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NEW PATIENT APPLICATION

The Arthur Nagel Community Clinic does not discriminate on the basis of race,
color, religion, creed, gender identity, sexual orientation, or national origin.

Welcome! We are glad you have chosen the Nagel Clinic as your health care home. Your
answers to the following three questions will guide us in determining the best care for you.

Do you have health insurance? dYes O No
Are you age 12 or older? UYes UWNo
Do you live in one of these counties? O Yes O No
Please circle which one:

Bandera, Kerr, Kendall, Uvalde, Real, or Medina

Figuring Your Total Income
Figure out if you qualify by completing this form for you (the patient) and all others who live in

your home with you.
You Others

How many total adults (age 21+) live in your household?

How many total children (age 0 to 20) in your household?

The Nagel Clinic relies on funding from private donations. Therefore we are limited to
providing services only for individuals whose total family adjusted gross income is less than or
equal to the amounts shown for the number of individuals in the household:

Which line Total number of people who live with you | Your total household income must be equal to or
applies to you? (all adults and children) including you less than this amount
g 1 $39,900
a 2 $54,100
g 3 $68,300
a 4 $82,500
g 5 $96,700
a 6 $110,900
g 7 $125,100
g 8 $139,300
a 9 $153,500
a 10 $167,700




List all of the following types of annual income that you and others in your household have:

You Others

Annual Salary / Wages

Child Support

Social Security Retirement

Social Security Disability

SSI

Retirement / Pension

Unemployment

Food Stamps

Rental Income

Worker’s Comp

Veterans Benefits
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Other

TOTAL INCOME | $ s

Do you get assistance with paying your bills? U Yes U No

If Yes, from whom?

Their relationship to you?

Approval Process

All applications must be approved before care can begin. In order to process your application as
quickly as possible, please complete this form and provide documents confirming:

1) Your personal identification
2) That you reside in Bandera, Kerr, Kendall, Uvalde, Real, or Medina County
3) Your total annual income

Once the completed application and documents are submitted, you will receive a call from the
Clinic confirming your approval.

At that time, you will be asked if you would like to make an appointment. You may also call
back at a later time to make your appointment.

The Clinic appointment line is (830) 796-3448 and the hours of Clinic hours of operation are
Tuesday, Wednesday, and Thursday, from 8 am to 5




1. Required Documents — Be sure you have two or more of the following for each of these
categories. The Clinic staff is here to help you with these documents when you bring them.
Check the box for each item that you have.

Identification:
O A valid Texas Driver’s License, or a valid Texas Identification Card
U Passport
O Other photo identification
U Social Security card or Birth Certificate

Residency:
O Recent utility bill showing your name and address
U Copy of the lease you signed with your landlord
O Bandera, Kerr, Kendall, Uvalde, Real, or Medina County tax statement

Income:
O Most recent income tax return
O Four weeks of most recent paycheck stubs
U If you do not have a recent tax return or paycheck stubs, you must provide all of the
following that you do have:
Social Security check or bank statement (if you use direct deposit)
Unemployment award letter
Food Stamp verification letter
Other proof of income (spousal support, etc.)

Each year, current patients must provide their most recent income tax return and four weeks of
recent paycheck stubs.

If you have changes to your address, employer, income, household occupants or household
income, you must notify the Clinic as soon as possible.

2. What You Need To Know About The Nagel Clinic

Hours of Operation: 8am to 5pm on Tuesdays, Wednesdays and Thursdays. Clinic services
are not available outside of normal business hours.

Emergencies: Call 911 or go to a hospital emergency room. The Clinic is unable to help you
pay for ambulance or emergency room charges.

Appointments: Call (830) 796-3448 to make an appointment or for information about our
services. You will receive a text message the day before reminding you of the time and date of
your appointment.

e If you are a new patient, arrive at least 30 minutes before your appointment.
e If you are a returning patient, arrive at least 15 minutes prior to your appointment



Cancellations: If you are unable to make your appointment, please reply to the text message
or call the Clinic at (830) 796-3448 to cancel your appointment. If you are going to be late,
please call the same number to notify us that you will be late. When you call to reschedule, we
can put someone else into that time slot. However, a NO-SHOW leaves a gap in our schedule
that prevents us from helping others in need of care.

The following fees will be charged for NO-SHOW:
e $5.00 fee for the first no-show per provider appointment
e $10.00 fee for the second no-show per provider appointment
e $15.00 fee for the third no-show per provider appointment

All fees must be paid before another appointment can be scheduled for you. If you cannot make
your appointment for any reason, you must call us at least 24 hours before the
appointment time to reschedule and avoid the fee penalty.

Services Provided: The Nagel Clinic is pleased to provide a wide range of services for your
healthcare needs. These include routine physical examinations, diagnosis and treatment of acute
and chronic illness, preventive health education, assistance with medications/prescriptions, and
Integrated Behavioral Health counseling. If the Clinic refers you to a doctor or dentist for care
we do not provide, we will make your appointment and we will pay for your first office visit. If
the Clinic does not make the appointment, you are responsible for payment in full.

Fees: There are no fees to see a health care provider at the Clinic. At the conclusion of your
appointment, you will be asked to make a donation of any amount to help offset the cost of your
care. We accept cash, checks, and card (minimum $10 for card use). No one is ever refused care
at the Clinic due to their inability to donate.

Your First Appointment: As a new patient you should arrive at least 30 minutes before
your appointment to sign forms so the Clinic may provide care. You will need to bring all the
medications you are currently taking, including prescriptions and over-the-counter medications
such as aspirin, herbal supplements and nutritional supplements. You will take these
medications back home with you, but your provider needs to see and record what you are taking.

Medications: The Clinic does not store or prescribe narcotic medications. We have found
that refilling your medications through your pharmacy is the most efficient and accurate method.
We request that you contact your pharmacy first and they will call or fax us with the necessary
information to refill your prescriptions. Refills cannot be processed outside the Clinic’s normal
business hours or on weekends. Please allow 48-72 hours for refills.

Services Not Provided: The Clinic cannot provide documentation showing you have a
disability for a handicapped license, handicapped parking permit, or any other reason.

The Clinic does not store or dispense prescription pain medications or
narcotics. We do not provide treatment for pain management.



3. Your Rights and Responsibilities as a Clinic Patient

You have the right to understand your care. If you do not understand these forms or
what your healthcare provider tells you, please ask questions.

You have the right to privacy. You have the right to talk privately with your healthcare
provider and to have your health information kept confidential and protected by law.

You have the right to thoughtful care that is considerate, respectful, compassionate,
and provided to you in a safe environment.

You have the responsibility to respect Clinic staff, answer their questions truthfully,
and follow their instructions to the best of your ability, including recommendations for
improving your health such as eating healthy food, exercising, drinking plenty of water,
getting adequate sleep, etc.



4. Information About You

Today’s date:

Title: QA Mr. QMs. QMx. O Mrs. dRev. 0 Dr. Q Other:

Name:

Last First Middle Suffix
Do you currently have (check all that apply):

U Private health insurance O Medicare Part A 1 Medicare Part B
U Medicaid 4 CHIP U Tricare

Date of Birth: SS#

Gender: 4 Male U Female Q Non-binary Q4 Other

Pronouns: O He/him/his She/her/hers 1 They/them/theirs 1 Other

Ethnicity: U Hispanic/Latino 1 Not Hispanic/Latino U Other

Race: U African American or Black O American Indian or Alaskan Native O Asian
O Caucasian or White [ Native Hawaiian or Other Pacific Islander 1 Mixed
O Other

Your Physical Address:

City: State: Zip:

O My mailing address is the same as above.

Your Mailing Address (if different from above):

City: State: Zip:

Primary Phone: U Mobile U Home

Email Address:

Marital Status: 4 Single U Married U Separated U Separated U Divorced U Widowed

Spouse/Significant Other Name:

Emergency Contact: Phone:

Next of Kin: Relation: Phone:




Currently Employed?: 1 Yes [ No

Your Employment: O Full-time U Part-Time U Unemployed O Self-employed O Student

Name of Employer or School:

Employer or School Phone:

Job title: Type of work:

Your Education: 1 GED Q Graduated High School O Some College U College Degree

Your Primary Language: 4 English 4 Spanish QO Other:

Your Housing: 1 Own home U Rent home O Rent Apartment O Live with Family
Q Live with Friends U Currently Unhoused

Important to help us receive special funding for our patients:

Areyoua: U Veteran U Spouse/Partner of a Veteran
O Widow/widower of a Veteran U Child of a Veteran

There are programs to help people with needs that can affect their overall health, but they don’t
always reach those who need them. We may be able to help with this.

Food

Within the past 12 months, did you worry that your food would run out before you got money to
buy more? U Yes U No

Within the past 12 months, did the food you bought just not last long and you didn’t have
money to get more? 1 Yes U No

Housing/Utilities

Are you worried about losing your current housing situation? U Yes U No

Within the past 12 months, have you or your family members you live with been unable to get
utilities (water, gas, electricity) when it was really needed? U Yes U No



Transportation

Within the past 12 months, has lack of transportation kept you from medical appointments,
getting your medicines, non-medical meetings or appointments, work, or from getting things
that youneed? U Yes W No

Personal Safety
Do you feel physically and emotionally safe where you currently live? 4 Yes U No

Within the past 12 months, have you been hit, slapped, kicked or otherwise physically hurt by
someone? U Yes U No

Within the past 12 months, have you been humiliated or emotionally abused in other ways by
your partner or ex-partner? U Yes U No

Immediate Needs

Are any of your needs urgent? For example, I don’t have food for tonight, I don’t have a place to
sleep tonight, 1 am afraid I will get hurt if I go home today? O Yes U No

Thank you for your answers!
You will need to take just a few minutes more to read and sign the other required forms in this
application packet. Each of these forms are attached for you:
Patient Photo Release — We keep a photo record of each patient
Patient Health Care Agreement — Indicating that the Nagel Clinic is your health care home

HIPAA Consent Form — National privacy law covering the confidentiality of your health
records

Notice of Privacy Practice — Your right to access your own health information

Authorization to Request the Release of Protected Health Information — For transfer of
your health information to another professional medical agency, if necessary

Health History — Gives us a complete record of your health history and that of immediate
family members
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PATIENT PHOTO RELEASE FORM
Formulario de Cesion de Fotografia

In order to serve you better and maintain accurate health records, the Arthur Nagel Community
Clinic takes a photo of each patient for our files. Your information, including your photo, will
never be shared, sold, or otherwise distributed to any third party.

Para poder/servirle mejor y mantener precisos sus reportes de salud, la Clinica comunitaria
Arthur Nagel tomara una foto a cada paciente para nuestros expedientes. Su informacion,
incluyendo su foto, nunca serd compartida, vendida 6 distribuida a terceros

Permission To Use Photograph/ Permiso Para Usar Fotografia

| grant to Arthur Nagel Community Clinic, its representatives, and employees the right to take
photographs of me solely in connection with maintaining my health records.

Yo concedo a la Clinica Comunitaria Arthur Nagel, sus representantes y empleados el derecho
de tomar mi fotografia inicamente en relacion con el mantenimiento de mis reportes de salud.
| have read and understood the above/ Yo he leido y entendido lo anterior:

Printed Name/ Nombre Completo:

Signature/ Firma:

Date/ Fecha:

Parent or Guardian Signature/ Firma del padre o guardian:

Thank you!
Gracias!
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- HIPAA CONSENT
Protected Health Information (PHI)

1. Office personnel may review patient’s chart (PROTECTED HEALTH INFORMATION - PHI) for
various reasons, e.g. continuance of care, filing of reports, scheduling, etc.

2. Physicians may take a record from the office to make further notations, review the chart, to seek
consultation, or to call a patient.

3. Should a patient need to be seen by a specialist, the most recent office notes are faxed to that
specialist for the physician to review.

4. The computer is also used to generate Daily Office Schedules and Patient Routing Slips. Office
personnel may access this information.

5. This office uses RECALL NOTICES - reminders to patients regarding follow-up visits.

6. The FAX s used to send prescriptions to local pharmacies and referral testing results to the facility
where the tests are to be performed.

7. TELEPHONE:

A. The Clinic WILL NOT LEAVE TEST RESULTS on an answering machine unless
the patient specifically requests such.

B. The only information that will be left on answering machines is who is calling and the
telephone number — PLEASE RESPOND PROMPTLY.

8. | have read the NOTICE OF PRIVACY PRACTICE and the HIPAA Consent Form. You have my
permission to use and disclose my PROTECTED HEALTH INFORMATION (PHI) for treatment,
referrals, or for your health care operations.

You do U , do not  have my permission to speak to my spouse , my
Children or concerning my health
condition.

DATE PRINT NAME

SIGNATURE




PRIVACY PRACTICE

Effective May 12, 2008

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE READ IT CAREFULLY.

INDIVIDUAL RIGHTS:

1. Patient has the right to access, to inspect and to obtain a copy of an individual patient’s
PROTECTED HEALTH INFORMATION (PHI).

EXCEPTIONS:

-Complied for anticipated or actual legal proceeding

-Obtain in confidence from non-provider where access may reveal source
-Psychotherapy notes

-Clinical trials with individual's agreement

-Likely to endanger, based on professional judgment

A request for review of records must be made in writing at least forty-eight (48) hours prior to
review. A time will be scheduled to review the record in the presence of a member of the staff at
a charge prorated to the time involved.

A copy of the medical record may be made available by written request within thirty (30) days at a
cost of $20 for pages one to twenty (1-20) and then fifteen cents per page thereafter.

2.

Patient has the right to request amendment to his/her Protected Health Information (PHI).
The physician may deny a request if the information is accurate and complete, did not create
it, or is not subject to the patient’s right to accept. This request must be made in writing. A
response to the request will be available within thirty (30) days.

The patient has the right to accounting of Disclosure of Protected Health Information (PHI)
that the physician made within six years before the patient’s accounting request. Physician
is not required to account for disclosure before the Privacy Rules Compliance Date
(Physician is not required to account for disclosures that relate to treatment, payment or
health care operations, etc.).

The patient has the right to request restriction on uses of disclosures of a patient’s Private
Health Information for treatment, payment, health care operations, or to certain persons. A
physician is not required to agree to these requests, but if they do, they must abide by the
agreement except in emergencies.

The patient has the right to Confidential Communication from a physician by alternative
means or an alternative location. Health Care Providers must accommodate confidential
communication requests if reasonable.

ALL REQUESTS AND/OR COMPLAINTS MUST BE MADE IN WRITING TO THIS OFFICE.

| acknowledge that | have read the Notice of Privacy Practice:
PATIENT SIGNATURE DATE




ARTHUR NAGEL COMMUNITY CLINIC
AUTHORIZATION TO REQUEST THE RELEASE
OF PROTECTED HEALTH INFORMATION

Name of Patient /
Nombre del Paciente: Date of Birth / Fecha de nacimiento:

Address / Direccion:

I hereby authorize / Yo por la presente autorizo

(Facility Name / Nombre de la facilidad)

(Facility Phone Number / Numero del Telefono de la facilidad)

to release information from the medical record of:
para liberar informacién de reportes medicos de:

(Patient Name / Nombre del Paciente)

To the facility stated below / A la facilidad expresada abajo: (please check one / verifique por favor uno)

Arthur Naoel Communitv Clinic

(Name of facility to which disclosure is to be made / Nombre de la facilidad a la cual la revelacién sera hecha)

Arthur Nagel Community Clinic

Check Yes or No to the information that can be disclosed. (I understand that the information in my health record may include
information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus
(HIV). It may also include information about behavioral or mental health services, and treatment for alcohol and drug abuse)

Marque todo que puede ser liberado: (Entiendo que la informacién en mi registro de salud puede incluir: informacién de
enfermedades sexualmente transmitidas, sindrome de inmunodeficiencia adquirido, virus de inmunodeficiencia humano (SIDA).
Puede incluir tambien informacién acerca del comportamiento o servicios mentales de salud, y/o acerca del tratamiento por el abuso
de alcohol y drogas)

(X)Yes/Si ( ) No Medical Records / Reportes Medicos
(X)Yes/Si ( ) No Lab Reports / Reportes de laboratorio
(X)Yes/Si ( ) No X-ray Reports / Reportes de rayos X
(X)Yes/Si ( ) No Visit Reports / Informes de la Visita

( )Yes/Si ( ) No Financial information / Informacion Financiera
( )Yes/Si ( ) No Immunizations / Vacunas

( )Yes/Si ( ) No Other / Otro

THIS AUTHORIZATION EXPIRES 180 DAYS FROM THE DATE SIGNED BELOW.
ESTA AUTORIZACION EXPIRA 180 DIAS DE LA FECHA FIRMADA ABAJO.

This form was read by me or was read to me and I understand its meaning. I have the right to revoke this authorization in
writing at any time except to the extent that action has been taken in reliance upon it. I understand that when this information
is used or disclosed pursuant to this authorization, it may be subject to re-disclosure by the recipient and may no longer be
resulting from the lawful release or Protected Health Information.

Este forma fue laida por mi o fue lelda a mi, y yo entiendo su significado. Tengo el derecho a revocar esta autorizacion por
escrito en cualquier momento, excepto hasta el punto de que la accién haya sido aceptada por la dependencia. Entiendo que
cuando esta informacién se usa o es revelada segun esta authorizacién, puede ser con la faclidad denominada y su compaiiia
departe de toda responsabilidad y datfios que resulten de la liberacién licita de informacién Protegida de Salud.

(Signature of Patient or Authorized Representative / Firma del Paciente) (Date/ Fecha)

(Relationship to Patient / Relacion con el Paciente)



Patient Name

Confidential

Age_____ Birthdate

What is your reason for visit?

_f)'/w:ptom
GENERAL
(] chills
[] Depression
[] Dizziness
[J Fainting
[] Fever
] Forgetfulness
[] Headache
[] Loss of sleep
[] Loss of weight
[] Nervousness
[J] Numbness

[] Sweats
MUSCLE/JOINT/BONE

Pain, weakness, numbness in:

] Arms ] Hips

[ Back [ Legs

[ Feet ] Neck

[] Hands (] Shoulders

GENITO-URINARY
[] Blood in urine
[] Frequent urination
[] Lack of bladder control
[] Painful urination

Conditions
[JAIDS
[J Alcoholism
[J Anemia
] Anorexia
[] Appendicitis
[J Arthritis
[] Asthma
(] Bleeding Disorders
(] Breast Lump
[] Bronchitis
] Bulimia
] cancer
[] Cataracts

Medications

Date of last physical examination

Today’s Date

Check (v') symptoms you currently have or have had in the past year.

GASTROINTESTINAL

] Appetite poor
] Bloating

[[] Bowel changes
[J Constipation
[] Diarrhea

[[J Excessive hunger
[[] Excessive thirst
[] Gas

] Hemorrhoids
[] Indigestion

[] Nausea

[[] Rectal bleeding
[J Stomach pain
[J Vomiting

[J Vomiting blood

CARDIOVASCULAR
[J Chest pain
(] High blood pressure
[ Irregular heart beat
[] Low blood pressure
] Poor circulation
[J Rapid heart beat
] Swelling of ankles
[J Varicose veins

EYE, EAR, NOSE, THROAT

[] Bleeding gums
[ Blurred vision
[C] Crossed eyes
(] Difficulty swallowing
] Double vision

[ Earache

[] Ear discharge
[ Hay fever

[J Hoarseness

[ Loss of hearing
[] Nosebleeds

[ Persistent cough
[] Ringing in ears
(] Sinus problems
(] Vision — Flashes
[] Vision — Halos

SKIN
[C] Bruise easily
] Hives
[ Itching

[] Change in moles
[] Rash

[] Scars

[] Sore that won't heal

MEN only
[] Breast lump
] Erection difficulties
[ Lump in testicles
] Penis discharge
[C] Sore on penis
[] Other

WOMEN only
[] Abnormal Pap Smear
[T] Bleeding between periods
[] Breast lump
[] Extreme menstrual pain
[[] Hot flashes
[C] Nipple discharge
[] Painful intercourse
[[] Vaginal discharge
[] Other
Date of last
menstrual period
Date of last
Pap Smear
Have you had
a mammogram?
Are you pregnant?
Number of children

Check (v) conditions you currently have or have had in the past year.

[J Chemical Dependency
] Chicken Pox
[] Diabetes

] Emphysema
[] Epilepsy

[J Glaucoma

(] Goiter

[] Gonorrhea

[] Gout

[] Heart Disease
[ Hepatitis

[] Hernia

[J Herpes

[C] High Cholesterol
[] HIV Positive

[] Kidney Disease
(] Liver Disease

[] Measles

[[] Migraine Headaches
[J Miscarriage

[] Mononucleosis
[[] Multiple Sclerosis
J Mumps

[] Pacemaker

[l Pneumonia

] Polio

List medications you are currently taking.

] Prostate Problem
(] Psychiatric Care
[] Rheumatic Fever
(] Scarlet Fever

[] Stroke

[[] Suicide Attempt
] Thyroid Problems
[C] Tonsillitis

[ Tuberculosis

[ Typhoid Fever

[] Ulcers

[[] Vaginal Infections
[] Venereal Disease

Allergies

Pharmacy Name

Phone

(Vers.M2S5504)
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FM wa r}/ Fill in health information about your immediate famlly

roion [ age [ S Beal]  ausoorDean | O o Hoodlaves iy o i
Father Arthritis, Gout
Mother Asthma, Hay Fever
Brothers Cancer
Chemical Dependency
Diabetes
Heart Disease, Strokes
Sisters High Blood Pressure
Kidney Disease
Tuberculosis
Other

ospitalizations

Prejmmie:

Year Hospital

Reason for Hospitalization and Outcome

Year of Sex of
Birth Birth

Complications if any

use.
Caffeine
Tobacco

Have you ever had a blood transfusion? [JYes [INo

. . Street Drugs
If yes, please give approximate dates
. o Othe
Serious lliness/Injuries Date Outcome r

Health Habits

Check (v) which you use and how much you

O

ccupational

Check (v) if your work exposes you to:

Stress Hazardous Substances
Heavy Lifting Other
Occupation

To the best of my knowledge, the above information is complete and correct. | understand that it is my responsibility to inform my doctor if I, or my minor child, ever have a

change in health.

Signature of Patient, Parent, Guardian or Personal Representative

Date

Please print name of Patient, Parent, Guardian or Personal Representative

Relationship to Patient

Reviewed By

-/

Date



