Adult Screening Form - . Third City Community Clinic :

Date

Race:

. 1107 N. Broadwell
Grand Island, NE 68803
Name : ) - )
Last =~ - First Middle Initial . ' - K

Address : City_ ' Zip___ * " "
County SS# - - Age Sex

Date of Birth - - Telephone:

: , - Message Phone

Hispanic Marital Status Education Level: : ,

‘White © Married Jor< : ~ -Proof of Income____-

Asian Single - 10-11 : Taxes

Black Divorced B - © . Medicaid denial letter

AmT - - Separated GED

Other - Widowed UNK . ; : Lang‘uage Spoken
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. HOUSEHOLD FINANCIAL H\IFORI‘:’LATION ;
Medicaid Y or-, N Health Insurance————Y or. N
Asgistance (ADC SSI, Unemploymient, Disability, Child Support,
WIC, Social Security, Alimony) Veterans Benefits : Food Stamps
Have you made an apphcatmn for any of the above?———¥ or + N
If yes, what? . -~ -« and when? : :
Do you rent or own. a home" Monthly payment
Other financial resources? - Other income?
Total number in household -Number of Children under 18_

:HI!lHuaaunlllill:!ll-uluu:nalu-u_.--u..lu-unnl-..ixlunnn;u;-sla;anmnnsillallllwauiuﬁﬁnlmzlﬂllz

' : - Occupaﬁon Information: P

MName of Employer Unemployed- Wages/HR  Hrs/WK TOTAL
Patient: . ' . : : .
Spouse:
Other:
Other:

. Monthly Household Income before taxes
Has the applicant previously dismissed from TCCC?
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' MEDICAL INFORMATION
Do you have a physician? Y o N
What physical problem brings you to TCCC today?
Have you seen a physician about this problem?
If yes, the name of the physician
Emergency Contact

Last First Relationship Telephone
Is there somebody besides your self that you anthorize to receive test results or medical information?

Name Relationship ' Telephone

At least a $5.00 donation is requested at each visit if you are able to give. Tagree to provide proof of income if requested. I

understand that the above information may be verified and that the information is complete and accurate.

Sigmature of patient

Screener Date




T understand that the above information will be verified and is complete and accurate td
the best of my knowledge. '

I also understand that I will be required to follow the fo]lov.rmg gmde]_mes for continued

services at Third City Community Clinic and that failure to comply with these could

result in termination from the clinic. This list is not inclusive: -

p I will not come to Third City Clinic under the influence of drugs and/or alcohol.
2 [ will be not rudé, disruptive or belligerent at clinic sites, refemal offices or by

Lon

telephone.
3. I will not miss clinic appointments without providing uotce . ,
4. [ will not expenence a change in my work or financial situation thhout notifying

clinic staff. =~
5. - Iwil prowde accurate and trathful mfonnauon regard.ncr health status, ﬁnancml _

information agd work history.
6. Iwill not abuse prescriptions provided by Third City Clinic. Iunderstand these

are for my use only and that selling or losing prescriptions cannot be tolerated.

" Printed Name Slgnaﬂn:e of Patient or Guardlan

Screener . : Date



