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Matagorda Episcopal Health Outreach Program dba Vibrance Health is a Federally Qualified Health Center (FQHC).
To provide the best clinical care for our patients we are required to collect detailed information about you in which a health record 
will be established and maintained for each patient who receives services at our health center. All information is strictly 
confidential. Your personal information will not be released without your consent and knowledge.

Patient Registration Form 

Please Continue on the Next Page 

Last Name  First  Name Preferred Name : ( If Applicable) 

Social Security Number Date of Birth Mailing Address City State 

Zip Code  County Sexual Orientation: Gender

o Lesbian, Gay, Homosexual
o Straight or Heterosexual
o Bisexual
o Something else
oDon't know
o Choose not to disclose

o Male
o Female
o Transgender

Male [F-to-M]
o Transgender

Female [M-to-F]
o Other
o Choose not to

disclose

Main Phone Number Other Phone Number 

Email Address:  Family Size 

Preferred Method of Contact (if needed circle more than one) : 

 Cell Phone  Text (SMS)  Email  US Mail  Patient Portal 

House Hold Income  Ethnicity:  Race: Housing Status:

 Monthly

 Annually

Amount $__________ 

 Hispanic

 Non-Hispanic

 Asian

 Native Hawaiian

 Pacific Islander

 Black/ African American

 White

 American Indian

 More than one Race

 Refuse To report

o Not Homeless
o Doubling Up
o Homeless Shelter
o Other
o Street
o Unknown
o Transitional

Patients Choices- Please Read Carefully and select  “Yes” or “No“ to the following Questionnaire 

We need your permission to allow Vibrance Health to electronically exchange your health information with other health care

providers, entities, and yourself. The Exchange is secure and improves the speed, quality, safety and cost of the patient’s

care and experience.  Do we have your permission?  Yes or No 

We would like your permission to send you SMS text messages and/or Email for Appointment Confirmation. Do you allow 

SMS messaging? (please circle one)  Yes or No  If  Yes, please provide Cell Phone Number 

__________________________________ 

Do you consent to using the Exchange to ensue speed and reliability? (Please Circle One)  Yes or No 

Do you consent to using the Immunization Registry?  (Please Circle One) Yes or No

Sex at 
Birth

o M

o F

Do you consent to using our Patient Portal?  (Please Circle One) Yes or No
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Matagorda Episcopal Health Outreach Program dba Vibrance Health is a Federally Qualified Health Center (FQHC).
To provide the best clinical care for our patients we are required to collect detailed information about you in which a health record 
will be established and maintained for each patient who receives services at our health center. All information is strictly 
confidential. Your personal information will not be released without your consent and knowledge.

Please Continue on the Next Page 

Last Name Language Best Served In: Attending School? Grade Completed?

Veteran Status Are you currently Active
 Military?

Vibrance Health offers eligibility services. 
Would you be willing to participate?

Do you have Medical/
Dental insurance?

If YES, is it through your 
employer?

Agricultural Status: Marital Status:

Subscribers Name Subscribers Date of Birth

Subscribers Social Security #

Policy Number:

Secondary Insurance 
Information:

Subscribers Name: 

DOB:

Name:

Mailing Address:

Telephone:

Relationship to 
Patient 

Name:

Mailing Address:

Telephone:

Relationship to Patient: 

Name of Spouse:

Birthday:

Telephone: 

o YES o No

o Dependent of Migrant
o Dependent of Seasonal
o Migrant Worker
o Not Agricultural Worker
o Seasonal Worker

o Single
o Married
o Divorced
o Widowed
o Separated
o Life Partner
o Unknown

Do you have 
Medicare?    #?

Medicaid?
     #?

SS#:

Person Financially 
responsible for this 
account?

Emergency Contact Information:
Spouse Information:

K 1 2 3 4 5 6 7 8 9 10 11 12

If Patient is a Minor

Parent or Guardian 
name/Relationship

Secondary Insurance Company Name:

Policy Number:

Is it ok to leave a message with your 
emergency contact?  o Yes   o No

Parent or Guardian 
Social Security #

Parent or Guardian 
Date of Birth

Sex Marital 
Status

How did you hear about 
Vibrance Health?
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Assignment of Benefits & Authorization to Release Information Patient Initial 

Assignment of Benefits: I hereby authorize and Direct my insurance carrier(s) plans to issue payment directly to 

Vibrance Health for medical, pediatrics, OB/GYN, dental, and behavioral health services rendered to myself and/ 

or my dependents. Regardless of my insurance benefits, I understand 

that I am responsible for any amount not covered by my insurance benefits. 

Authorization to Release Information: I hereby authorize Vibrance Health to furnish and/or release any 

information necessary to insurance carriers concerning my illness and treatments, to process my insurance 

claim acquired in the course of my examination or treatment. This order will remain in effect until revoked 

by me in writing. 

I solemnly swear (or affirm) that the information included on this form is true and to the best of my knowledge. 

Signature of Patient or Guardian Date 

Printed Name If Not Patient List Relationship 

Witness Signature Date 

PAYMENT IS EXPECTED AS SERVICES ARE RENDERED

     Matagorda Episcopal Health Outreach Program 
dba Vibrance Health

101 Ave F North, Bay City, Texas 77414
Phone (979) 245-2008/Toll Free 1-877-705-2008 Fax: (979) 245-0744



CONSENT TO TREATMENT 
 
I (for) undersigned patient, do hereby voluntarily consent to such health care involving routine diagnostic 
procedures and medical/dental/behavioral health treatment by my attending physician/dentist/behavioral 
health provider, his/her assistants or his/her designees.  I am aware that the practice of 
medicine/dentistry/behavioral health and surgery is not an exact science and I acknowledge that no 
guarantees have been made to me concerning the results of any treatment or examinations to be rendered 
during this episode of care.  I understand that the attending physician/dentist/behavioral health may not be 
an agent of the Matagorda Episcopal Health Outreach Program (MEHOP), and may have been granted 
privileges by MEHOP to practice medicine/dentistry/behavioral health and to use the facilities of MEHOP.  I 
further understand that the nurses/hygienist and other technical staff at MEHOP do not practice 
medicine/dentistry/behavioral health, but carry out the orders of independent licensed 
physicians/dentists/behavioral health providers when providing treatment to patients at MEHOP. I 
understand I have the right to schedule an online or telephone appointment and be seen with one of our 
MEHOP Providers from the safety of my own home during emergency or natural disaster situations. i.e. 
Telemedicine or Telehealth   
 
MEDICAL CARE 
 
Independent contractors furnishing services to the patient, including the radiologist, pathologist, 
anesthesiologist, emergency room physicians, and others may bill directly for their services.  MEHOP provides 
only general duty nursing care unless the physician orders that the patient be provided more intensive nursing 
care.  If the patient’s condition requires the service of a special duty nurse or sitter, this service must be 
arranged by the patient or patient’s representative since MEHOP does not provide this special care.  When 
protective side rails are placed on the patient’s bed and raised for patient protection or when protective 
restraints are ordered, the patient assumes all risks of injury or damage if the patient refuses to permit raised 
side rails or restraints. 
 
CONSENT FOR STUDENTS 
 
_____ I understand that: MEHOP is a teaching clinic and that medical students, who may become doctors, 
nurses, or other health students, may assist in my treatment at any MEHOP clinic.  
 
 
CONSENT TO PHOTOGRAPH  
 
_____ For security and identification purposes, MEHOP is authorized to take photos of patients to place in 
the patient’s chart. (Requirement for new security system.) 
 
_____ MEHOP is authorized by the patient to use photos for publicity purposes. (Please circle: YES or NO) 
 
 
__________________________   _______   ___________________ 
Patient Signature or Authorized Signature**     Date 
 
____________________________________________________________ 
Relationship to Patient 
 
____________________________________________________________ 
Witness Signature  
 
 
** If a patient is UNABLE to consent or is a MINOR, complete the following: 
 

• Reason why patient is unable to consent: ____________________________________________ 
 

• Patient _______________________________________ is a minor of (_____) years of age. 



MEHOP  8/29/2013 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
 

Notice to Patient: 
 
MEHOP is required to provide you a copy of our Notice of Privacy Practices, which states how we 
may use and/or disclose your health information.  Please sign this form to acknowledge receipt of 
the Notice.  You may refuse to sign this acknowledgement, if you wish. 
 

******************** 
 
I acknowledge that I have received a copy of MEHOP’s Notice of Privacy Practices. 
 
 
 
Please print your name here (Patient/Parent/Legal Guardian) 
 
 
Signature (Patient/Parent/Legal Guardian)     Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

HIPAA Acknowledgement of Receipt of the Notice of Privacy Practices 

 
**FOR OFFICE USE ONLY 

 
We have made every effort to obtain written acknowledgment of receipt of our Notice of Privacy from 
this patient but it could not be obtained because: (Check one) 
 
 

o The patient refused to sign. 
 

o Due to an emergency situation, it was not possible to obtain an acknowledgement. 
 

o We weren’t able to communicate with the patient. 
 

o Other (Please provide specific details) 
 
 __________________________________________________________________ 
 
 __________________________________________________________________ 
 
 __________________________________________________________________ 
 
 
 _____________________________________  ___________________ 
 Employee Signature      Date  
 
 



 

PATIENT RECORD OF DISCLOSURES 

 

 

 
**For Office Use Only  

Record of Disclosures of Protected Health Information 
 

Date Disclosed to Whom 
Address or Fax Number 

(1) Description of Disclosure / 
Purpose of Disclosure 

By Whom Disclosed (2) (3) 

       

       

       

       
(1) check this box if the disclosure is authorized 
(2) Type Code:  T=Treatment Records    P=Payment Information    O=healthcare Operations 
(3) Enter how disclosure was made:  F=Fax   P=Phone   E=Email   M=Mail   O=Other 

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of 
their protected health information (PHI). The individual is also provided the right to request confidential 
communications or that a communication of PHI be made by alternative means, such as sending 
correspondence to the individual’s office instead of the individual’s home. 

I wish to be contacted in the following manner (check all that apply): 
❐ Home Telephone __________________________________  ❐ Written Communication 

❐ O.K. to leave message with detailed information   ❐ O.K. to mail to my home address 

❐ Leave message with a call-back number and name only  ❐ O.K. to mail to my work address 

❐ Work Telephone _____________________     ❐ O.K. to fax to this number_____________ 

 ❐ O.K. to leave message with detailed information    ❐ Other  ____________________________ 

❐ Leave message with call-back number and name only   ____________________________________ 

❐ Cell Phone _________________________     

❐ O.K. to leave message with detailed information  

❐ Leave message with call-back number and name only 
 
 

________________________________________________________   ___________________________ 
     Signature (Patient/Parent/Legal Guardian)                                                                                         Date 
 
 
________________________________________________________   ___________________________ 
     Print Name (Patient/Parent/Legal Guardian)                                                                                     Date of Birth 
 

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure 
of, and requests for PHI to the minimum necessary to accomplish the intended purpose. These provisions do not 
apply to uses or disclosures made pursuant to an authorization requested by the individual. 
 
Healthcare entities must keep records of PHI disclosures. Information provided below will constitute and 
adequate record. Uses and Disclosures for treatment, payment and healthcare operations may be permitted 
without prior consent in an emergency. 
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** Please initial 1-33 
then sign & date 

 
As a Patient at MEHOP you have the right to:  
 
Civil Rights 
1. ____Be protected from discrimination. You have the right to receive services and treatment without discrimination on the basis of race, color, 

national origin, sex, age, religion, disability, ancestry, physical or mental handicap or disability, Vietnam era veteran status, or other grounds not 
permitted by applicable federal, state and local laws or regulations. 
 

Payment for Services 
2. _____Receive an explanation of the bill you receive for services.   
3. _____Receive primary health care services, which are medically necessary, despite your inability to pay for these services.  However, you are 

required to act in good faith and make payments for services.   
 

Privacy 
4. _____ Have your interviews, examinations and treatment in privacy.  Your patient records (medical, dental, behavioral health, HIV, substance 

abuse) are also private.  Only legally authorized persons may see your records unless you request in writing for us to show them to, or copy them 
for, someone else.  A complete discussion of your privacy rights will be given to you along with this document and is named MEHOP’s Notice of 
Privacy Practices.  We ask that you acknowledge your receipt of our Notice of Privacy Practices.  The Notice of Privacy Practices sets forth the 
ways in which your patient records may be used or disclosed by MEHOP and the rights granted to you under the Health Insurance Portability and 
Accountability Act (“HIPAA”). If you have private insurance or are insured under Medicare or Medicaid, your insurer has the right to request patient 
records concerning a service that was billed to them by us.  

 
Health Care 
5. _____ Health care and treatment that is reasonable for your condition and within our capability, however, MEHOP is not an emergency care facility.  

You have a right to be transferred or referred to another facility for services that we cannot provide.   
6. ______ Information about your health or illness, treatment plan, including the nature of your treatment; its expected benefits; its inherent risks and 

hazards (and the consequences of refusing treatment; the reasonable alternatives, if any (and their risks and benefits; and the expected outcome, if 
known.  This information is called obtaining your informed consent.  

7. _____ Information and explanations in the language you normally speak and in words that you understand.   
8. _____ Participate in decisions about your treatment. 
9. ____ Receive information regarding “Advance Directives.”  (An Advance Directive is instructions given by individuals specifying what actions should 

be taken for their health in the event that they are no longer able to make decisions due to illness or incapacity and appoints a person to make such 
decisions on their behalf.)  If you do not wish to receive this information, or if is not medically advisable to share that information with you, we will 
provide it to your legally authorized representative. 
At this time would you like information about Advance Directives?   ____Yes ____No      
If yes, additional information will be provided to you.  If you state no, you may request information at another time. 

10. _____ Receive information on how to appropriately use MEHOP’s services.   
11. _____ Refuse treatment or procedures, if you are an adult, to the extent permitted by applicable law and regulations.  In this regard, you have the 

right to be informed of the risks, hazards and consequences of refusing such treatment or procedures.  Your receipt of this information is necessary 
so that your refusal will be “informed”.   

12. ____ Receive an appropriate assessment and pain management, as necessary, if you are in pain. 
13. ____ You have the right to schedule an online or telephone appointment and be seen with one of our MEHOP Providers from the safety of your 

own home during emergency or natural disaster situations. i.e. Telemedicine or Telehealth   
 
 
As a Patient at MEHOP you are responsible for:  
 
Payment for Services 
14. ____ Giving us accurate information about your present financial status and any changes in your financial status.  We need this information to 

establish your fee and/or so we can bill private insurance, Medicaid, Medicare, or other benefits for which you may be eligible.  If your income is 
less than the federal poverty guidelines 200%, you will be charged a discounted fee. 

15. _____ Payment or the arrangement of payment for all agreed fees for medical services, except for dental services, which are provided on a prepaid 
basis.  Payment plans are made available for specific circumstances.  

16.  _____ Payment for services that you receive from another healthcare provider, including transportation to and received at Matagorda Regional 
Medical Center. You are responsible for payment arrangements for services provided by another provider or entity outside of MEHOP. This 
includes x-rays, mammograms, or bloodwork which are not MEHOP services.  

 
Health Care 
17. ____ Providing MEHOP with accurate, complete and current information about your health so that we can give you proper health care. 
18. ____ Using MEHOP’s services in an appropriate manner, which includes  

a. following our staff’s instructions,  
b. making and keeping scheduled appointments and requesting a “walk-in” appointment only when necessary. 

19. ____ Asking questions and expressing concern when you do not understand your treatment plan or what is expected of you.    
20. ____ Being accountable for the consequences and outcome of refusing recommended treatment or procedures.  If you refused treatment or 

procedures that your healthcare providers believe is in your best interest, you may be asked to sign a Refusal to Permit Medical Treatment or 
Services form or Against Medical Advice form (as appropriate). 
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** Please initial 1-33 
then sign & date 

 
 
Center Rules 
21. _____ Being considerate of the rights and property of those around you. 
22. _____ Being respectful of other patients, visitors, and staff.  
23. _____ Understanding that MEHOP is a teaching clinic, therefore supervised students will be helping to care for you.  
24. _____ Being accountable for the supervision and safety of children you bring with you to MEHOP. You are responsible for your children’s safety 

and the protection of other patients and our property.  We are not responsible for children left unattended.  Should any damages occur, you may be 
responsible for reimbursement of cost to repair or replace. 

25. _____Keeping your scheduled appointments.  Missed scheduled appointments cause delay in treating other patients.  If you have more than three 
(3) missed scheduled appointments, you will no longer be able to make scheduled appointments and will only be able to be seen as a walk in. 
Please remember that transportation is a scheduled appointment.  

26. _____ Arriving to your appointment at the time that was scheduled for you. Tardiness causes delay in treating other patients and is therefore 
disrespectful to our staff and to our other patients. If you arrive more than 15 minutes past your scheduled appointment time, you are not 
guaranteed to be seen by your provider. After 15 minutes past your scheduled appointment time, you will be given the choice to reschedule your 
appointment or to be seen as a walk in.  
 

Complaints 
27. ____If you are not satisfied with our services, please tell us.  We want suggestions, so we can improve our services.  You may request a Client 

Suggestion/Complaint Form to document your concerns.  You shall receive a response from MEHOP by mail or phone regarding the outcome of 
your complaint or suggestion.  If you are not satisfied with how the complaint is handled, you may contact MEHOP’s Board of Directors. 

28. _____You cannot be punished for filing a complaint, and we will continue to see you as a patient. 
 
Termination 
29. ____If we decide to terminate our relationship with you, you have a right to advance notice that explains the reason for the decision, and you will be 

given thirty (30) days to find other health care services.  If you are terminated as a patient, you will be terminated from all MEHOP services.  
30. ____ If you have threatened the safety of our staff and/or other patients, MEHOP will stop treating you immediately, and without written notice.  
31. ____ You have a right to receive a copy of MEHOP’s Patient Termination Policy and Procedure.  Reasons to terminate may include: (1) failure to 

obey MEHOP rules, (2) intentional failure to report accurate financial information, (3) intentional failure to provide accurate health information, and 
(4) intentional failure to follow medical advice. 

32. _____If we decide to stop treating you as a patient, you have a right to appeal the decision to the Board of Directors or through the courts.   Unless 
there is an emergency, we will not continue to see you as a patient while you are appealing the decision. 

 
Assignment of Insurance Benefits to Provider 
33. ____ I hereby request payment and assign any benefits due me under the terms of any policy or policies and/or under Title XV111 of the Social 

Security Act that may cover professional services rendered to the above name mentioned assignee 
 
 
 
 
Signature  Date 
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** Please 
initial 1-
15 then 
sign & 
date 

Private Insurance/Medicaid/Medicare:   
1.________ I understand that it is my responsibility to show my insurance card at registration or check-in so 
that MEHOP can verify my benefits. I further acknowledge that if I fail to notify the receptionist about changes to 
my coverage, I will be responsible for any past or present charges. 

2.________ If my plan requires a primary care provider (PCP), I understand that the choice of a PCP is my 
decision. I understand it is my responsibility to obtain a referral prior to my scheduled appointment from my PCP 
if it is not a MEHOP provider. I acknowledge that if I fail to obtain a referral from my PCP or if my PCP is not a 
MEHOP provider than I will be fully responsible for the cost of services delivered by MEHOP.  

3.________ I understand that even if I have an insurance plan that I am responsible at the time of service for 
all co-payments/deductibles and costs of services and treatments provided to me by MEHOP that are not 
covered by my insurance plan. If I am unable to pay, I understand that it is my responsibility to contact the billing 
department at 979.245.2008 ext 309 to set up a payment plan.  

4.________  I authorize MEHOP to furnish to Medicaid, Medicare and/or third-party insurance coverage all of 
the necessary medical information, including my HIV status, to process my claim. I also hereby assign to 
MEHOP all payments received from Medicaid, Medicare and/or a third-party insurer for services and treatments 
provided to me by MEHOP. 

Eligibility for Discounted Services:  
5.________ I understand that MEHOP provides access to services without regard for a person’s ability to pay 
for such services.  

6.________ I understand that to be eligible for discounted programs, I am required to complete the process 
for the Sliding Fee Program. I understand that it is my responsibility to schedule an appointment with an Eligibility 
Specialist and to present the necessary documentation on Household Income and Family Size for the 
determination of my eligibility and pay category. I further understand that I must have completed the eligibility 
requirements prior to my scheduled appointment. 

7.________ I understand that even if I qualify for the Sliding Fee Program that I am responsible at the time 
of service for the total cost of services and treatments provided to me by MEHOP. If I am unable to pay, I 
understand that it is my responsibility to contact the billing department at 979.245.2008 Ext 309 to set up a 
payment plan prior to my scheduled appointment.  

8.________  I understand that if I qualify for a grant funded program such as the Primary Health Care (PHC) 
or Breast and Cervical Cancer Screener (BCCS), these resources are payers of last resort. Payers of last resort 
may not continue my eligibility if I currently or in the future have Medicare, Medicaid and/or third-party insurance 
coverage. I agree to immediately report any changes in my financial status and/or insurance coverage. If I fail to 
appropriately report these changes and if those changes result in my ineligibility for those programs, I 
understand that I am fully responsible for all total cost of services that were received by myself or dependent 
when I was ineligible for those programs.  

Self-Pay (Out-of-Pocket):   
9.________ I understand that all services that I have elected to pay out-of-pocket (self-pay) must be paid in 
full on or before the date of service. I further understand that by electing to be billed as “self-pay” that MEHOP will 
not be billing or accepting any insurance carrier for services provided. I acknowledge that MEHOP will not submit 
billing to my insurance carrier for previously completed self-pay visits even if I choose to revoke my self-pay status 
later.  
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** Please 
initial 1-
15 then 
sign & 
date 

10.________ I understand that the self-pay rates at MEHOP follow Medicare standards and are subject to 
changes or increases. I further understand that the self-pay rates will be updated annually to reflect industry 
pricing.  

11.________ I understand that the office visit fee does not include the fees for testing and/or procedures. I 
understand that I will be responsible for supplemental fees for any additional service I receive during my office 
visit including but not limited to biopsies, blood draws, and/or injections.  

12.________ I understand by electing to pay out-of-pocket for any MEHOP service that those services will no 
longer be eligible to be submitted to my insurance carrier. I understand that I, myself, or a third party cannot 
submit a claim to my insurance carrier for any MEHOP service that were paid out-of-pocket after all 
compensation for those services has been rendered to MEHOP by myself or a third party.   

Additional  
13.________ I understand that the failure of myself or my dependent to utilize MEHOP services for more than 
three consecutive years will result in my or my dependent’s status being changed to “new patient”. I understand 
that my dependent or I will be treated as a new patient upon our return.  I further understand that I will be charged 
a higher initial office visit to reestablish myself or my dependent as a patient.  

14.________ I understand that I am responsible for all ancillary services including but not limited to laboratory 
or pathology testing. Since these services are not provided by MEHOP, I understand that I have the right to 
choose an ancillary service provider. I further understand that I must contact the ancillary service provider 
directly for payment, pricing, and other inquires.  

15.________ I understand if I request medical records that I will be responsible for a charge for medical 
records that shall be no more than $25 for the first twenty pages and $0.55 per page for every copy thereafter.  

 

 

 

Patient Signature  Date 

 

 

Parent/Guardian Signature  Date 

 

Please check which of the following applies to you/your dependent:  

_____ I am covered by an insurance company that may or may not be In Network.   

_____ I am covered by a contracted insurance company, but I do not wish MEHOP to submit a claim to my carrier. 
Instead, I freely choose to self-pay for all services.  

_____ I do not have health insurance, or my insurance company is not In Network. Instead, I freely choose to self-
pay for all services.  

 



 
 
 

HOUSEHOLD ASSESSMENT 
 

Please circle your income bracket. If your income is circled in any column but the far right, you may qualify for reduced 
fees. 

 
I do/do not (Please circle) want to participate in the eligibility process of Matagorda Episcopal 
Health Outreach Program (MEHOP).  
 
I understand that by refusing to participate that I am stating that at least one of the following 
applies to me: 

• I have insurance to cover the visit  
• I am willingly choosing not to use my insurance  
• My income is over 200% of poverty 

 
By refusing to participate in the eligibility process, I completely understand that I will be charged 
the full fee at the time of payment.  
 
 
 
 
 ______________________________                                            _____________________          
Signature of Patient Date 

Total # 
of 
Individ
uals in 
Househ
old 

Monthly/
Yearly 
Income 
Equal or 
Less 
Than 

Monthly/Yearly 
Income in This 
Range 

Monthly/Yearly 
Income in This 
Range 

Monthly/Yearly 
Income in This 
Range 

Monthly/Yearly 
Income in This 
Range 

Monthly/Y
early 
Income 
Equal or 
Greater 
Than 

1 $1073/ 
$12,880  

$1,073.01 to $1,342/  
$12,880.01 to 
$16,100 

$1,342.01 to 
$1,610/    
$16,100.01 to 
$19,320 

$1,610.01 to $1,878/    
$19,320.01 to 
$22,540 

$1,878.01 to $2,147/  
$22,540.01 to 
$25,760 

$2,147.01/ 
$25,760.01 

2 $1452/ 
$17,420 

$1,452.01 to $1,815/  
$17,420.01 to 
$21,775 

$1,815.01 to 
$2,178/ $21,775.01 
to $26,130 

$2,178.01 to $2,540/    
$26,130.01 to 
$30,485 

$2,540.01 to $2,903/  
$30,485.01 to 
$34,840 

$2,903.01/ 
$34,840.01 

3 $1830/ 
$21,960 

$1,830.01 to $2,288/  
$21,960.01 to 
$27,450 

$2,288.01 to 
$2,745/ $27,450.01 
to $32,940 

$2,745.01 to $3,203/    
$32,940.01 to 
$38,430 

$3,203.01 to $3,660/  
$38,430.01 to 
$43,920 

$3,660.01/ 
$43,920.01 

4 $2208/ 
$26,500 

$2,208.01 to $2,760/  
$26,500.01 to 
$33,125 

$2,760.01 to 
$3,313/ $33,125.01 
to $39,750 

$3,313.01 to $3,865/    
$39,750.01 to 
$46,375 

$3,865.01 to $4,417/  
$46,375.01 to 
$53,000 

$4,417.01/ 
$53,000.01 

5 $2587/ 
$31,040 

$2,587.01 to $3,233/  
$31,040.01 to 
$38,800 

$3,233.01 to 
$3,880/ $38,800.01 
to $46,560 

$3,880.01 to $4,527/    
$46,560.01 to 
$54,320 

$4,527.01 to $5,173/  
$54,320.01 to 
$62,080 

$5,173.01/ 
$62,080.01 

6 $2965/ 
$35,580 

$2,965.01 to $3,706/  
$35,580.01 to 
$44,475 

$3,706.01 to 
$4,448/ $44,475.01 
to $53,370 

$4,448.01 to $5,189/    
$53,370.01 to 
$62,265 

$5,189.01 to $5,930/  
$62,265.01 to 
$71,160 

$5,930.01/ 
$71,160.01 

7 $3343/ 
$40,120 

$3,343.01 to $4,179/  
$40,120.01 to 
$50,150 

$4,179.01 to 
$5,015/ $50,150.01 
to $60,180 

$5,015.01 to $5,851/    
$60,180.01 to 
$70,210 

$5,851.01 to $6,687/  
$70,210.01 to 
$80,240 

$6,687.01/ 
$80,240.01 

8 $3722/ 
$44,660 

$3,722.01 to $4,652/  
$44,660.01 to 
$55,825 

$4,652.01 to 
$5,583/ $55,825.01 
to $66,990 

$5,583.01 to $6,513/    
$66,990.01 to 
$78,155 

$6,513.01 to $7,443/  
$78,155.01 to 
$89,320 

$7,443.01/ 
$89,320.01 



Name: _____________________________________  DOB: __________________ 
About Your Dental History:   Note: This form is to be completed in the examination area. 
 
Reason for today’s visit 
 
 
 
Former Dentist’s Name: 
 
City and State: 

Date of Last Dental Visit:  Date of Last Dental X Rays: 

Please place a mark on “yes” or “no” to indicate if you have had any of the following: 
Bad breath  ❑ Yes ❑ No Loose or broken fillings  ❑ Yes ❑ No 
Bleeding gums  ❑ Yes ❑ No  Mouth breathing  ❑ Yes ❑ No 
Blisters on the lips or mouth ❑ Yes ❑ No Mouth pain, brushing  ❑ Yes ❑ No 
Burning sensation on your 
tongue 

❑ Yes ❑ No Orthodontic treatment  ❑ Yes ❑ No 

Chew on one side of your 
mouth  

❑ Yes ❑ No Pain around ear  ❑ Yes ❑ No 

Cigarette, pipe or cigar smoking  ❑ Yes ❑ No Periodontal treatment ❑ Yes ❑ No 
Clicking or popping jaw  ❑ Yes ❑ No Sensitivity to cold  ❑ Yes ❑ No 
Dry mouth ❑ Yes ❑ No Sensitivity to heat  ❑ Yes ❑ No 
Fingernail biting  ❑ Yes ❑ No Sensitivity to sweets  ❑ Yes ❑ No 
Food collection between teeth ❑ Yes ❑ No Sensitivity when biting  ❑ Yes ❑ No 
Foreign objects  ❑ Yes ❑ No Mouth sores or growths  ❑ Yes ❑ No 
Grinding teeth  ❑ Yes ❑ No   
Gums swollen or tender  ❑ Yes ❑ No How often do you floss? ____________ 
Jaw pain or tiredness  ❑ Yes ❑ No   
Lip or check biting  ❑ Yes ❑ No How often do you brush? ____________ 

About Your Health History:    Note: Continued on reverse side 
 
Please place a mark on “yes” or “no” to indicate if you have had any of the following: 
AIDS/HIV  ❑ Yes ❑ No Epilepsy  ❑ Yes ❑ No 
Anemia  ❑ Yes ❑ No Fainting or dizziness  ❑ Yes ❑ No 
Arthritis, Rheumatism  ❑ Yes ❑ No Glaucoma  ❑ Yes ❑ No 
Artificial heart valves  ❑ Yes ❑ No Headaches  ❑ Yes ❑ No 
Artificial joints  ❑ Yes ❑ No Heart murmur ❑ Yes ❑ No 
Asthma  ❑ Yes ❑ No Heart problems  ❑ Yes ❑ No 
Back problems  ❑ Yes ❑ No Hepatitis type _______  ❑ Yes ❑ No 
Bleeding abnormally 
(w/extractions or surgery)  

❑ Yes ❑ No  Herpes  ❑ Yes ❑ No 

Blood disease  ❑ Yes ❑ No High blood pressure  ❑ Yes ❑ No 
Cancer  ❑ Yes ❑ No Jaundice  ❑ Yes ❑ No 
Chemical dependency  ❑ Yes ❑ No Jaw pain  ❑ Yes ❑ No 
Chemotherapy  ❑ Yes ❑ No Kidney disease  ❑ Yes ❑ No 
Circulatory problems  ❑ Yes ❑ No Liver disease  ❑ Yes ❑ No 
Congenital heart lesions ❑ Yes ❑ No Low blood pressure  ❑ Yes ❑ No 
Cortisone treatments  ❑ Yes ❑ No Mitral valve prolapse  ❑ Yes ❑ No 
Cough, persistent or bloody  ❑ Yes ❑ No Nervous problems  ❑ Yes ❑ No 
Diabetes  ❑ Yes ❑ No Pacemaker  ❑ Yes ❑ No 
Emphysema ❑ Yes ❑ No Psychiatric care ❑ Yes ❑ No 



 
 

Please place a mark on “yes” or “no” to indicate if you have had any of the following: 
Radiation treatment  ❑ Yes ❑ No Thyroid problems  ❑ Yes ❑ No 
Respiratory disease  ❑ Yes ❑ No Tonsillitis  ❑ Yes ❑ No 
Rheumatic fever  ❑ Yes ❑ No Tuberculosis  ❑ Yes ❑ No 
Scarlet fever ❑ Yes ❑ No Tumor or growth on head or 

neck  
❑ Yes ❑ No 

Shortness of breath  ❑ Yes ❑ No Ulcer  ❑ Yes ❑ No 
Sinus trouble  ❑ Yes ❑ No Venereal disease  ❑ Yes ❑ No 
Skin rash  ❑ Yes ❑ No Weight loss, unexplained  ❑ Yes ❑ No 
Special diet  ❑ Yes ❑ No   
Stroke  ❑ Yes ❑ No   
Swollen feet or ankles  ❑ Yes ❑ No   
Swollen neck glands  ❑ Yes ❑ No   
  Women only:  
  Are you pregnant?  ❑ Yes ❑ No 
  Due date:  _________________ 
  Are you nursing?  ❑ Yes ❑ No 
  Taking birth control pills?  ❑ Yes ❑ No 

Physician Name:  Date of last visit: 

Have you ever taken Zometa, Aredia, Fosamax, Actonel or any bisphososphonates?  ❑ Yes ❑ No 
Are you currently taking any blood thinners such as Coumadin, Warfarin or Plavix?  ❑ Yes ❑ No 

 
List your pharmacy’s name and phone number:    ______________________________________ 
______________________________________________________________________________ 
Please place a mark on “yes” or “no” to indicate if you have had any of the following allergies: 
Aspirin  ❑ Yes ❑ No Latex  ❑ Yes ❑ No 
Barbiturates (sleeping pills)  ❑ Yes ❑ No  Local Anesthetic ❑ Yes ❑ No 
Codeine  ❑ Yes ❑ No  Sulfa  ❑ Yes ❑ No 
Penicillin  ❑ Yes ❑ No Other allergies: ____________ ____________ 

 
 
 
 
________________________________________________ _____________ 
Patient’s signature  Date 
 
 
 
 
_______________________________________________ _____________ 
Doctor’s signature Date 



**HOME MEDICATION / RECONCILIATION LIST**

DATE
MEDICATION NAME 

(PLEASE PRINT) DOSE INITIALS

This form is to be reviewed before each patient exam.  Print below all of the patient's home medicationsprior to 
examination including over-the-counter and heral medications.  All Medications will be continued unless 
otherwise indicated.  All medications listed on this form are to entered into ExitCare by the nurse, and a copy be 
given to each patient.

Name DOB D# ALLERGIES

 BBREVIATIONS:  A.S.,   A.D.,   A.U.,   IU,   MS,   MS04,   MgS04,  Q.D.,   Q.O.D.,   T.I.W.,   U,   ug,   leading zer     

INSTRUCTIONS

This form (1) is a list of all home, over-the-counter and herbal medications the patient uses;  (2) reconciles the 
patient's home medications with the practioner's order.


	D2 Home Medication_Reconciliation List 08292013 - english.pdf
	Sheet2




