
WV Health Right Patient Eligibility Form: (Mobile Dental) 

NAME 
BIRTH DATE: 

Last First Middle Initial Preferred Name 

SOC. SEC. #: 
ADDRESS 

Street Address or PO Box Are you employed? CJ YES 'NO 
If YES, Where? 

City County State Zip Code 

PHONE Marital Status Race 
Include Area Codes Home Work Cell Married 

� 

Caucasian D 
EMAIL ADDRESS Single African American D 

Widowed Asian □Am. Indian/Alaskan D 
EMERGENCY CONTACT PHO�# Divorced Hawaiian/Pacific Islander 0 

LANGUAGE: ENGLISH O SPANISH O FRENCH O OTHER Hispanic? Sex Homeless Status 

Preferred method of contact: PhoneO EmailO Mall O Ok to leave message□ Female
§ 

Shelter 
B Yes � Male Street 

VETERAN YES □ NO □ ARE YOU PREGNANT YES□ NO□ No □ 
Other Living with a 

friend or relative 0

Have you been to an ER in past year? YES CJ NOD DRUG ALLERGIES? YES □ NOC 
IfYES, # of times to the ER: If YES, LIST: 
IfYES, Name of Hospital ER: 

Do you have a regular doctor? If yes, who? YES ONO □ Last Grade of School Medical Insurance Status 
Completed: 

□
Have you APPLIED for Medicaid 

Pb)'!ician·s Name: 
--

-- Veterans (V .A.) 
-- Medicaid (wtute card from the State of WV) 

IMPORTANT: The section below deals with TOT AL Household infor- --

Private Ins: 
Medicare (redlwhite/l>lue card) 

mation, proof of income must be provided annually and this form updated 
--
--

No Insurance 
annually. 

# of People in

D
WITHOUT this clinic, what would your 

$ the household: medications cost you monthly (please estimate)

List the full name & age of ALL house Agt Wages/ Social Sec. Retirement Workers Veterans/& TOTAL 
members and their income. Pay neriod Disability Comp/ Other MONTHLY 

Unemployment 

Your Information c::::> $ $ $ $ $ $ 

$ $ $ $ $ $ 

$ $ $ $ $ $ 
$ $ $ $ $ $ 

Total Household income $ $ $ $ $ $ 

PATIENT AGREEMENT/ DISCLOSURE : I agree to allow WV Health Right to com-
plete any patient assistance program enrollment process on my behalf, which may include 

WVHR Staff to coml!lete this section 

disclosure of personal & medical information, soft credit check and other information nee- Form Completed Initials --
essary to determine eligibility for available drug manufacturer programs to secure my pre- Date 

scribed medication. Your information is confidential and secure, and only available to Ii- HIPAA Form Initials 
--

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

POI Told Initials 
form I attest that this information is true and accurate. I also agree that if I enroll with any Date 

--

medical insurer (including but not limited to Medicaid & Medicare programs) or if my POI Initials --
financial situation changes that I will immediately notify WV Health Right. I also agree to Date 

allow pharmaceutical company auditors to review my information as needed for participa- Photo ID Initials 
--

tion in patient assistance programs. Date 

Signature date 

Fotm Updaud 1112021 





Medical History 

Last Name First Name 

City, State, Zip 

Home Phone Cell Phone 

Do you have or have you had any of the following? 

Check all that apply 

□ Artificial Joints

□ Heart Issues- Circle all that apply

Murmur

Valve Disorder

High Blood Pressure

Low Blood Pressure

Pacemaker

Rheumatic Fever

□ Blood Transfusion □HIV 

□ Anemia □ Neurologic Disorder

□ Clotting Disorder D Seizure, Epilepsy, Fainting

□ Abnormal Bleeding Drthritis

□ Thyroid D Cancer or Tumor

□ Kidney Disease D Migraines/Headaches

□ Tuberculosis D Asthma

□ Autoimmune Disorder []ferpes or Cold Sores

SS# 

Circle: Male Female 

Date of Birth 

Are you allergic to any of the following? 

D Latex 

D Anesthetic (Lidocaine or Novacaine) 

D Antibiotics 

D Sulfa Drugs 

D Aspirin 

D lbuprophen 

D Other 
------------

Are you using or taking any of the following? 

D Tobacco 

D Aspirin 

D Antibiotics 

D Blood Thinners 

D Osteoporosis Meds 

D Insulin 

D Nitroglycerin 

D Non Prescription Drugs 

D Other 
-------

Are you: D Pregnant

D Taking Hormones 

Reason for dental visit: ___________________________ _ 

Signature: ______________________ Date: ________ _ 
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