What is the Sliding Fee Discount Program?
It is a program that may offer you a discount on your medical bill depending on your income and family size.

What do | need to know about the Sliding Fee Discount Program?

* The program sets a discount on what you pay based on the size of your family and how much money your family
makes in a year.

* You can apply for a discount even if you have insurance.

* Each health center sets its own fees and discounts.

How does the Sliding Fee Scale Discount Program Work?
The program is designed to allow people to pay for health care services based on their ability to pay. Therefore,
people making less money will pay less than people making more money.

What will | pay if I qualify for the Program?

How much you might pay will depend on your insurance, and your family income and size. Sliding fee
calculations are determined by using Federal tax forms, W-2’s, pay stubs, unemployment benefits, Social
Security benefits. If you don’t have any of those documents we will NOT turn you away; we may ask you
to sign a temporary self-declaration to give you time to bring the needed documents.

How do I apply for the Program?
Please let our staff know that you are interested in applying for the Sliding Fee Discount Program.




Patient Name:

Medical History

Birth Date:

Do you have a personal physician?

Physician’s Name:

o Yes

[Jo No

Physician’s Phone:

Date of last visit:

Your current physical health is: [Jo Geod [Io Fair [ oPoor

Are you currently under the care of a physician? [Jo Yes

Please explain why:

o No

Do you use tobacco in any form?

o Yes

Lo No

Have you had any metal rods, pins, screws or implants placed? o Yes o No

Are you taking any medications?

Please list each one or provide medication list:

o Yes

o No

Have you ever had any surgical procedures?

Please list each one:

OoYes JoNo

Yes No  Conditions

| ol Abnormal Bleeding

O ol Alcohol Abuse

m] ol Allergies

o ol Anemia

m] o [JAngina Pectoris

o o Arthritis

o o UArtificial Heart Valve
o o LJAsthma

o o [Blood Transfusion

o o [Cancer

| o Chemotherapy

o o OColitis

o o JCongenital Heart Defect
o o UDiabetes

i o ODifficulty Breathing
i o Drug Abuse

i o [1 Emphysema

a o [J Epilepsy

i o [ Facial Surgery

| o [ Fainting Spells

m] o U Fever Blister/Cold Sores

O o [ Frequent Headaches

Other Condition(s) not listed:

Yes

No Conditions Yes
olJ Glaucoma m
ol HIV + AIDS i
ol Heart Attack O
o) Heart Murmur O
ol Heart Surgery i
o) Hemophilia i

ol Hepatitis A

ol Hepatitis B

ol Hepatitis C

ol High Blood Pressure
o0 Joint Replacement
ol Kidney Problems

ol Liver Disease

ol Low Blood Pressure
o Mitral Valve Prolapse
ol Pace Maker

ol Psychiatric Problems
ol Radiation Therapy
olJ Rheumatic Fever

ol Seizures

oLl Sexually Transmitted Disease

[0 Shingles

Provider additional notes:

Provider Signature of Health History Review

Date

No Conditions

ol
ol
ol
ol
ol
ol

Sickle Cell Disease

Sinus Problems

Stroke

Thyroid Problems

Tuberculosis (TB)

Ulcers

Yes No

olJ
olJ
m

O0O0Oo00o0oood
O
[
[

Allergies

Aspirin

Codeine

Dental Anesthetics
Erythromycin
Jewelry

Latex

Metals

Penicillin
Tetracycline

Yes No

ol
olJ
ol
all
all

Oo0Oooaod

If Female, Please Answer

Avre you taking Birth
Control Pills?

Are you pregnant?
If so, # of Weeks
Are you nursing?

Nearest Relative not living with you:

Name:

Relationship:

Address:

Phone:




Authorization and Release

| certify that | have read and understand the above information to the best of my knowledge. The above questions have been accurately
answered. | understand that providing incorrect information can be dangerous to my health. | authorize the dentist to release any information
including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such dental care to
third party payors and/or practitioners.

| authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me; |
understand that my dental insurance carrier may pay less than the actual bill for service. | agree to be responsible for payment of all services

rendered on my behalf or my dependents.

Patient/legal Guardian Signature:

Relationship to Patient:

Date:

Dental History

How may we help you today?

Your current dental health is: olJ Good ] o Fair [ o Poor
Do you require antibiotic before dental treatment? OoYes o No
Are you currently in pain? OoYes [CaoNo

Have you ever had gum treatment? o Yes o No

Do you now or have you had any pain/discomfort in your jaw joint? (TMJ) OoYes [CoNo
Are you under stress? OoYes [oNo

Do you like your smile 0 Uo YesUo No

Is there anything you would like to change about your smile? OoYes CaNo

Are you happy with the color of your teeth? o Yes [Jo No

Do your gums bleed? 0 Do Yes Jo No

How many times do you: floss/week? brush/day?

Are your teeth sensitive to hot, cold or anything else? 1 [lo Yes Do No
Have you lost any teeth? o Yes o No

Have you ever had a serious/difficult problem with any previous dental work? (1 [Jo Yes o No
Have you ever had any unfavorable dental experiences? 0 Do Yes o No

When was your last dental cleaning?

When was your last dental visit?

Why did you leave your previous dentist?

How can we accommodate you better during your dental visit?

Please circle below any services you would like our professional staff members to discuss with you regarding your care.
Tooth Whitening Veneers/Lumineers Traditional Orthodontics (Braces)
Bonding Sealants Crown and Bridge

Partials/Dentures Night/Sport Guards Implant Crowns



Health Net

Everyday people Extraordinary care

PATIENT REGISTRATION

PATIENT INFORMATION

Patient Name: Last, First, Ml

Preferred Name:

Date of Birth: Sex: SSN:
oMale o Female
Marital Status: o Divorced o Married o Single o0 Separated o Widow o Child Email:
Address: (Street Name, Apt #) City, State Zip
Home Phone: Cell or Message Phone: Other Phone Number:
( ) ( ) ( )

PARENT / GUARDIAN INFORMATION FOR CHILD ONLY
(If you are under the age of 26 and covered by Parent’s Insurance, Information is needed)

Fathers Name: Phone Number: Email:
( )
Fathers DOB: Fathers SSN:

Fathers Address: (Street Name, Apt#)

City, State, Zip

Fathers Insurance Name:

Fathers Employer:

Fathers Employer Address:

City, State, Zip Code:

Fathers Employer Phone Number:

¢ )

Mothers Name:

Phone Number:

Email:

Mothers DOB:

Mothers SSN:

Mothers Address: (Street name, Apt #)

City, State, Zip Code

Mothers Insurance Name:

Mothers Employer:

Mothers Employer Address:

City, State, Zip Code:

Mothers Employer Phone Number:
C )

PATIENT EMPLOYMENT
(Parent employment Information Above)

Avre you employed?

oYes o0No o0 FT Student o PT Student

If employed, List Employer Name:

Employer Address: (Street Name, Apt #)

City: State:

Zip Code:




SPOUSE EMPLOYMENT
(If you are under their insurance plan)

Spouse’s Employer Name:

Employers Address: (Street Name, Apt/Suite #) City State: Zip Code:
EMERGENCY CONTACT
Name: Phone Number: Relationship:
()
Address: (Street Name, Apt/Suite #) City: State: Zip Code:
PATIENT INSURANCE
Insurance Name: Policy Number: Group #

Policy Holder Name:

Policy Holder Birthdate:

Policy Holder SSN:

PERSONAL INFORMATION

Are you a Veteran? o0 Yes o0 No

Homeless: o0 Yes 0 No
If yes, what is your situation: 0 Shelter

O Transitional o Doubling Up o Streets o Other

Family Size:

Family Income:

$ O

Weekly o Monthly © Annually

Do you require Interpretation?
o Yes o No

If yes, what language do you speak?

Interpretation Agency Name and Phone Number

Race: o White/Caucasian

0 Black/African American

o Other

Ethnicity: o Hispanic
o Non-Hispanic

CONSENT FOR SERVICES

Authorization for care and assignment: | hereby authorize Community Health Net to obtain history, perform physical examination, administer
treatment and perform clinical procedures as may be necessary for myself or minor/child and to furnish information for claim processing with fee

assigned to Community Health Net.

| give the following persons (in addition to myself) my consent/permission to obtain treatment for my minor child at Community Health Net. This

permission enables Community Health Net to obtain a history, examine the child, administer treatment and perform clinical procedures when the child is

brought in for illness, routine health check-ups and immunizations unless indicated .

Must be 18 years or older to bring

Mother/ Legal Guardian:

Relationship to Patient:

Father/Legal Guardian:

Relationship to Patient:

Name:

Relationship to Patient:

Name:

Relationship to Patient:

Name:

X

Relationship to Patient:

No
immunizations
Phone: m]
Phone: m]
Phone: o
Phone: o
Phone: m]

Date: Relationship to Patient:

Signature of Patient, or Parent/Legal Guardian




- Health Ne

Everyday peaple. Extraordinary care

Appointment Cancelation and No-Show Policy Acknowledgement

To help patients of the Community Health Net Medical & Dental Center, you will be contacted to confirm
your appointment two (2) days prior to your scheduled appointment. We understand that sometimes you need
to cancel or reschedule your appointment. If you cannot come to your appointment at Community Health Net Dental you are
expected to call at least twenty four (24) hours before your schedule appointment. By canceling your appointment as soon as
possible we can help patients who are waiting to be seen.

How Do I Cancel my Appointment?
Please contact the offices by: 1611 Peach Street 814-456-8548 2922 State Street 814-454-4028
1202 State 814-452-4262 2120 East 10th street 814-464-0307

If you do encounter a voice mail, please provide the following information in the message:
- Your name and current phone number
- The reason you are canceling your appointment
- The date and time of your appointment

What Happens if | Miss my Appointment and Do No Call to Cancel?
- Effective January 13, 2017, Community health Net Dental will enforce a No-Show policy. We feel this policy is important
because no-show visits keep other patients from being seen at the health center.
- If you do not call to cancel your appointment ahead of time it will be considered a No-Show visit. Every no-show visit will be
recorded in your patient file.
- Multiple no-shows could end your ability to receive health care services at our center.
As a patient of Community Health Net Dental, you are asked to make all reasonable attempts to keep your scheduled
appointment.
If you need to cancel an appointment we ask that you call as soon as possible.
A twenty-four (24) hour notice is preferred.

Our No-Show Policy is:
- First “NO SHOW?” — you will receive a phone call informing you of the no-show. You will be able to continue to schedule and

receive services at the center.
- Second “NO SHOW?” in twelve (12) months — you will receive a call and a letter reminding you that this is your second no-show.
- Third “NO SHOW” within twelve (12) months — you will not be able to make a scheduled appointment. Your visits will be on a
walk-in basis. Management may re-evaluate you after a year to allow you to schedule appointments in the future. As a walk-in,
there’s no guarantee of being seen that day or how long of a wait you may experience.

I understand Community Health Net Dental’s No-Show Policy and | agree to adhere to the policy.

Date:

Patient Name: Signature:
(Please Print) (Patient or legal Parent/Guardian)

Is patient a minor? Yes No Parent/Guardian Name:




Privacy Practices Notice Acknowledgment

] M M

%%Health l\let
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| understand that Community Health Net is required by the Health Insurance
Portability & Accountability Act of 1996 (“HIPAA”) to maintain the privacy of my
protected health information and provide me this notice of their legal responsibilities
and privacy practices regarding health information about me.

My signature below attests that | have been provided with Community Health Net’s
HIPAA Privacy Practices Notice that complies with their legal responsibility. In
addition, my signature below attests that | have read, understood and agree with this
notice that describes how information about me may be used and disclosed and how |
can have access to this information.

| understand that Community Health Net will not retaliate against me for filing a

complaint, nor will filing a complaint have any affect or bearing on the quality of care
| receive.

Patient’s Name

Relationship to Patient:

Signature

Date

Office Use Only

| attempted to obtain the patient’s signature in acknowledgment of this form but was unable to do so as documented below.

Date Signature: Reason:

Rev. 07/08
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s Health Net Privacy Practice Notice

This notice describes how information about you may be used, disclosed and how you can get access to this information.
Please read it carefully.

At Community Health Net, we will treat and use protected health information about you with care. This notice of protected health
information practices describes the information we collect, and how we use or disclose that information. This notice is effective 4-14-2003,
and applies to all protected health information.

Each time you visit Community Health Net a record of your visit is made. Typically this record contains your symptoms, examination and
test results, diagnoses, treatment, and a plan for future care or treatment.

This information, serves as a:
= Basis for planning your care and treatment
Means of communication among the health professionals who contribute to your care
Legal document describing the care you received
Means by which you or a third party payer can verify services billed were actually provided
A tool in educating health professionals
A source of data for medical research
A source of information for public health officials charged with improving the health of this state and the nation
A source for our planning and marketing
A tool with which we can assess and continually work to improve the care we render and the outcomes we achieve

Understanding what is in your record and how your health information is used helps you to: ensure its accuracy, better understand who,
what, when, where, and why others may access your health information, and make more informed decisions when allowing disclosure to
others.

Your Health Information rights:
Although your health records are the physical property of Community Health Net, the information belongs to you.
You have the right to:
=  Obtain a copy of this notice of information practices upon request
Inspect and obtain a copy of your health record
Amend your health record
Obtain an accounting of disclosures of your health information
Request communications of your health information by alternative means or at alternative locations
Request a restriction on certain uses and disclosures of your information
Revoke your authorization to use or disclose health information except to the extent that action has already been taken

Our Responsibilities:

Community Health Net is required to maintain the privacy of your health information, provide you with this notice as to our legal duties
and privacy practices with respect to information we collect and maintain about you, and to abide by the terms of this notice. We will notify
you if we are unable to agree to a requested restriction or amendments; and accommodate reasonable requests you may have to
communicate health information by alternative means or alternative locations.

We reserve the right to change our practices and to make the new provisions effective for all protected health information we maintain.
Should our information practices change we will mail a revised notice to the address you've supplied us.

We will not use or disclose your health information without your authorization except as described in this notice. We will also discontinue
to use or disclose your health information after we have received a written revocation of the authorization according to the procedures
included in the authorization, as allowable by law.

If you have questions and would like additional information, you may contact our Privacy Compliance Officer at 454-4530.

If you believe your privacy rights have been violated, you may file a complaint with our Privacy Officer or with the Office for Civil Rights, we
will not retaliate against you for filing a complaint, nor will filing a complaint have any affect or bearing on the quality of care you receive.

To file a complaint or for more information about the compliance process and HIPAA, please contact
Our Privacy Compliance Officer: U.S. Department of Health and Human Services
Tyler Monin Office of Civil Rights
1202 State Street 200 Independence Avenue, S.W.
Erie, PA 16501 Washington, D.C. 20201
(814) 454-4530 (202) 619-0257
Toll Free: 1-877-696-6775
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PATIENT BILL OF RIGHTS

“As a patient of Community Health Net, you have the right to receive exceptional healthcare, regardless.”

The patient has the right to receive clear information concerning diagnosis, treatment, outcomes, and prognosis of condition. The
patient has the right to discuss medical information with their provider in such a way that the patient can understand and comprehend
to the best of their ability.

The patient has the right to receive details about possible treatment or procedures in order to make a well thought out and informed
decision in their healthcare.

The patient has a right to be given the alternative immediate and long term medical/dental impact of treatment choices that are known
and available to date as part of their treatment plan along with being informed of complications.

The patient has the right to actively participate in the plan of care prior to and during the course of treatment. The patient has the right
to refuse a recommended treatment plan of care to the extent permitted by law. If the patient refuses care, the patient will be asked to
document their refusal in writing by completing the appropriate forms. When a patient refuses care, they have the right to be
informed of the medical/dental consequences of this action.

The patient has the right to visually identify Community Health Net healthcare providers and support staff members that are involved
in the delivery of healthcare services by wearing a photographic name badge.

The patient has a right to receive respect and kindness by licensed and qualified personnel.

The patient is encouraged to have a current advance directive, living will, or healthcare power of attorney on file concerning
treatment and designation of a surrogate/alternative healthcare decision maker in times of emergency. Community Health Net is
required to advise patients of their rights under state law and to assist patients as they make informed healthy decisions.
Documentation of such directive is to be included in the patients chart.

The patient has the right to privacy. Case discussion, consultation, examination and treatment are to be conducted in a manner to
protect each patient’s privacy and each patient’s dignity. Release of medical/dental records will only occur with the patient’s written
consent, as permitted by law, or third-party contractual arrangements. A patient has the right to visually examine the contents within
their medical/dental chart under the presence of a provider or designated staff member of Community Health Net except for when a
review of the information could be potentially harmful to the overall health and welfare of the patient. If copies of the chart are
needed, the patient must complete a request to release records in writing by completing the correct forms.

The patient has the right to expect continuity of care. The patient has the right to be informed by their provider when additional
healthcare decisions are needed such as: hospital care, in-home support services, nursing home, and relative care option when present
situations are no longer effective and appropriate.

The patient has the right to seek advice or a second opinion from another medical provider at the patient’s own expense.
The patient has the right to clearly understand the pain scale and how pain is treated by your provider relative to your diagnosis.

Patient has the right to request information regarding fees and charges assessed related to services rendered regardless of their ability
to pay for such services. Patient has a right to receive a detailed explanation of their bill. If a patient does not have active insurance
coverage, they are encouraged to apply for the “Sliding Fee Scale” that adjusts fees based on family size and income.

The patient who does not speak English as the right to access translation services whenever possible.

Patient has the right to have their questions and concerns addressed. If you have a concern that you feel needs further attention,
please contact:

Community Health Net

Attn: Administration

P. O. Box 369

Erie, PA 16501

You may also file a complaint with the Joint Commission on Accreditation of Healthcare Organizations by emailing
patientsafetyreport@jointcommission.org or faxing your concern to the Office of Quality and Patient Safety at (603) 792-5636 or mailing

your correspondence to:

Office of Quality and Patient Safety
Joint Commission
One Renaissance Boulevard Oakbrook

Terrance, IL 60181
4/06/16


mailto:complaint@jcaho.org
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