
WY Health Right Patient Etigibility Form

NAPIE
BIRTH DATE:

▲IヽlRp「Qe

Last          First       Middle lnitial        Maiden Namc

SOCoSEC.#:

Street Address or PO Box Are you employed? fl
If YES, Where?

NOYES □

City        County          State Zip Code

PHONE
Include Area Codes Home

EMAIL ADDRESS

EMERGENCY CONTACT PHONE#

LAr\GUAGE : lenCllSH I SnnNrSH ]rnrxcHf OTITER-
Preferred method of contact:EPhone Eemail E n/l"it E Or to leave message

Cell

ⅣIarital Status
目蠅モ“
日Hll∬

Race
whiteE BhckE Asian E
Am. Indian/Alaskan E
Hawaiian/Pacific Islander E
Two or more Race tr

Hispanic?

Yes E

NoI

Sex

Female I
Male tr

Homeless Status

目きl:I鵠餞
Have you been to an ER in past year?YES E∃  NO□
If YES,#oftimes to thc ER:

If YES,Name ofHospital ER:

DRUG ALLERGIES?   YES□    NO □
If WttS,LIST:

Do you havea regulardoctor? Ifyes,who? YES trNO tr

Physician's Name:

Last Grade
Completed:

of School Medical Insurance Status

Have you APPLIED for Medicaid

Veterans (V.A.)
Medicaid (white @d from the st^te of tr v)

Private lns:
Medicare (red/white,/blue cad)
No Insurance

IMPORTANT: The section below deals with TOTAL Household infor-
mation, proof of income must be provided annually and this form updated
annually.

# of People in
the household:

WITHOUT this clinic, what would your
medications cost you monthly (please estimate) $

List the full name & age of ALL house
members and their income.

Age Wages/
Pav period

Social Sec.

Disabmty

Retirement Workers
Comp/

Veterans/&
Other

TOTAL
MONTHLY

Your Information + $ $ $
ｅ
ψ $ $

S S S S S S

S S S S S S

$ S S S S S

Total Household income $ $
ｅ
ψ $ $ $

PATIENT AGREEMENT / DISCLOSURE : I agree to allow WV Health Right to com-

ptete *y patient assisiance program enrollment process on my behalf, which may include

disclosure of personal & medical information, soft credit check and other information nec-

essary to determine eligibility for available drug manufacturer programs to secure my pre-

scribed medication. Your information is confidential and secure, and only available to li-

censed prescribers, WV Health Right pharmacy and Administrative staff. By signing this

form I ittest that this information is true and accurate. I also agree that if I enroll with any

medical insurer (including but not limited to Medicaid & Medicare programs) or if my

financial situation changes that I will immediately notiff WV Health Right' I also agtee to

allow pharmaceutical "o-p-y 
auditors to review my information as needed for participa-

tion in patient assistance programs.

S.imafrrre date

WVHR Staffto complete this section

Follll COmpleted

HIPAA Follll

POI Told

IRS Fonn

POI rec'd2015

Photo ID

hitials
Date

lnitials

Date

lnitials

Initials

lnitials

lnitials

朧
　
一恥
　
一蹴
　
一際

FordUPdrtcd lz20l3



W ES 「́ VIRGINIA HEALTH RIGHT,INC
PA′「 IENT INTAKE QUEST10NNAIRE
Pた″s´ cο 4ρι

`た
′力な」の′・222砂ο′力∫J″asJ

Age
RaCel Aslan Bla.k Hispfinlc lyhlte Aorerlcnn ln(jir0

Name
Date of Birth

Last grade level completed:
I consider myself to be in GOOD FAIR POOR health, (Circle one)

Are you allergic to any medications? (Y) Ol) If Yes, list:
ll yotl are a‖ ergic,what was your reaction to the medicine like?

/DttRSθハИι ttAβ′IS: Do you havc any ofthe following habits?

Yes No
□  □
l] □
□ □
□ □
□ □
□ □
□ □
』  □
ロ  ロ
3〔 コ

Smoke Tobacco? If yes, how many packs per day? _- Age started__
Chew Tobacco? lfyes, what type: How much?
Body Piercing? lf yes, where? How many?
Have ta ttoos ? Ifyes, where

Desirc to quit?(Y)o《
)

Desire to quit?(Y)(N)

Who put them on? Friend or Professional
"Shot up" drugs? If yes, when was the last time? Which Drugs?
Used other drugs? If yes, when was the last time? Wluch Drugs?

Tea OtherDrink Caffeine? If yes, how much? Coffee Soda
Drink Alcohol? lf yes, how much?
Practice safe sex? If not, why?
Told you could NOT give blood or plasma? If yes, when

Number Oflmes this week

ル4MILy JIsrο Ry,恥Ъo in your immediate famlly has had thc following health problems?
GM(Grandmotherl,GF(Grandfather),(Dather,Q9other,(▲ )unt,(Dn。le,

μな′α〃
`力

α′ゃ,初
Asthma?DrugsS u bsta nce abuse? Alcohol

Cancer? 物 ι: Migraines?
l) ia bc tes/Suga r?
Fleart Problems?

Dep ression/n ervous?
Seizures?

I{ igh Blood Pressu re? Bleeding Diseases'l
Thyroid problems?Kidrrey Problems ?

lP IJ.B M EDICA L HISTOR Y:

I have ploblems with rny health
tJ A nxiety
ll I-li13h Blood Pressure
Ll Asthma
O Pneumonia
fJ S tomach,/Heartburn
D Canoer (WheLe )
[J Cum/Tooth decay
Il Sexual problerns
C B reast lump

in the following ways (check all
fl Depression tr
D Heart Aftack tl
t1 Black Lung tr
E Tuberculosis tr
E Rectal bleeding D
tr Bone problems tr
tr Eye problems tr
tr Bladder infections tr
f) Testicular Lump tr

that apply):
Dlug Dependence:
Blood Clots
Emphysema (Smokers Lungs)
Hepatitis (sore liver)
Diabetes (type)
Skin lnfections
Hearing problems
Kidney stones/inl'ections
Blood Transfusions (What year?

′ノ(フルィzτリハ√θ′VlL yI

Date last Pap test? Date of last marnmogram? 

- 

Could you bo pregnant today? (Y) (N)

Are you menopausal? (change of life) (Y) (I'{) Do you use birth control? (Y) 0{) 'fype?

Flysterectomy?_Partial or Complete?-Was hysterectolny done for cancer?
Date last menstrual cycle started?- Do you do a self breast exam? (Y) (tl)
llow rnany trmes pregnant?- Number live births? Vaginal Birth (Y) (lrl) C-Section (Y) (N

t lubal Ligaion?(Y)銀 )Date
ヽ

rυ留 /ヽル4σE θレτR 719 σOMPLErご [HEOdESrfο Ns,PLIら 4`コ『 ノ



MEDICAT10NS PRESCRIBED BY YOUR DOCTOR OR OTHER PROVIDER:
Drug Name llast time takerr

Medicine Name l,ast dose taken

Reason Reason

lf tlrere are any other concerns you have that you thiuk may affect your care at WV Health Right
please write them down here.

'fhank you.

I give rny perrnission to be examined and treaced by Health Right providers and agt'ee to do nty parr to follow tlre
rnedical plart recommended to me by the Health fught staff.

Patient Sigouture Date 

-_-_ 
Time---.--

How often taken

OVER THE COUNTER MEDICATIONS AND HOME REMEDIES

HOSPITALIZAT10NS AND SURGERY

How often taken

rvl y l.;ilcs/pa llcn t ln folpatlen t I n lake quesfl onna lre 8/2001



H:PAA PR:VACY AUttHORIZAT:ON FORM

**Authorization for Use or Disclosure of Protected Health lnformation**

(Required by the Health lnsurance Portability and Accountability Act′ 45C.F.R.Parts 160&164)

■.  Authorization:

lauthorize WV Hea:th Right′ inc.to use and disclose the protected health information

to (names of people).

2. Effective Period:

The authorization for release of information covers the period of healthcare from:

(a)□ ______―一二t°
*{'*OR**** (b) f-__l all past, present & future.

3. Extent of Authorization:
(a) n I authorize the release of my complete health record including records related

To mental healthcare, communicable diseases, HIV or AIDS, and treatment of
alcohol or drug abuse.

(b) I authorize the release rr rnr.;;?i" *r,,^ record with the exception of

the following information:
l----l Mental health records

l---l Communicable diseases

l---l Other(please specify).

4. This medical information may be used by the person I authorize to receive this information for
medical treatment or consultation, billing or claims payment, or

other purposes as I may direct.

5.Thisauthorizationshallbeinforceandeffectuntil-(Date)atwhichtimethis
authorization expires OR l----l PERMANENTLY (no expiration date).

6. I understand that I have a right to revoke this authorization, in writing, at any time. I

understand that a revocation is not effective to the extent that any person or entity has acted in

reliance on my authorization or if my authorization was obtained as a condition of obtaining

insurance coverage and the insurer has a legal right to contest a claim.

7. I understand that my treatment, enrollment, or eligibility for treatment will not be conditioned

on whether I sign this authorization.

8. I understand that information used or disclosed pursuant to this authorization may be

disclosed by the recipient and may no longer be protected by federal or state law.

(inCluding HIV&A:DS)

trnent

Signature of Patient or Legal Representative /Date Print Name of patient/Date of Birth



WEST VIRGINI

HecIIh
CONS[NT FOR TREATMENT

PATIENT NAME DOB

GENERAL CONSENT FOR TREATMENT

I request and authorize health care services by my provider and his/her desiBnee(s) as my provider may

deem advisable and in my best interest. This may include routine diagnostic, radiology and laboratory

procedures a nd medication administration.

I understand that excluding emergency or extraordinary circumstances, no substantial procedure will be

performed without providing me an opportunity to give informed consent for that procedure.

RELEASE OF MEDICAI INFORMATION

This form has been fully explained to me, and I understand its content and significance. I consentto

West Virginia Health Right to use my health information related to the medical services provided for the

following purposes: my treatment, obtaining payment for the medical services and for health care

operations of West Virginia Health Right or other treating providers all as permitted under federal and

state laws and regulations.

Signature of Patient Date

Signature of Legal Representative (if patient is unable to siSn) Relationship to Patient



F RECE:PT OF NOTICE OF PRIV

I certify that I have received a copy of the Privacy Practice Notice for WV Health Right,

WVRx/lHope. The notice describes the types of uses and disclosures of my protected health

information that might occur in my treatment, payment of my bills by insurance companies or

in the operations of WV Health Right, WVRx/lHope. The notice also describes my rights and the

obligation of WV Health Right, WVRx/lHope to respect the privacy of my protected health

information. The Notice of Privacy is also posted in the waiting room and is available at the

front desk upon request.

Na me:

Signature:

Date:


