PFRHA  -  Plainview Foundation for Rural Health Advancement 

Hart School Based Health Center ( Hart Medical Clinic (  Earth Medical Clinic ( Turkey Medical Clinic ( Motley County Clinic

Financial Assistance Package 

This packet contains a Financial Registration Information that will tell you what you need to complete and return in order to have your Primary HealthCare and Title V eligibility processed.  Also attached are documents that must be completed and returned at the same time.  If they are not completed in its entirety, your application will not be processed.  Please drop off or mail the packet to: 

Este paquete contiene una hoja informativa Financiera de Matricula que dira lo que usted necesita para completar y volver a tener su elegibilidad Primaria de Cuidado procesada. Tambien  hay documentos que deben ser completados y deben ser vuelto al mismo tiempo. Si ellos no son completados en su totalidad, su aplicacion para el Cuidado Primario no sera procesada. Por favor pasar a dejar o envie el paqueta a: 


            
Please call clinic and make an appointment to complete financial eligibility.

Date _______________      Time ______________________

This appointment is for financial eligibility ONLY.

You will not be seeing a doctor/dentist on this date. 

No appointment will be made to see a doctor/dentist till this packet is complete. 

One set of forms per family  
Family Name ___________________________________   Phone ______________________
Family Members: 1____________________  2_____________________  3_________________

4_____________________  5___________________  6___________________ 7________________

Please Complete front and back of all pages.  Sign and Date
This information MUST be brought with you to your financial registration appointment so you can be qualified. In addition to the financial packet each client will be required to have a completed consent for treatment and a medical history. 

Application for Health Care Assistance
1. Complete name and address 

2. Applicant and spouse (if applicable) must sign at all X___ and date the application 

3. Answer as many questions as possible on this application  

Responsibilities 

Applicants are responsible for completing the screening and eligibility form for medical services assistance. 

Applicants are responsible for providing documents requested by the clinic.  Some examples of items that may be needed for proof and documents that can be used for proof are:

Where Applicants Lives 

Valid Texas drivers License

Current voter registration

Rent or utility receipts 

Motor vehicle registration

School records 

Medical cards 
Property tax receipt

Mail addressed to the applicant 

Applicant Income 

Pay check stubs (2)

Pay checks (2) 

W-2 tax forms or income tax returns 

Statements from employers 

Statements from persons giving you money 

Other Health Care Coverage 

Insurance cards 

Court documents 

Information on social security numbers should be given if this information is available.  These types of information will not affect your eligibility.

Applicant must give information about health care insurance and any other third party financially liable for health care services .

Solicitud de Asistencia Medica
1. Nombre y direccion completos 

2. El solicitante y el/la (de ser applicable) deben firmar y fechar la solicitud y 

3. Conteste las preguntas como pueda en esta solicitud
Responsabilidades 

Los solicitantes son responsables de completar  el formulario de evaluacion y determinacion de requisitos de servicios de asistencia medica.

Los solicitantes son responsables de proporcionar los documentos solicitados por el contatista. Los siguientes son ejemplos de las cosas que podrian necesitar como comprobantes y los documentos que pueden usarse como comprobantes: 
Lugar donde vive 
Licencia de conducer de Texas valida 

Inscripcion en el registro de votantes actual 

Recibos de renta o servicios publicos 

Registro de automovil 

Registros escolares 

Tarjetas medicas 

Recibo de impuestos sobre la propiedad imobiliaria

Correo dirigido al solicitante 
Ingresos de los solicitantes 

Talones de cheque de paga (2) 

Cheques de paga (2)

Formularios W-2 de declaracion de impuestos 

Declaraciones de empleadors 

Declaraciones de las personas que le dan dinero 

Otra cobertura medica 

Polizas de _____

Documentos de la corte 

 Debe dar la informacion sobre los numeros del Seguro Social si la informacion esta disponible.  Este tipo de informacion no afectara su derecho a participar. 

El solicitante debe dar informacion sobre seguros medicos y cualquier tercera persona economicamente responsable de los servicios medicos 

Primary Care participation Agreement 

Welcome.  The primary care  program offers the following services: annual physical examination, nutritional counseling, health education, well and sick care, medical follow-up and management and basic dental care.. 

(Please check and initial all of these) 
We DO NOT offer the following services:  

· Specialty care (i.e., orthopedic, cardiology, dermatology)
· Hospitalization or emergency room care

· Prescription medication 

· Cancer treatment 

· Pain management 

· Surgical services including skin biopsies 

· Purchase of medical equipment 

· Expensive laboratory or imaging studies 

· Treatment for Hepatitis 

· Treatment of evaluations of injuries sustained during motor vehicle accidents 

· Job related injuries including disability evaluations 

· Physical or occupational therapy 
· Orthodontic dental services  

In the event that these are needed, you are responsible for any cost incurred and for following treatment as prescribed.  We will attempt to access community resources when available.
I certify all information I have given regarding income and family size is true and correct to the best of my knowledge.  I will inform the primary care program of any finacial and /or family size changes.  I will also notify the Health Center when I cannot keep an appointment at least 24 hours prior to the appointment time.  I understand that I may be disenrolled from the program for the following reasons:

1. Non-compliance with following medical instructions given to me.

2. Three (3) missed appointments unless other arrangements have been made with the clinic staff

3. Financial status change causing ineligibility 

4. Failure to apply for Medicaid/CHIP within ninety (90) days. 

X___________________________________ Self / Relationship 

Signature 

Print Name 

Date 

Acuerdo de Paticipacion en Cuido Primario 
Bienvendios.  El program de Cuido Primario ofrece los servicios siguientes: examinacion fisica annual, asesoramiento alimentisio, educacion de salud, cuido de bien estar y cuidado de enfermo seguimiento medico.

Health Center no ofrece los siguientes servicios:

· Escicialidodes tal como (ortopedico, cardiologia, o dematologia) 
· Hospitalizacion o cuido en sala de emergencia

· Recetas para Medicacion 

· Tratamiento del cancer 

· Control del dolor 

· Servicios quirurgicios incluyedo biopsias de la piel

· Campra del equipo medico 

· Estudios laboratorio o estudios de imagen 

· Tratamiento para la hepatitis 

· Tratamiento o evaluacioes de heridas sostenidas durante accidents de vehiculo de motor 

· Heridas relacionada con el trabajo incluyendo evaluaciones de incapcidad 

· Terapia fisica u ocupacional 

· Servicios dentales Orthodenico
En caso que estos sean necesarios, usted sera responsible de cualquier gasto incurrido y del tratamiento siguiente segun recetado.  Health Center procurara tener acceso a recursos comunitario cuando disponible. 

Certifico que toda la informacion que he dado sobre ingreso y miembros de mi familia es verdad y correcta segun mi conocimiento.  Informare a la especialista de la ayuda pulica del Programa del Cuidado Primario de cualquier cambio financiero y/o en la familia.  Tambien, notificare al Health Center cuando no pueda llegar a una cita con anticipacion de por lo menos 24 horas.  Entiendo que puedo ser dado debajo del program por las siguientes razones;

1. Incomplimiento con las instrucciones medicas 

2. Faltar tres (3) citas sin hacer otros arreglos conel personal de la clinica.

3. Un cambio del estado financiero que causa inelegibilidad.

4. Falta de solicitar Medicaid dentro de noventa (90) dias.  

X
Firma 

Nombre de la impression 

Fecha ___________________________________

Client Consent and Emergency Contact Form

I, __________________________________,

Request the services of PFRHA, and hereby consent to examination, treatment, or laboratory test, as they deem necessary, by the professional staff associated with PFRHA. I understand that routine health care is confidential and voluntary and may involve provider office visits which include history taking, examinations, administration of medications, laboratory tests, and/or minor procedures.  I understand that I may discontinue services at any time.  I understand that I might be referred for special medical care or for hospitalization for a higher level of care, and if this is needed I may be responsible for payment of any such services rendered.  I further understand that I am responsible for payment for all services at the time they are rendered based on the current PFRHA fee schedule, and my eligibility criteria as determined during my financial interview. 

Alternate methods of Communication each form of communication presents unique risks for unintentional disclosure.  I request contact with me for appointment reminders and other medical/dental matters be: 

· Mailed to my home address

· Mailed to this address ______________________________________

· By a phone call to one of these numbers: ______________________________________

· You may leave a verbal message at these phone numbers 

Emergency Contact:

Name _________________________________

Address _______________________________

X_____________________________________

Signature of Patient/Parent/Legal Guardian 

*Consent for examination or treatment of minor child must be given by parent or legal guardian 
Date _____________________________________________________
Yes ________ Consent applies to entire family

        Initial 
Consentimiento de Cliente y Forma de Contacto de Emergencia 
Yo, _____________________________________,

Solicite los servicios de PFRHA, y por la presente consentimiento al examen, al tratamiento, o a las pruebas del laboratorio, como creen necesario, por el personal professional asociado con el PFRHA .  Comprendo que  la asistencia medica rutinaria es condifencial y voluntaria y puede implicar vistas de oficina de proveedor que incluyen tomar de historia, los examenes, la administracion de medicianas, las pruebas del laboratorio, y/o procedimientos secundarios.  Comprendo que puedo discontinuar los servicios .  Conprendo que yo quizas sea referido para el cuidado medico especial o para la hospitalizacion par un nivel mas a lot del cuidado, y si esto es necesario puedo ser responsible de pago de cualquiera total de servicios.  Conprendo aun mas que soy responsable del pago para dodos los servicios en el momento en que son rendidos basado en el horario actual de honorario de PFRHA, y mis criterios de elegibilidad como determinado durante mi entrevista finaciera.  

Metodo de alternativo de Comunicacion:  Cada dorma de presentes de comunicacion riesgos extraordinarios para la revelacion involuntaria.  Solicito contacto conmigo par recordatorios de cita y otros asuntos medicos o dentales: 

· Enviado a mi domicilio particular
· Enviado a esta Direccion: _________________________________________

· Por un llamada telfonica a uno de estos numeros: _________________________________________

· Puede dejar un mensaje verbal enestos numeros de telephone 

Contacto de emergencia:

Nombre ___________________________________
Direccion __________________________________

X
La firma de Paciente/Crua/Guardian Legal

*consienta para el examen o el tratamiento de nino secundario debe ser dado por padre o guardian legal   
Fecha ___________________________________

Si ________ Consentimento familia 
       Inicial
Motley County Clinic 


1224 Main Street


Matador, Texas 790244


Voice  (806) 347-2641


Fax (806) 347-2780





Turkey Medical Clinic


6th & Lyles 


Turkey, Texas 79261


Voice (806) 432-1324


Fax (806)  432-1302 








Earth Medical Clinic


202 E. Main Street


Earth, Texas 79031


Voice (806)  257-3329


Fax (806)  257-2274








Hart School Based Health Center / Hart Medical Clinic 


705 2nd Street / P.O. Box 727


Hart, Texas 79043 


Voice (806) 938-2299


Fax (806) 938-2882























