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AlaMAP/Open Door Clinic

Patient Intake Form

AlaMAP






Open Door Clinic

     Mailing Address: P O Box 202  Burlington, NC 27216
 
 221 N Graham-Hopedale Road Burlington NC 27217
     Clinic Address: 1624 Memorial Drive Burlington, NC 27215
       Phone: 336-570-9800
      Fax: 336-570-3376
     Phone: 336-538-8440      Fax: 336-538-8449
Demographic Information                                           Date: ___________

 (Write in answer of fill in circle as appropriate)

Name:  Last _________________________ First _________________________ MI 


Street Address


City __________________        State_____    Zip Code__________ 

Phone Numbers: (home) (      )__________           (cell)(      )_______________    (work)(      )___________

County:       Alamance     Guilford      Caswell        Orange   

Birth Date:  month     date      year      Social Security #:                 

Age______               US Citizen or   Legal Resident                     Yes            No  (need certification)
Ethnicity:      Caucasian          African-American        Hispanic         Asian        Other: __________________
Sex:      Male         Female     Marital Status:      Single       Married       Separated       Divorced        Widowed

Number in Household:  __________   Number of dependents under age 18: _____________

How many in household excluding yourself and spouse are employed?____________________

Are you currently employed?______   Employer__________________ Phone (         )____________

If no, and you are not seeking employment, explain____________________________________

Are you able to drive a car?       Yes        No    (if no, is transportation available?       Yes        No )

Spouse: ______________________ Employer_________________Phone (       )___________

Two local Alternate Contact: 1) ______________________________ Phone:  (        )__________ 

          *Relationship to that contact (e.g. son, friend, etc.) 
 


                                              2) ______________________________ Phone:  (        )__________ 




     *Relationship to that contact (e.g. son, friend, etc.) 

Primary Physician:  ______________________________ Phone (      )___________________

Approximate date of last visit__________________

Other Practitioners:  1)_____________________________ Phone (       )___________________

 Address________________________________________________________________________                            

                                     2)_____________________________ Phone (       )____________________

Address_________________________________________________________________________

Pharmacy:_______________________________________ Phone (        )____________________

Please indicate if you receive assistance through any of the following health clinics:

О Charles Drew   О   Prospect Hill  О Scott Clinic   О Open Door Clinic  О UNC-Chapel Hill  
О Other_______________________
What agency or individual referred you to our program?_______________________________

Insurance

(Please mark all that you have)

      Medicare
State/Local Med Aid

      Medicaid
HMO / PPO 
      Private / Employer Insurance 
Other Insurance 
      No insurance

Do you receive or are you eligible for prescription benefits through your insurance?___________

Are you a Veteran?________ If yes, do you receive medical care or medications from the VA?_____

Have you applied for Medicaid?________________ (if rejected, we need copy of letter)

Have you applied for Disability?________________ (if rejected, we need copy of letter)

WILL NEED A COPY OF ALL INSURANCE CARDS.
	Eligibility requirements
	AlaMAP
	Open Door Clinic
	Comments

	
	
	
	

	Income limits
	Less than 250% federal poverty level
	Less than 150% federal poverty level
	AlaMAP includes household income. Open Door looks at individual income

	Residency
	Alamance County and surrounding areas
	Alamance County only
	

	Asset Limits
	$15,000 liquid assets
	
	

	Insurance
	Some services available to patients with insurance
	Only serves patients who are uninsured
	AlaMAP assist patients with Medicare D who have reached insurance gap. AlaMAP also provides cost assessment and medication therapy management for patients with insurance

	Population served
	Adults 18 years of age and older
	Adults 18 years of age and older
	

	
	
	
	


Financial Information:

Provide a copy of your recent tax returns, paycheck stubs or unemployment statement reflecting previous month income, bank statements, pension plan statements, CD’s, Savings account etc to verify income and assets.

	Type of Income/Asset
	Monthly Interest /Income ($)

	
	Patient
	Spouse/Other

	Salary/Wages

Weekly    Bi-Weekly    Monthly
	$
	$

	Pension
	$
	$

	VA Pension
	$
	$

	Social Security
	$
	$

	Supplement Security Income
	$
	$

	Social Security Disability
	$
	$

	Unemployment Compensation
	$
	$

	Worker’s Compensation
	$
	$

	Alimony/Child Support
	$
	$

	Food Stamps
	$
	$

	AFDC
	$
	$

	Fuel Assistance
	$
	$

	Retirement Benefits
	$
	$

	Other Income:
	$
	$

	Total
	$
	$


	Annuities
	$
	$

	Stocks / Bonds
	$
	$

	CDs
	$
	$

	Checking 
	$
	$

	Savings
	$
	$

	Other:
	$
	$

	Total
	$
	$


Did you file income taxes last year?___________ (If yes, we need a copy)

If you have zero income, please indicate how you support yourself:
Statement Of Zero Income

I / We, ___________________ __________________am/are currently not working and have No Income.

I / We am/are supported by:

____________________________________________________________________________________________________________________________________________________________________________________ __________________________________________________________________________________________ 

I / We am/are  currently receiving assistance from person(s)/organization listed above:

_____Housing


Amount/month  $__________.

_____Utilities,


Amount/month  $__________.

_____Medications

Amount/month  $__________.

_____Food


Amount/month  $__________.

I / We state that the above information is correct as of this date, _______________.

Thanks,

________________________________    Date__________________________ 
(Client signature)
________________________________    Date__________________________
(Person/Organization representative)
Health History

***Allergies to medicines (Please list each allergy and the reaction you had to that medicine)

  1)___________________________________             2)___________________________________________

 3)____________________________________            4)___________________________________________

Are you disabled?__________       If yes, for how long?_______________

Health Problems: (check all that apply) 

 Heart Failure   Angina   Heart Attack   Irregular heart beat   High blood pressure   High cholesterol

 Stroke   Diabetes   Thyroid disease   Reflux disease   Cancer   Depression   Arthritis   Asthma

 COPD/Emphysema  Kidney disease  Osteoporosis   Glaucoma  Cataracts  Tobacco use  Alcohol use

Medications 

Please list “all medications” (prescription, over-the-counter, herbals, vitamins) you take.  This includes medications taken daily and medications taken only when you need them.   

	Name of Medicine
	Strength
	How You Take Your Medicine

	Example:  Coreg
	12.5 mg
	One tablet twice a day

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	6.
	
	

	7.
	
	

	8.
	
	

	9.
	
	

	10.
	
	

	11.
	
	

	12.
	
	

	13.
	
	

	14.
	
	

	15.
	
	


FOR OFFICE USE ONLY                    COMMENTS / NOTES
	

	

	

	

	

	

	

	

	

	

	

	

	


Open Door Clinic of Alamance County Applicants Only

Patient Information

Patient Name (print):____________________________________________________________

Consent of Treatment

I attest that the above information is true to the best of my knowledge. I hereby voluntarily consent to routine diagnostic and therapeutic procedures and general medical care by the Open Door Clinic of Alamance County, the physicians and other health care professionals associated with the clinic. I understand that the practice of medicine is not an exact science and that there are no guarantees as to the results of the care delivered which I hereby authorize.

_________________________

___________________________
    __________

           (Patient Signature)                                        (Witness)                                        (Date)

Release of Medical Records

In the case of referrals, I hereby authorize the Open Door Clinic to release my pertinent medical records (physician notes, x-ray reports, EKG’s, lab reports, etc.), including any information regarding drug / alcohol abuse, HIV status and mental health, to the necessary physician’s office, medical facility or hospital.

__________________________
__
 ________________________
                 __________

           (Patient Signature)                                        (Witness)                                         (Date)
Patient Agreement
I understand that the Open Door Clinic is a non-profit volunteer clinic. I agree to show respect to all clinic volunteers. I agree to keep all scheduled appointments both at the clinic and at referral appointments made by clinic staff. If I am unable to make an appointment, I agree to call and cancel or reschedule as soon as possible. I agree to bring all required eligibility verification. I agree to call in sufficient time for refill / sample requests. I understand that the clinic reserves the right to refuse or terminate service to any patient who does not comply to the above agreements. 

____________________________
           
_______________________________

__________

        (Patient Signature)                                                          (Witness)                                               (Date)
Effective June 1, 2008, there will be a $4.00 No Show Charge to re-enter the clinic.  There will be NO exceptions.  If you are unable to keep an appointment, a 24 hour notice is required for cancellation.
Effective June 1, 2008, if you fail to keep a referral appointment, we will NOT re-refer you and you may be subject to dismissal from the clinic.

____________________________
           
_______________________________

__________

        (Patient Signature)                                                          (Witness)                                               (Date)
Documentation For Eligibility at Open Door Clinic and AlaMAP
The following information is required to be seen at the Open Door Clinic. Upon receipt of ALL requested information, you will be notified of your appointment date. 

    ___
Current North Carolina driver’s license or picture ID.   We do NOT accept passports or out of state/prison ID’s. 

    ___
Verification that you or person you live with is an Alamance County resident (required for Open Door).
             (AlaMAP can assist those who live in surrounding areas and receive healthcare in Alamance County)
· Current utility bill, telephone bill, etc. DATED (within 30 days)

· If you live in Liberty, Mebane, Snow Camp or Gibsonville we will need an Alamance County tax bill, car registration or Food Stamp award letter DATED indicating your PHYSICAL address.

· Note: PO Box is not acceptable. This does not indicate your physical address.

· Note: If you live in a group home or shelter, please provide a statement from that facility indicating that you are currently residing there. 

    ___
Proof of income for yourself, partner or whoever supports you. We verify patient’s income as well as entire household’s income. 

· Your two most recent pay stubs 

· Verification of income, child support, pensions, retirement, social security or disability checks of entire household.

· Note: Current bank statements showing direct deposits of benefits is acceptable

· Verification of gross unemployment benefits WHETHER OR NOT you are drawing benefits.

· Note: Statement from ESC or online print out of benefits is acceptable.

· Previous year’s tax return including all household members who filed.  

· Copy of Medicaid and/or Social Security award/denial letter IF YOU APPLIED FOR BENEFITS.

    ___
If you report zero income, complete the Statement of Zero Income on application

· Provide a statement(s) from the person/organization that supports you

· Provide proof of income from the person/organization that supports you

· Note: See above for acceptable verification of income 

    ___
If you are requesting medication assistance from Alamap, you must return requested information to AlaMap promptly so they can process your application(s) for medication assistance.

    ___
We must have your previous medical records to process your application. Complete the enclosed Consent(s) for Release of Information for each provider you have seen in the last 5 years.

    ___
Complete the enclosed forms and return to us as soon as possible. 

   ___
Other:______________________________________________________________________




___________________________________________________________________________








