Nelson County Community Dental Clinic

300 West John Fitch Avenue Suite 200 ~ Bardstown, KY 40004

REGISTRATION

PATIENT INFORMATION

Name (Please Print) Date of Birth
(Month / Day / Year)
(Last Name) (First Name) (Middle Initial) (Maiden Name) Social Security No.
Residence Address
Gender

Male
(Street) (City) (State) (Zip) (County) Female
Mailing Address (I different from residence address) Race

White

Black
(Street) (City) (State) (Zip) (County) Hispanic
Home Telephone | |Other Telephone | Asian
Emergency Contact (List Name and Telephone Below) Other

Marital Status

Alternate Contact (List Name and Telephone Of Alternate Contact Outside Household Below) 'Single

Married
Place of Birth (List City, State / Province, Country Below) Widowed

Divorced
First Language (If not English): Separated
DENTAL INSURANCE BENEFITS (Check all that apply)
Private Insurance Medicaid Passport
KCHIP Medicare Workman's Compensaton

For Office |

HOUSEHOLD INCOME INFORMATION Use Only

WKly, BI-WKkly Annuaj
Name (Age) | Date of Birth | Relationship Empioyer or Other Income Source or Monthly Income
Total Living In Household Total Annual Household Income
If currently unemployed, give name and date of last employment:
| certify the above information is true. Signed Date
EILIGIBILITY DETERMINATION
Check one of the following qualifying criteria: Attach proof of each:
Employed Photo Identification Yes No
Dependent of Employed Spouse Proof of Residence Yes No
Unemployed less than 12 months Proof of Household income Yes No
Disabled (Drawing Disability Income) Pt. Disability Determination Date
Dependent of Spouse on Disability Income Sp. Disability Determination Date
Full-Time Student Proof of Enroliment Yes ] No
Eligible Ineligible Signed Date
PATIENT REQUEST FOR EXCEPTION DUE TO:
Approved Denied Signed Date




PATIENT’S RIGHTS

1.

When the patient is approved to be seen at Nelson County Community Dental Clinic, non-emergency
dental care, including dental maintenance office visits, acute non-emergency care, and specialist consults
will be made available to the patient at no charge within the resources of the Nelson County Community
Dental Clinic.

Medication prescribed by a Clinic Physician will be filled at Hurst Pharmacy, whenever possible, at no
charge.

Patients can contact Nelson County Community Dental Clinic during operating hours about information
concerning their on-going dental care and medication. If the staff is unable to answer questions at that
time, they will leave a message for the clinic director to return your call.

DENTIST’S RIGHTS

1.

The dentist(s), physician(s) and other clinical practitioners providing service to patients at the Nelson
County Community Dental Clinic are volunteers and have not assumed the obligation to serve as the
patient’s attending Dentist of record.

The patient will NOT contact the Dentist(s) at their office or indicate to anyone that the Dentist(s) is the
patient’s regular treating Dentists(s) but will contact the Nelson County Community Dental Clinic for
information pertaining to services provided at the clinic.

The patient will be treated by the Dentist(s) on duty at the Nelson County Community Dental Clinic on
the day/evening of the patient’s visit and the patient waives the right to ask for a particular Dentist
providing services at the clinic.

PATIENT’S RESPONSIBILITIES

I\

I will go to the emergency room of the local hospital for emergency care, not the Nelson County
Community Dental Clinic, and I, not the Nelson County Community Dental Clinic, will be responsible
for any bills or charges resulting form that visit, such as X-rays, lab tests, or hospitalization.

I, not the Nelson County Community Dental Clinic, am responsible for any medical bills or charges
resulting from treatments, diagnostic testing, or medication, not available at the clinic free of charge, such
as X-rays, lab tests, or hospitalization.

I will provide the Nelson County Community Dental Clinic proof of continued eligibility for services
upon request of the staff. I understand that failure to provide the required documentation will jeopardize
my eligibility to receive services.

[ will treat the volunteers on duty at the Nelson County Community Dental Clinic with respect and
understand failure to do so on my part will result in termination of services at the clinic.

I understand that NCCC staff is volunteering their time, and to be respectful, I will keep my
appointments. 1 understand that if [ cancel 3 appointments, I will be disqualified from clinic services for
one year.

I hereby certify that I have read, or have had explained to me, and understand the contents of the Patient’s Rights,
the Dentist(s), and the Patient’s Responsibilities, and have voluntarily agreed to abide by the terms.

Patient Signature Date  Screener Signature Date



HOSPITALIZATION OR SURGERY

Nelson County Community Clinic DATE REASON:
DATE; REASON:
DATE: _REASON:
HISTORY CURRENT
DRUG ALLERGIES MEDICATIONS
NAME
DATE: SSN:
ADDRESS:
OCCUPATION: PHONE (H)
PHONE (w) DATE OF BIRTH

CHIEF COMPLAINT

YEAR OF LAST:  TETANUS FLU PNEUMONIA OTHER VACCINE
RECTAL STOOL CHOLESTEROL TUBERCULOSIS
MEDICAL HISTORY (Past Medical History-Check All that Apply)
Headache Congenital Heart Disease I[ncontinence
High Blood Pressure Orthopnea Sexually Transmitted Disease
Stroke/TIA Congestive Heart Disease Anemia
Epilepsy/Seizure Arrythmia Gout
Heart Palpitations Allergies/Hay Fever Scarlet Fever
Heart Murmur Asthma Rheumatic Fever
Chest Pain/Angina COPD/Emphysema Diabetes/ Blood Sugar
Dizziness/Fainting Liver Disease Thyroid Problems
Pneumonia Ulcer Arthritis
Leg Pain Gl Disorder Osteoporosis
Heart Attack Sexual Dysfunction Anxiety
Hyperlipidemia/High cholesterol Menstrual Dysfunction Other
Other
Contact with Blood/Bodily fluid
AL work
WOMEN ONLY: Pregnant: YES_____ NO PLANNING PREGNANCY: YES____ NO___

FAMILY HISTORY
(Check All That Apply)

Father

Mother | Children | Siblings

Father's Parents | Mother's Parents

ALCHOLOLISM

ASTHMA

BLEEDING DISORDER

CANCER

DIABETES

EPILEPSY/CONVULSIONS

GLAUCOMA

HAIR LOSS

HEART DISEASE

HIGH BLOOD PRESSURE

KIDNEY DISEASE

MENTAL [LLNESS

MIGRAINE

OSTEOPOROSIS

STROKE

THYROID DISEASE

OTHER

HABITS

ALCOHOL - TYPE
AMOUNT

DIET: SALT INTAKE

FAT INTAKE

COFFEE-CUPS DAILY

SLEEP-DIFFICULTY
CONTINUITY DISTURB

OTHER

EARLY AM WAKE

OTHER CAFFEINE

PATIENT SIGNATURE:

EXERCISE ROUTINE

DAYTIME SLEEPY

SMOKE - PACKS/DAY
HOW LONG

WANT TO QUIT

DATE:




THE MOST
GOOD

CONSENT TO THE RELEASE OF CONFIDENTIAL INFORMATION (REQUIRED)
Edit with TSA location and provide with list of assisting agencies with which information may be shared.

INSTRUCTIONS

Signing and returning this form authorizes The Salvation Army & Nelson County Community Clinic to
share personal information collected about you or your family with other human service and voluntary organizations
participating in Client Management Systems (CMS) or Homeless Management Information Systems (HMIS). The
Salvation Army & Nelson County Community Clinic needs to share this information in order to coordinate
available services and assistance. The Salvation Army participating in CMS and/or HMIS and is committed to
respecting your privacy and using the information solely for the purpose of coordinating and providing assistance.

With the exception of certain limited circumstances, it is the policy of Salvation Army & Nelson County
Community Clinic not to release information about individual or family assistance, or other personal
information obtained through the provision of social services, without the written consent of the
individual or family. Therefore, we need your written consent to share this information to and assist you
or your family with obtaining the services in the most expeditious and least cumbersome manner.

CONSENT AND RELEASE

l, , herby authorize Salvation Army & Nelson County
Community Clinic to share any of my information in its possession, including but not limited to my name,
address, and other personal information and the type of assistance | am receiving with other human
service and voluntary organizations participating in my case in order to coordinate available services and
assistance. | acknowledge that | have been provided a list of all organizations this may include and that if
| wish to limit the release to specific information, | have specified as much.

| understand that | may revoke this consent at any time by contacting Salvation Army & Nelson County
Community Clinic except when action has already been taken to obtain and/or release such information
to organizations participating in Client Management and/or Homeless Management Information Systems.
My signature on this release indicates that | have read the above, or had it read to me, and | understand
the terms and conditions. | have also had the opportunity to ask any guestions. | am also signing this
release on behalf of my children that are under the age of eighteen (18).

Signature Head of Household Date

Nelson County Community Clinic
Signature Co-Applicant Date




300 West John Fitch Avenue, Suite 200
Bardstown, Kentucky 40004
Phone; 502-349-5990 Fax: 502-349-5993
nccc@bardstown.com

Date

Patient Name

Date of Birth

EXPECTATIONS OF DENTAL CLINIC PATIENTS

The Nelson County Community Clinic provides wonderful free service to the residents of
this community. We have outstanding volunteers who donate their time to service
qualifying patients. Our clinic is committed to providing you with the “very best care”
possible. Therefore, we need your commitment to follow through on all scheduled
appointments, tests and medications prescribed by our medical professional.

When we schedule appointments, we set aside time and professional resources to meet
the individual needs of our patients. When a patient fails to call or calls the day of
appt. and cancels the appointment or is a “no show”, our valuable resources are idle.
More importantly, a patient care opportunity is missed.

We understand that there are occasions when a patient must miss an appointment due
to unforeseen circumstances or a scheduling conflict beyond his or her control. In this
event, we ask that you call our office and cancel your appointment within 24 hours of
the scheduled visit. This courtesy allows our office staff to schedule another patient
who is also in need of care.

Our policy states that if you “no show” 3 times, you can no longer be a clinic
patient. This is to ensure we can respect our dental and medical providers and
volunteers to service our many needy patients.

If you feel that you are no longer in need of our services, please let our office know.

Thank you.

Patient Signature Date

Rev 1 2-4-2025




.l

Nedsom County Community Clinis

300 West John Fitch Avenue, Suite 200
Bardstown, Kentucky 40004
Phone: 502-349-5990 Fax: 502-349-5993
nccc@bardstown.com

DENTAL
RELEASE OF INFORMATION

I hereby authorize the Nelson County Community Clinic to release my Dental

record(s) to whomever they deem necessary for my treatment.

I authorize to release my Dental

records to the Nelson County Community Clinic.

Patient Signature Date

Screener Signature Date




