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To Our Mew Patient:

Welcome to Community Health & Wellness Partners (CHWP), where our mission is to provide whole-
person, patient-centered health care to anyone and everyone in our community.

Established in 2014, CHWP serves the residents of Logan, Champaign, and surrounding counties with
primary health care, including in-office procedures, behavioral health, pharmacy, nutrition, chronic care
management, substance use treatment, and social services. Services are available at all primary sites and
school-based health centers as identified below, and visits can be in-person or via telehealth.

Many of our providers, both physicians and nurse practitioners, are taking new patients. Qur staff can
assist you in who is accepting new patients and choosing a provider that will help you meet your health
care goals. Please review our website below to learn more about our providers and services offered.

To better prepare for your first visit, we ask you to complete this New Patient Packet in its entirety. This
packet requests necessary information needed that will assist us in providing the guality of health care
you deserve. Some of the information may feal invasive or personal. The intent of these questions is to
support CHWP's declaration that we do not discriminate on any level in providing health care services. If
you have any questions or concerns, please do not hesitate to contact us. We are happy to assist you.

CHWP accepts insured, uninsured, under insured and self-pay patients. A sliding-fee scale is offered to
those who qualify. Please complete income information on page 1 fully. If you decide to NOT participate
in the sliding-fee scale, please checkmark the income ratio applicable to your household and sign the
waiver portion on page 2 of the application indicating you choose not to complete the application at this
time.

Please note that this packet must be returned to us before your new patient appointment will be
scheduled. Once we receive the completed packet, we will contact you with your appointment time. You
may drop off this packet at one of our offices mentioned below, send to us by mail, complete online at
www. CHWPcares org/Resources, or return to a hospital staff so they can forward to us.

Thank you for choosing CHWP as your partner in health care! We look forward to meeting you in person
soon!

Sincerely,
Tara D. Bair, President/CEQ
[Dated: 8/2022)
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Patient Information Form (Please Print and Complete All Entries)

Please check all services that are requesting:
Primary Medical Care Behavioral Health Substance Use/Medication Assisted Treatment

Patient Legal Mamae

Last Firgt mAl
Preferred Mame Date of Birth F) )
Sociy Security § - . Sex &t Birth Female kale
Address )

Street City State Jip Code

Home Phone & Cell Phone &
Emall Address
How Should we Contactyou? Phone Email Poatal hail Text
Ermergency Contact: Mame Phone # Relationship
Responsible party is (Required for patients under the age of 18]
Last Marre First Name Relationship,
How did you hear about us? Patient________ Newspaper_____Infernet Radio
Flyer Billboard Commiunity Event Other
Do you have internel access? Yes, HNo

Insurance Information (Please present ALL Insurance Cards and Picture ID)

Primary Insurance Policy & Group i
Palicy Holder Name Date of Birth ! !
Relationship to Patient What is your CO Pay 5

Information for Statistical Reporting only

Race: White___ Black/African American American Indian/Alacka Native

Mative Hawaiian Other Pacific Guamanian or Chamorro Samoan

Asian Indian____ Chinese______ Filipino____ Jlapanese_____ Korean_____ Vietnamese____
Other Asian______ Maore than one race Other [Please Specify)

Refuse to answer_____

Ethnicity: Nol Hispanic, Lating/a, or Spanish origin__ Mexican, Mexican American, Chicanofa_
Puerto Rican Cuban Another Hispanic, Lating/fa, or Spanish origin____

Refuse to answer
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German Russian Other

Preferred Language: English___Spanksh French
Skgn Language

Marital Status: Single harried__ Divorced Legally Separated
Widowed Life Partner Other

Gender Identity: Male Female Transgender Female
Tramsgender Male Other Refuse toReport

Sexual Orlentation: Straight or Heterosexual Leshian, Gay, or Homosexual
Bisexual Something Else Don't know Decline to answer

Occupation: Retired Disabled Unemployed___Student
Decline to Answer Employed (list berlow wihat you do)
If Employed tell us what you do

Transportation Needed? Yes MNo
If yes do you have assisted device?

Are you a Veteran? Yes Ma

Are you aMigrate Worker? Yes No

Are you Homeless? Yes Ho

If Yes, where are youliving? Shelter Transitional Doubling up
Street Other

What Advanced Directives do you have?

Livvimg WAl Durable Power of Attorney_POA___Guardian Decline to Answer_
Mone

If Yes, please specify who & their relation to you and provide a copy of decument to CHWP.

MName Fhone# Relationship

What are your top 3 goals for your first appointment?
1.
2
3.
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Pharmacy

Date of Birth:

Medical History: Pleass check ary eondition you have been disgnosed with by a medical profeisians/pravider,

A|D5SHIV Enviranmental allergies to: TIA
Alcoholidm Tuberculosis
Anemia Epilopsy/Seizures
Osteaarthrits of: Glautoma Depression
Asthrma Heart Disease Anxiety
Birth Defects Hyper cholesterol ACHD
Bleeding Disosder: {type If Hypertension Bipelar Disorder
known): Thyroid: Hyper or Hydro Borderline Personality
Cancer of: Gestational Diabetes Schivophrenia
COFD Kidney Disease OTHER:
Dementia: (type if known): Liver Disarder

Migraine
Diabetes: Type 1 or Type 2 Sroke

§: Please list ALL medications, wiamins, suppeEmants that you are carmently Takeng. Mhﬁnm

Medication Name

Dosage (mg)

How often taking per day

Allergies: Piesse list a8 madication, foad, sndhealth-related allergies and reactiors. f reaction rot known, write "unknown”

Allergen: Reaction:
Hospitalizations:
Date Location Reason for stay
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Family History: Piease check box il famity member diagnosed with that condition. For cancers, please indicate type,

| Condition
| Alcoholism

Maom | Dad

Dad’s Dad | Dad's Mom | Mom's Mom | Mom's Dad

sibling | Child

Dementia

Anpmia

| Agthma

Birth defects

Bleeding disorder

| Cancer:

| Diabetes

Hieart disease

High chalesteral

Stroke

Heart attack

Migraine

| Epilepsy

| Glaucoma

| Thyrodd Issu0es

| Suicide

| Tuberculosis

Social History:
Hawve you been sexually active in the last 12months? Yes No
Men, Women, or bath:

Hawve you ever had a sexually transmitted disease? Type:

Type of contraceptive/protection used:

Female H
Date of last period: Age at first period:
Humber of Pregnancies. Number of Children:

Ay chance you are pregnant now? Yes No
Any complications during pregnancy ?

where performed?
where perfoarmed?

Last PAP Smear:
Last Mammogram;
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CONSENT TO TREAT

Patient Name (Printed) Patient Date of Birth

I for myself do voluntarily consent to medical care, diagnostic procedures, behavioral health counseling,
pharmacy, or nutritional counseling services that may be done, requested, or directed by or delegated in
the judgment of the attending provider. | understand that | may refuse any services at any time.

I authorize the release of information to all third-party pavors or health and social service agencies.

| authorize the release of information to my insurance payor and other health care providers in accordance with
Health Insurance Fortability and Accountability Act (HIPAA) CFR 42 Part 2.

| authorize the release of information to Medicare and authorize Community Health and Wellness
Partners to bill my charges to Medicare.

[ understand that 1 am still responsible for my bill even though | may have health insurance.

| understand that | am responsible for all health center senvices offered including but not limited to Frimary Care,
Behavioral Health, Medication Assisted Treatment, Nutrition Counseling. and Pharmacy Services,

Lervices may be provided by Telehealth, including Video and Phane. If my services are provided by Telehealth,
including Yideo and Phone, | will be responsible for the charges incurred,

I understand that | will be asked 1o provide proof of income at least once each year, 5o my charges can
be accurately calculated for the sliding fee schedute.

Il understand that | must present a current public aid card, health insurance, or Medicare card at each
visit to Community Health and Wellness Partners when my charges are covered.

I hereby assign, transfer, and set over to Community Health and Wellness Partners all of my rights, title,
and interest to my medical reimbursement benefits under my insurance palicies.

Community Health and Welness Partners i required by law to protect the privacy of its patients. 17 will
keep confidential any and all patient healthcare information.

This notice s in compliance with the guidelines set forth in the Health Insurance Portability and
Accountability Act. (HIPAA) of 1996, effective April 14™, 2003,

Signature of Patient, Parent or Guarantor Date

Wwitness Date

Coresent b Treat
Redeaed: 3TI00E, 62203

Aljechmeant &
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HIFAA

Patient Nome: [Pledie Pring] Date of Birtiy

Ackroaiedgement of receipt ol Notice of Privacy Practice regarding probedied health informaticn

Initicls | have received the Practios’s Nobce of Brivacy, Pholocopies of (he dogursant 3o [0 be 35 valid as ke orsginal, Fundralsing &
Musriating: Undess vou request us nol bo, we will use your rlme s sdonett b Supodet our fardraising of marketing eMomns, i you
donod want ko participate in lundrasing o marketing eflorts, pledds chick ofl fhe Tollowang oo
Plegne exchuds me Tram Gy || Fubdrasing Purposes || Marbeting Punposes
Azpignmasn ol Banelits:
Initiris | acknowiedpe Tindecul repenatilny for all Baality a0 physician Tees, | understand thai the phnysician biling office will file my
irsunce claim aed | avsign deect payment bo the physcian for all payrmests made undar the terms sed peovitiond of ry policy, |
Turtker whderstand that any SSpULES O CONErage are bedwean my insurance canmmer and mysedf and | will be responibie for
payment for denied strvices repacdiess of the sutsama of my dispute. | ackntwledpe financis responsitdity for 28 charges if
Pl Al Insurance dnrmation i given at the tume of wervice snd the infamuation i nal torrectad priaf b fy iNSURInGe
comgany s rmedy [ilng i,
Meial Recoeds Exchange:
inirkyds: CHWFE participater in ofe of mons Heahk infermation Exchanges (HIEL HIEs ane lectronic networis thak secunesy provide and
refrieve sooess o your Bealth recocds Tor 8 betler peciure of wour Bealh nesds. CHWP Prinioen Bnd Ot Balthiang provideds may
provdcis knd eelfeee aCOEES Lo your hiealh indormation theough an HEE for treatment, paymend, or other heakhcare opedations. Az a
CHWP patient, you have The sbliby 15 oot oul of sy HIE B8 dry Sime By stifying 3 CHWP Adtoriahe. This is 2 wolunbary aEresment,
b yow echrise us differently, your isformation may be scoesaed theough an WL by your CHWP prowider,
R HEsory Coeveng:
ke iy 1 wesfiargtand Thai performing a medication reconciiation in ceder to phevend sdeirie drug NEartcsd and fverdeds i a oiteal
component 16 my Cice. By iniasng 184 SpCLon, | shosipe My pICAACET T0 queny and review my medication 118l kistory nduding
dreg, doe, foem, srergth, prescribing peovider, and pharmacy.
Communisation Preferenoe Regarding Fril
It Te ateas b yover care, i may be necessary 1o refease cut Profactsd Heslh
Hﬂﬂﬂmﬂmﬁwmmfﬂf—
To whom may we talk? Plesie check the boxst and writs is the sl
T#s WD
] O  SpousefSignificant cther:
o O Paneatfiep Baral:
O 0O  OwldfGrandchid:
] £ osher Personfsl
O 0O  imemgency Contac:
Communbcation by &-mail or Test
lmitimi 1 sty Gubharnice Coammonity Health and Welleess Partners [Provider™) and other medical prodessionss. or s1a78 mesibecs tha 1he
mm:mnﬂhmmlk with me, and the Careghoers identfSed pdeng, @ any, abogt sy medical conditions and
1rEahmEa] Liang unisorypbed test messages, § | kawe prowided 3 mobile phorse numbBer, andifor unehtrypled e-mal, # 1 o
m-l'll:-l'lilmuﬁhﬂ“1m1“lﬂ1hmmmﬂ“~m‘mmh LI AN
acknoledpe that bevt rveages are inberently urisoure Snd may B Bble bo Be Bitited by 1hird pacra
May vee beave a mestage on: | CIHome Ocel O'waik
ety Prefgrred methed for appairament riminder {Check all thad appiy)
1 EelitoMome [0Esliobebie [ Tt o bobde
Prefered time for reminder mils: O Momeng D Aftemoon O Evening
PatbentfEase s sanialive Sigratune Dage
Beird b o i | P Indian Lake Wt Lilserty Urbara
211 £ Eabimbius Ay, Skt | RM00 S, e EA, Suite | AETS LN Rt B8 Soirth O M 51, Syite 100
Befelornare, O 13811 Russels Poant, OH 43548 Wl Ll by, O £3357 Uiara, D88 430 7E

Sehoal-Baved Hoalth Cernters
Wt Libarty- Salem Berpamin | fgan Iridige Lak# A bpp i
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Sliding Fee Opportunity

Must be completed prior to service.

All patients seeking senvices are assured they will be served regordless of their ability to poy. No one is
refused service becouse of a lack of financial means to pay so long os they complete and are found

eligible in the opplication process.

[l (1] ither uest
REQUEST

I am requesting to apply for discounted services
that are available to patients, family members,
or others who are experiencing a financial
hardship. Discounts are offered based on family
income and size. Our services include Family
kedicine and Behavioral Health. Information
and forms can be obtained by signing below to
receive this information.

REQUEST

Patient Printed Name

Patient Signature

Date

the Slidi
DECLINE

I choose not to apply for CHWP's Sliding Fee
opporiunity at this time. | dechne my right to
apply for the Sliding Fee Discount. | understand |
will be responsible for all charges at the time of
sgrvice. | am aware that if my financial
circumstances change, | am not prohibited in
the future from applying for the Sliding Fee
Program.

DECLINE

Patient Printed Name

Fatient Signature

Date

Please determine the number of peaple in your household and check your yearly income range. This
infarmation is for generalized reporting regarding the health center,

NO FINANCIAL INFORMATION IS SHARED.

NUMBER OF PEOPLE IN YOUR HOUSEHOLD:

Rangel | Range2 Range 3 Range 4 Range 5 Range &
{ 15010 { )515000 | ( )$30001tc | | )%45001te | ( )560,001te |( 575001+
515,000 to $30,000 $45,000 $60,000 $75.000
Bl e eniaine I Laks West Liberty Lirhana
131 L Columbum fwe., Suie 1 A200 %, Rr 38E Sediw BTG LIS B GF Toush RS Wi S Soae 100
Belleioniging, OAi4081] Rusiely Posas, O 43348 Ve'el Uibermy, 4 233%7 Lirbans, O 4307
Revised: I/1004 school. Based Mealth Centen
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AUTHORIZATION FOR RELEASE OF INFORMATION

Email: gdogumentsSchwplc o

Patient Name: Patient Date of Birth:

Name of Person completing Form:

Relationship to Patient:

I, authorize Community Health & Wellness Partners [CHWP) to request, use, andfor disclose Protected Health
Information as indicated below.

O Exchange Information With I Request Information From O Send Information To

Mame of the party requesting or receiving information:

Address:

City/State/Zip:

Phone/Fax:

Email Address:

| understand that | might be denied services if | refuse to consent to a disclosure for purposes of treatment,
payment, or health care operations if permitted by state law. | will not be denied services if | refuse to consent to

a disclosure for other purposes.

| understand that my records are protected under the Federal regulations governing Confidentiality and
substance Use Disorder Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), 45 C.F.R. Parts 160 & 164, and cannot be disclosed without my written consent unless
otherwise provided for by the regulations.

| understand that | may revoke this authorization at any time, in writing, except to the extent that action has been
taken in reliance on it. In onder to revoke the Authorization for Release of information, | will contact the Community

Health and Wellness Partners’ Health Information Management Department.

This Autharizatien will remain in effect for one year after | sign and date this form unless | specify an EARLIER
expiration date in the space provided. Early Expiration Date;

Notice: This information has been disclosed to you from records protected by federal confidentiality rules (42
C.F.R. Part 2). The federal rules prohibit you from making any further disclosure of information in this record that
identifies a patient as having or having had a substance use disorder either directly, by reference to publicly
available information, or through verification of such information by another person unless further disclosure is
expressly permitted by the written consent of the individual whose information is being disclosed or as otherwise
permitted by 42 C.F. R, Part 2. A general autharization for the release of medical or other infermation is NOT
sufficient for this purpose (see §2.31). The federal rules restrict any use of the information to investigate or
prosecute with regard to a crime any patient with a substance use disorder, except as provided at §§2.12(c)(5) and
265,

(These conditions apply to every page disciosed and a copy of this autherization will accompany every disclosure. |
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Amount of Information to be Msclosed:

O information covering all dates of service [past, present, future)

] information cavering The following specified date range:

[ other (specify the date of treatment of admission/discharge): Date:

[menfdd vyl 1o [mmyddfnpyy)

| The purpose/need of this request i

The following INITIALED information may be provided by mail, fax, in person, verbally, or by secure email:

— Al of my Physical Health Information contained in the description boxes belaw:
All of my Mental Health Information contained in the description boxes below;
All of my Substance Use Information contained in the description boxes below:

INITIAL beside the information to be sharedirequested

Assessment Infarmation/ Results

Progress Motes/Clinical Maotes

Cara Plan/Review Laboratory Results/Drug Screen Resulls
Treatment Recommendation Medication Histary
— Transfer/Discharge Summary Hepatitis C Results

Financial Information HIV Results or AIDS/ARC Diegnosis Information
Peychiatne Evaluation CHWP Scheduled Appointrment
Treatrment Diagnosis CHWP Attended Appointment
Treatment Progress —_— Ofher,

Fatient Name Patient Date of Birth

Signature of the Patient Date of Patient Signature

Print Name of the Person Authorized to Sign for the Patient Describe Authority to Sign for Patient

Signature of the Person Authorized to Sign for the Patient Date of Signature
TP Adanifaarirentieans fire Befeane of frifenivialarard 1 2004
Far adminifirathee use anfy:
Completed by: Meeds Faxed? Preferred Delivery Method Date Released:
¥os__ orbo_ Paper__ Fax_ Email _

Ot
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