple other unaffiiated medical providers, insurance companies and
pharmacy benafit managers may be viewable by my providers and staff at AP, | also understand that it may inctude prescriptions from
saveral years ago.

Patient or Legai Representative Slgnature & Date

AUTHORIZATION TO RECEIVE PRE-RECORDED MESSAGES: | give prior express consent for AP its providers or agents, fo contact
rmy designated cellular or residential phones using any type of arlificlal or pre-recorded voice or auto-dialer technologies for any parmissible
purpose, including appointment reminders. | understand that treatment may not be conditioned on my agreeing to this provision.

Patlant or Lagal Repressniative Signature & Date

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES & PATIENT RIGHTS AND RESPONSIBILITIES: |
acknowledge t{hat | have been provided a copy of the API Notice of Privacy Practices, which describes how health information about me
may be used and disclosed by AP] and how | may obtain access to and contral the use and disclosure of this information. | have also
recaived a copy of the Patisnt's Bill of Rights and Responsibilities. | have read, or had read io me, the Blll of Rights and | understand my
rights and responsibilities. | agree to participate actively in my care in accordance with thess rights and responsibilities,

Patient or Legal Representative Signature & Data

HEALTH INFORMATION EXCHANGE: | acknowledge that AP| parlicipates in the CliniSync Health information Exchangas. This allows
AxessPointe and other healthcare providers to access your health information through the Health Information Exchange for treatment,

payment or other healthcare operations. You may opt-cul of pasticipation in the CliniSync Health Information Exchange by checking the
box below or notifying API's Medical Records depariment or CliniSync at any time.

D | choose to opt out of participation in the CliniSync Health information Exchange. | may opt-in by contacting the AxessPointe Medical
Records department or CliniSync directly.

Patient or Legal Represantative Signature & Date

CERTJFICATION AND ACKNOWLEDGEMENT: | cartify that all foregaing information and alt information supplied by me as part of the
registration process is correct,

BY SIGNING BELOW, | AM AGREEING TO THE CONSENTS AND RELEASES DESCRIBED ON THIS FORM. | HAVE
READ THIS CONSENT AND HAVE BEEN ABLE TO ASK QUESTIONS.

Patient or Legal Represantative Signature & Date AP} Staff (witness) Signature & Dato

Legal Representative Relationahip {if applicable)



AzessPointe

Community Health Centers
Sliding-Fee Scale Application

PERSONAL INFORMATION

Last name: First name: Mi:
Date of birth: ! / Social security number:
Home address:
Phone number (cel):

City/State: Zip Phone number {home):

HOUSEHOLD INFORMATION
Name of spouse: Date of birth: / /
Social Security:

List dependents claimed on your tax return:
Name Social Security No. Date of birth Relationship
- - / /

- - / /

= 5 /

.. e /

e e T

- - !

PROOF OF INCOME
‘You must bring proof ofincome: O Most recent tax retum/4506-T  CINotarized letter of support
0O SS/Disability award letter O Unemployment award letter  (JAlimony/child support decree
O Last 34 paystubs from each member of house 0 Other

® | have completed this application for sliding-fee eligibility and confirm that all information is comect to the best of
my knowledge.

Applicants Signature Date

ELIGIBILITY INFORMATION — FOR OFFICE USE ONLY

Annual gross income § Number of dependents Start Date End Date

O Application approved O Slide A 0O Slide B O Slide C O Slide D
O Application denled — RESPONSIBLE FOR 100% OF CHARGE
Processed by: Date:
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2019

Effective 1/1/2019 Updated 1/31/2019
Based on HHS 2019 Federal Poverty Guidelines

Medical, Pharmacy & Dental Program Sliding Fee Discount Guidelines

>?.mm Note 1) B C D E
MEDICAL/BEHAVIORAL |Pt. Pays Nominal Fee $15 Flat Fee $25 Flat Fee $50 Flat Fee $75 Full Charge
PHARMACY Nominal Fee $5 Flat Fee $10 Flat Fee $15 Flat Fee $20 Full Charge
DENTAL Pt. Pays Nominal Fee $35 Flat Fee $50 Flat Fee $80 Flat Fee $115 Full Charge
% of FPL <100% >100%-133% >133%-166% >166%-200% >200%

1 $ 12,490 | $ 16,612 | $ 20,733 | $ 24,980 | $ 24,981

2 $ 16,910 [ $ 22,490 | $ 28,071 | $ 33,820 | $ 33,821

3 $ 21,330 | $ 28,369 | $ 35,408 | $ 42,660 | $ 42,661

4 $ 25,750 | $ 34,248 | § 42,745 | $ 51,500 | $ 51,501

5 $ 30,170 | $ 40,126 | $ 50,082 | $ 60,340 | $ 60,341

6 $ 34,590 | $ 46,005 | $ 57,419 | § 69,180 | $ 69,181

7 $ 39,010 | § 51,883 | $ 64,757 | $ 78,020 | $ 78,021

8* $ 43,430 | $ 57,762 | $ 72,094 | $ 86,860 | $ 86,861

Note 1: For Eligible Slide A patients seen at Broadway WH - the $15 MEDICAL patient payment is collected MONTHLY vs. per Visit.
* For family units with more than 8 members, add the following for each additional member:

MEDICAL, PHARMACY & DENTAL

<100% $ 4,420
>100%-133% $ 5,879
>133%- 166% $ 7,337
>166%-200% $ 8,840

>200% 8.841




