Nelson County Community Clinic
300 West John Fitch Avenue Suite 200 ~ Bardstown, KY 40004

VISION'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 (If 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
VISION INSURANCE BENEFITS (Check all that apply)
Private Insurance Medicaid Passport
KCHIP Medicare Workman's Compensaton
For Ommce |
HOUSEHOLD INCOME INFORMATION Use Only
WKy, BI-WKly Annuai |
Name (Age) | Date of Birth | Relationship | Employer 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:
I 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 Enrollment Yes No
Eligible Ineligible Signed Date
PATIENT REQUEST FOR EXCEPTION DUE TO:
—-_. |Approved |Denied Signed Date




DOING
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 questions. | 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




Nedsom Coundy Community Clin

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 VISION CLINIC PATIENTS

The Nelson County Community Clinic is a 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 and cancel 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 in order 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



