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Welcome to Family Health Services of Darke County!
We are pleased to have you as a new patient. To
ensure that your visit runs smoothly, please arrive 15
minutes before your scheduled appointment time.
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Please bring the following documents:

- Your driver's license or state ID card
. Insurance card(s)

. Prescription card(s)

. Completed new patient packet

. A list of your current medications

Thank you for choosing Family Health, and we look

forward to seeing you soon!

Building Healthy Lives Together



FAMILY,  , ,, Authorization to Release Medical Information

7784 O To Family Health
e P 5735 Meeker Road Greenville, OH 45331
| (937)548-9680 Fax# (937)548-2087

QO From Family Health (Address Above)
Physician/Practice/Organization Authorized to Use or Disclose Information

Name of physician/practice/organization

Address

City/State/Zip Phone #: Fax #:
Patient Information

Name of Patient (Print or Type)

Street State City Zip
I understand that this health information may include HIV-related
DOB SSH# . . . . . : .
information and/or information relating to diagnosis or treatment
Phone Number ( ) of pgychia.tric disabilities and/ or substancg a'buse and that by
Information to be Used or Disclosed: signing this form, I am specifically authorizing the release of
The information covered by this authorization includes | information related to:
Q Allrecords 0 Substance abuse (including alcohol or drug abuse)
O Progress Notes O Therapy Notes
Q  Laboratory Reports O HIV related information (including AIDS related testing)
O Radiology Reports X
Q  Operative Reports Signature of Patient or Legal Guardian Date
Q Other

THIS INFORMATION IS TO BE USED FOR THE PURPOSE OF:

O Permanently transferring all records O Patient’s Request
to another provider O Continuity of Care
O For Referral Only O Probation
O Workers” Compensation O Behavioral Health And Wellness School Based
O Second Opinion Counseling
O Legal Q Other
Q Insurance
This authorization is effective foroneyear / /  or specific date less than 1-year / / unless revoked or

terminated earlier by the patient or the patient’s personal representative.
Right to Terminate or Revoke Authorization
You may revoke or terminate this authorization by submitting a written revocation to Family Health.
Potential for Re-Disclosure
The person or organization to which it is sent may disclose information that is disclosed under this authorization again. It
may not be possible to ensure your right to the protection of the privacy of this information once Family Health discloses it to
another party. The potential for re-disclosure does not apply to information related to alcohol abuse or drug abuse diagnosis
and/or treatment.
Rights of the Individual
e  You may inspect or copy the information used or disclosed under this authorization.
¢ You may refuse to sign this authorization.

Signature of Patient or Patient Representative: Date: Witness: Date:

Relationship to patient (Print Name/Relationship):

This information has been disclosed to you from records protected by federal confidentiality rules (42 CFR 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 identification 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 CFR Part 2. A general authorization for the release of medical or other information 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 2.65. You are not protected under
this rule if you are involved in a crime on the premises of the part 2 program or against personnel of the part 2 program, or if reports of suspected child abuse and neglect are made to
appropriate state or local authorities.

Revised 4/18/2023



FAMILY HEALTH SERVICES

Today's Date: f f PATIENT REGISTRATION FORM

FAMILY
Building hedlthy fives

PATIENT INFORMATION:

Last Name First Name M Nickname | Birth Date Social Security #
Patient’s Primary Physician:

Patient Billing Address (Responsible Party) City State Zip
Patient Residence (If different) City State Zip

Which Contact # You Prefer: Can we send notifications? | Consent to share data Birth Gender:

[0 Home Phonet# (

[ Cell Phone # (

)

O Work Phone # ( )

EMAIL:

) M All that Apply:

[ Opt Out
[0 Phone [ Text
OVoicemail [eMessage

with external
healthcare entities:
O OptIn

[ Opt Out

[J Emergency

O Female
O male

Marital Status:
[ Single

0 Married

0 Widowed

[ Divorced

Gender Identity:
O Female
O male

[0 Female-to-Male (FTM) Transgender Male
[d Male-to Female, (MTF) Transgender Female

[ Separated

[ Neither exclusively Male or Female (Genderqueer)

Sexual Orientation:

[ Straight, Heterosexual

[ Bisexual

[ Lesbian, Gay, Homosexual
[0 Don’t Know

[ Choose not to Disclose

Preferred Language:

OEnglish [ Spanish
CChinese [ Japanese
OFrench [ Russian
CArabic
[dIOther:

[ Life Partner | [J Choose not to Disclose [ Other [ Other
Race: [0 Hawaiian/Pacific Islander CAsian Ethnicity:
[ White/Caucasian [ Native Hawaiian [ Asian Indian | [ Hispanic or Latino/Spanish Origin
[1 Black/African American [ Other Pacific Islander [ Chinese [ Non-Hispanic or Latino/Or Spanish Origin
O American Indian/Alaska Native [0 Guamanian or Chamorro O Filipino [OOMexican/Mexican American/Chicano
[d More than one race [d Samoan [ Japanese [Cuban
] Korean [JPuerto Rican
[ Vietnamese | [ Decline
[ Other:
INSURANCE INFORMATION (Please present ALL Insurance Cards and Picture ID to the receptionist): ‘
Primary Insurance Policy # Group # Effective Co-Pay | Policy Holder Relationship
$
Secondary Insurance Policy # Group # Effective Co-Pay | Policy Holder Relationship
$
Dental Insurance Policy # Group # Effective Co-Pay | Policy Holder Relationship
$
Vision Insurance Policy # Group # Effective Co-Pay | Policy Holder Relationship
S

ADVANCED DIRECTIVE:

O No O No

Do you have a living will? [ Yes
REQUIRED REPORTING

Is it on file with your Primary Care Provider? [ Yes

Permanent Housing: | Temporary/Transitional Veteran: Family Income: Preferred Pharmacy:
[ House/Apt/Mobile | Housing: O Yes [0 < $10,000
Home O Shelter L No g 2;8 - :28'888
- $40,
a Home'lfzss/Street Migrant Agriculture Worker: | 640460 000
[ Transitional [ Yes [ $60,000 <
O Temporarily Living with O No
Friends/Family Seasonal Agriculture Worker:
[ Permanently Living (NON OH/IN Residents)
Family Size: with Friends/Family O Yes
O Other: O No [ Refuse to report

Family Health is required to report the following information annually. You do have the right to refuse to report.

Page 1 of 2 Revised 05/03/23



FAMILY HEALTH SERVICES ﬁ migy
O Kiosk Check-In PATIENT REGISTRATION FORM o e

RESPONSIBLE PARTY:
Last Name First Name MI | Social Security # Birth Date Relationship

Employer Name: Employer Employer Phone:
Address: ( )

| understand that by signing this form, | agree to pay all balances pertaining to the services rendered. If | do not pay or should my account become
delinquent, | realize that my information may be sent to a collection agency. | authorize my healthcare provider and/or entity authorized by my
healthcare provider, including those using automated dialing systems, to communicate with me for any reason by any telephone number, email, and
mailing address provided.

X

Patient Name/Responsible Party (Print) Signature of Patient/Responsible Party Date of Signature
[0 patient CdParent CdGuardian

IF PATIENT IS UNDER 18 YEARS OLD:

Is there custody involvement? [ Yes [ No *If yes please see front desk for Acknowledgement of Child Custody Matters
Parent/Guardian #1 Parent/Guardian #2

First Name | Last Name First Name | Last Name
Phone: Phone:

EMERGENCY CONTACT:

Name Relationship DOB Phone

Health Insurance Portability and Accountability (HIPAA)

Accountability for Release of Health Information/Notice of Privacy Practices
Authorization for Release of Health Information
| authorize that the following people may have access to my health information. | understand that the physician must have looked
at and signed off the information before it will be copied and given to the authorized person(s) named below.

Name Relationship Phone ( )
Name Relationship Phone ( )
Name Relationship Phone ( )
Name Relationship Phone ( )

| wish to be contacted in the following manner (check all that apply):

CJHome Telephone: ( ) Clwritten Communication
[J O.K. to leave message with detailed information [J O.K. to mail to my home address
[0 Leave message with call-back number only [0 O.K. to mail to my work address

[0 O.K. to fax to this number
Owork Telephone: ( )
[J O.K. to leave message with detailed information Oother:
[0 Leave message with call-back number only

Notice of Privacy Practices
Acknowledgment of Receipt Patient’s Name (PRINTED)

Family Health Notice of Privacy Practices provides information about how we may use and disclose protected health information
about you, the patient.

I, the patient (or Patient Representative on behalf of the patient) acknowledge that | have seen or received a copy of the Family
Health Notice of Privacy Practices.

Patient’s Name (PRINTED) Relationship to Patient
X
Patient Signature or Patient’s Representative Date

[ 1Check here to opt out of receiving notifications regarding fund-raising efforts Family Health may undertake.
Page 2 of 2



Consent to Treat Minor Patient-Without Parent/Legal Guardian Present

By law, any child under the age of 18 years old cannot be seen by a doctor without consent from a parent or legal
guardian. If the minor arrives with someone other than a parent or legal guardian, or arrives unaccompanied, we must
have written permission from the parent or legal guardian that the person accompanying the minor has been appointed
by you to act on your behalf, or that the minor can act on their own behalf.

Minor’s Name: Date of Birth:

For those occasions when you may not be with your child, please list those individuals who may give us consent to
see your child:

Name: Phone: Relation to Patient:
Name: Phone: Relation to Patient:
Name: Phone: Relation to Patient:
Name: Phone: Relation to Patient:
Name: Phone: Relation to Patient:
Name: Phone: Relation to Patient:

LIMITATIONS: Identify any specific limitations on the kinds of services for which this authorization is given. (If
none, state “none”).

AUTHORIZATION: I (parent/legal guardian name) request and authorize
Family Health Services of Darke County, Inc. and its personnel to deliver routine medical care to the minor person
listed above as may be deemed necessary or advisable in the diagnosis and treatment of the minor person. I am also
aware that the adult presenting the minor, or the minor is responsible for payment of the patient portion at the time
of service. I have the legal right to preauthorize Family Health Services of Darke County, Inc. and its personnel to
deliver routine medical treatment and services to the minor. Routine medical care and interventions may include, but
are not limited to: medical evaluation, physical exam, immunizations, injections, x-rays, lab work (examples: throat
or nasal swabs, blood draws, wart treatment with liquid nitrogen, minor burns, minor suturing of lacerations). I have
read, understand, and give my consent as stipulated above. My signature means that I have read this form and/or have
had it read to me and explained in the language that I can understand.

This consent shall be in effect for [ ] Date: (Only) [ ] Indefinitely, until revoked by written notice.
Parent or Legal Guardian (please print) Phone Number Relationship
Parent/Guardian Signature Date

Return to Family Health in-person or send to:
Fax: 937.548.2087
Email: medicalrecords@familyhealthservices.org



mailto:medicalrecords@familyhealthservices.org
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bealthy e Pediatric Comprehensive Patient History
& together
’ [ ] New Patient [ ] Established Patient ~Today's Date:
Parent(s) Name:
Child’s Full Name: Date of birth: Sex (]M []F
Child’s Doctor: Referred by:

Child’s Medical History [ | Unknown

] No Significant Medical History

Pregnancy/Birth History: Check all that apply
[ ] Mother's age at delivery

Complete below section if child is less than 5 years old or if there was a significant/complicated pregnancy history

Month prenatal care began
Weeks of pregnancy

Birth Weight [] C-Section [ ] Vaginal

Pregnancy Complications:
[] Infections [ ] Diabetes [ ] Pre-eclampsia

] Multiple Gestations
[] Other

Medications:

[] Infections

Birth/Newborn Complications:

[] Other

During pregnancy, the child’s mother:
[ ] Smoked - How much?

[ ] Drank alcohol - How much?

] Premature? - How early?
[] NICU stay? — How long?

Current Medications: Allergies to Medicines: Reaction:
This Child has been DIAGNOSED with: Child’s SURGERIES [ ] None
] ADD/ADHD Age: [ ] Appendectomy Age: [ 1 Eye Surgery Age:
[] Allergies/Hay fever Age: [] Adenoidectomy Age: [] Hernia repair Age:
E ﬁnehmia ﬁge: E Ear Tubes Age: [] Tonsillectomy Age:
sthma ge: Other Age:
[] Autism Age: [] Other Age:
[] Bipolar Disorder Age: - oo
[ ] Blood Disorder/Sickle Cell  Age: Chl|d.S!'|OS.pIt'allzatlonS. .
. Hospitalization: Age:
[] Broken Bones - Detail below oo .
Age: Hospitalization: Age:
: Hospitalization: Age:
Age: o .
[ Cancer-Type: Hospitalization: Age:
o Age___ Child’s Family History: Check the diagnoses given to the child's relatives. [ ] Unknown
[ Celiac Disease Agei_ Please circle relationship M=Mother, F=Father, S=Sibling(s),
E gh'th?” tPOX 299:— GM = Grandmother, GF=Grandfather, 0=Other Relative(s)
O] D:;zs;;ﬁn Ag:— Diagnosis of relative: Relationship to child  Diagnosis of relative: Relationship to child
C] Developmental Delay Age [] ADD M F S GM GF O | [] HighBloodPressure M F S GM GF O
[] Diabetes Age: [ ] Allergies M F S GM GF O | [] High Cholesterol M FSGM GF O
: A— [] Anemia M F S GM GF O | [] LeaningDisabiity M F S GM GF O
[ ] Frequent Ear Infections Age: Y
e , [] Asthma M F S GM GF O | [] Psychiatricllness M F S GM GF O
[] Gastrointestinal disorder Age: , )
L , [ ] Autism M FS GM GF O (Depression,
[] Headaches/migraines Age: , -
Nl , [ ] BloodDisorder/ M F S GM GF O addiction, etc)
[] Learning Disability Age: ) ) ,
[] Pneumonia Age: Sickle Cell [] Seizures/epilepsy M F S GM GF O
[] Scoliosis (curved spine) Age'— [ ] Cancer M F S GM GF O | [] SIDS(cribdeath) M F S GM GF O
; ; : [ ] CeliacDiscase M F S GM GF O | [] Stroke before M FSGM GF O
[ ] Seizures/epilepsy Age: ,
[] Skin Issues Age: [ ] Diabetes M FSGM GF O age 55
. [ ] Gastrointestnal M F S GM GF O [] Sudden Death M FS GM GF O
L] Stomach Problems nge disorder before age 50
UTI/Bladder Infecti Age:
E Other e g [] Heatdiseass M F S GM GF O | [ Other MF S GM GF O
before age 55
Social/Environmental
Child lives w/: Adopted [ ] Other
[ ] Parent(s): [ ] Together [ ] Apart/Shared Smokers live in home with child? [ ] Yes [] No
[ ] Mother Child attends day care? []Yes []No
[] Father Pets in the home? []Yes []No
[] Relative Well water? []Yes []No
[] Other Home built before 19607 []Yes []No




Date Complete/Updated:
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Patient Name: Date of Birth:

What is your current housing situation?

J I have housing

[ 1 do not have housing (staying with others, in a hotel, in a shelter, living outside on the street, on a beach, or in a park)
[ I choose not to answer this question

Are you worried about losing your housing?
L Yes

I No

[ I choose not to answer this question

[ Less than a high school degree

[ High School diploma or GED

I More than high school

I 1 choose not to answer this question

[ Unemployed and seeking work

L] Part time or temporary work

I Full time work

[0 Otherwise unemployed but not seeing work (ex. student, retired, disabled, unpaid primary care giver)
[ I choose not to answer this question

In the past year, have you or any family members you live with been unable to get any of the following
when it was really needed? Check all that apply.

[ Food

1 Clothing

[ Utilities

[ Child care

[J Medicine or any health care (medical, dental, mental health or vision)

[J Phone

[ Other

[J I do not have problems meeting my needs

[ I choose not to answer this question

Has lack of transportation kept you from medical appointments, meetings, work or from getting things

needed for daily living?

[ Yes, it has kept me from medical appointments or form getting my medications

[ Yes, it has kept me from non-medical meetings, appointments, work, or getting things needed for living
I No

[ I choose not to answer this question

Page 1 of 2
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Date Complete/Updated:

How often do you see or talk to people that you care about and feel close to?

For example: talking to friends on the phone, visiting friends or family, going to church or club meetings)
[ Less than once a week

[0 1 or 2 times a week

[J 3 to 5 times a week

[0 More than 5 times a week

[J | choose not to answer this question

How stressed are you?

Stress is when someone feels tense, nervous, anxious, or can’t sleep at night because their mind is troubled
[ Not at all

[ A little bit

[0 Somewhat

[0 Quite a bit

[ Very much

[J I choose not to answer this question

In the past year, have you been afraid of your partner or ex-partner or someone in your hoursehold?
dYes

I No

CUnsure

[J I have not had a partner in the past year

[J | choose not to answer this question

How often do you need to have someone help you when you read instructions, pamphlets, or other written

material from your doctor or pharmacy? (Nurses: Document under HPI> General> SILS)
1 (never)

[ 2 (rarely)

O 3 (sometimes)

1 4 (often)

1 5 (all of the time)

Would you like staff to contact you for help with any of these needs? (Staff: If Yes, Send Referral to CHW)
L Yes
I No

Page 2 of 2
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¢ INFORMED CONSENT FOR TELEHEALTH

This Informed Consent for Telehealth contains important information focusing on providing
healthcare services using the phone or the Internet. Please read this carefully and let me know if
you have any questions.

Benefits and Risks of Telehealth

Telehealth refers to providing remote services using telecommunications technologies, such as
video conferencing or telephone within Family Health’s scope of services such as medical, dental,
and behavioral health. One of the benefits of telehealth is that the patient and clinician can
engage in services without being in the same physical location. This can be helpful particularly
during the Coronavirus (COVID-19) pandemic in ensuring continuity of care as the patient and
clinician likely are in different locations or are otherwise unable to continue to meet in person. It
is also more convenient and takes less time. Telehealth, however, requires technical competence
on both our parts to be helpful. Although there are benefits of telehealth, there are some
differences between in-person treatment and telehealth, as well as some risks. For example:

e Risks to confidentiality. As telehealth sessions take place outside of Family Health
Services, there is potential for other people to overhear sessions if you are not in a private
place during the session. On my end, | will take reasonable steps to ensure your privacy.
It is important; however, for you to make sure you find a private place for our session
where you will not be interrupted. It is also important for you to protect the privacy of
our session on your cell phone or other device. You should participate in therapy only
while in a room or area where other people are not present and cannot overhear the
conversation.

e Issues related to technology. There are many ways that technology issues might impact
telehealth. For example, technology may stop working during a session, other people
might be able to get access to our private conversation, or stored data could be accessed
by unauthorized people or companies.

e Medical emergency/ Crisis management and intervention. Usually, | will not engage in
telehealth with clients who are currently in a crisis situation requiring high levels of
support and intervention.

Electronic Communications

You may have to have certain computer or cell phone systems to use telehealth services. You
are solely responsible for any cost to you to obtain any necessary equipment, accessories, or
software to take part in telehealth.



Treatment is most effective when clinical discussions occur at your regularly scheduled
appointments. But if an urgentissue arises, you should feel free to attempt to reach me by calling
the office or the after-hours provider on call. If you are unable to reach me and feel that you
cannot wait for me to return your call, and if you need immediate attention, go to the nearest
emergency room or call 911.

Confidentiality

| have a legal and ethical responsibility to make my best efforts to protect all communications
that are a part of telehealth services. The nature of electronic communications technologies,
however, is such that | cannot guarantee that our communications will be kept confidential or
that other people may not gain access to our communications. | will try to use updated
encryption methods, firewalls, and back-up systems to help keep your information private, but
there is a risk that our electronic communications may be compromised, unsecured, or accessed
by others. You should also take reasonable steps to ensure the security of our communications
(for example, only using secure networks for telehealth sessions and having passwords to protect
the device you use for telehealth).

The extent of confidentiality and the exceptions to confidentiality that | outlined in my Notice of
Privacy Practices still apply in telehealth. Please let me know if you have any questions about
exceptions to confidentiality.

Appropriateness of Telehealth

| will let you know if | decide that telehealth is no longer the most appropriate form of treatment
for you. If you decide telehealth is not optimal for you, it is important to let me know. We will
discuss options for other types of appointments.

Emergencies and Technology

Assessing and evaluating threats and other emergencies can be more difficult when conducting
telehealth than in traditional in-person treatment. To address some of these difficulties, we will
create an emergency plan before engaging in telehealth services. | will ask you to identify an
emergency contact person who is near your location and who | will contact in the event of a crisis
or emergency to assist in addressing the situation. | will ask that you sign a separate
authorization form allowing me to contact your emergency contact person as needed during such
a crisis or emergency.

If the session is interrupted for any reason, such as technological connection failure, and you are
having an emergency, do not call me back; instead, call 9-1-1 or go to your nearest emergency
room. Call me back after you have called or obtained emergency services.

If the session is interrupted and you are not having an emergency, disconnect from the session
and | will wait two (2) minutes and then re-connect you via the telehealth platform on which we



agreed to conduct treatment. If | do not connect via the telehealth platform within two (2)
minutes, then call me at the Family Health office phone number | provided you (937-548-9680).

Fees

The same fee rates will apply for telehealth as apply for in-person appointments. It isimportant
that you contact your insurer to determine if there are applicable co-pays or fees which you are
responsible for. Insurance or other managed care providers may not cover sessions that are
conducted via telecommunication. If your insurance, HMO, third-party payor, or other managed
care provider does not cover electronic therapy sessions, you will be solely responsible for the
entire fee of the session. Please contact your insurance company prior to our engaging in
telehealth sessions in order to determine whether these appointments will be covered.

If there is a technological failure and we are unable to resume the connection, your provider will
code to the specificity of what you were able to complete during the appointment.

Records

The telehealth sessions shall not be recorded in any way unless agreed to in writing by mutual
consent. | will maintain a record of our session in the same way | maintain records of in-person
sessions in accordance with my policies.

Informed Consent

This agreement is intended as a supplement to the general informed consent that we agreed to
at the outset of our treatment together and does not amend any of the terms of that agreement.

Your signature below indicates agreement with its terms and conditions.

Patient Signature or Patient Representative Date

Patient Name DOB



PATIENT RIGHTS AND RESPONSIBILITIES

Our purpose is to assist our patients in “...building healthy lives” through integrated and
coordinated care. To achieve good health requires your full participation. We cannot give
you “good health,” but we can be a valuable partner in this effort. This partnership
requires that we both respect this relationship.

You have a right to:

A response to your request for treatment, within
the scope of Family Health’s mission, capacity,
and protocols. The individuals treating you
should be identified by name and their
professional status made know to you.

Receive courteous, considerate, and respectful
behavior from all staff members.

Request assistance if your vision, hearing, English
language skills, or other situations limit your full
and informed participation in your care process.

Confidential treatment. You have the right to
approve or disapprove the release of any records
except when law requires release.

Information regarding your diagnosis, treatment,
and prognosis so you can participate in decisions
about the intensity and scope of your treatment.

Care that takes into consideration your
psychological, social, and cultural values.

Accept or refuse treatment to the extent permitted
by law. You also have the right to be informed of
the medical consequences of refusing treatment.

Consider ethical issues that arise in your care.
You have the right to have your guardian, next of
kin, or legally authorized responsible person make
decisions for you if you are unable to participate
yourself.

Be made aware of advance directives, (Living
Will, DNR orders, etc.) and to know how this
organization will respond to such advance
directives.

You have the responsibility to:
Be prompt for all scheduled appointments.
Cancel an appointment within 24-hours.

Follow the medical treatment plan developed
between you and your physician/clinician. If you
do not believe you can complete the treatment
plan for any reason we ask that you make your
concerns known to the clinician caring for you so
that other options can be considered.

Be courteous and respectful to all staff and other
patients and visitors.

Pay the required fee at time of service. If unable
to do so, it is your responsibility to make other
financial arrangements with our billing
department.

If you feel your rights have been violated or are
not pleased with your care at Family Health in
any way, please ask to speak with an
administrator or call us at 937-548-3806.

N Pealth
" Building healthy lives
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N Pealth, NOTICE OF PRIVACY PRACTICES

Building healthy lives
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

Uses and Disclosures

Treatment. Your health information may be used by staff members or disclosed to other
health care professionals for the purpose of evaluating your health, diagnosing medical
conditions, and providing treatment. For example, results of laboratory tests and procedures
will be available in your medical record to all health professionals who may provide treatment
or who may be consulted by staff members.

Payment. Your health information may be used to seek payment from your health plan, from
other sources of coverage such as an automobile insurer, or from credit card companies that
you may use to pay for services. For example, your health plan may request and receive
information on dates of service, the services provided, and the medical condition being treated.

Health care operations. Your health information may be used as necessary to support the day-
to-day activities and management of Family Health. For example, information on the services
you received may be used to support budgeting and financial reporting and activities to
evaluate and promote quality.

Law enforcement. Your health information may be disclosed to law enforcement agencies to
support government audits and inspections, to facilitate law-enforcement investigations, and to
comply with government-mandated reporting.

Public health reporting. Your health information may be disclosed to public health agencies as
required by law. For example, we are required to report certain communicable diseases to the
state’s public health department.

Other uses and disclosures require your authorization. Disclosure of your health information
or its use for any purpose other than those listed above requires your specific written
authorization. If you change your mind after authorizing a use or disclosure of your information,
you may submit a written retraction of the authorization. However, your decision to revoke the
authorization will not affect or undo any use or disclosure of information that occurred before
you notified us of your decision to retract your authorization.

Additional Uses of Information
Appointment reminders. Your health information will be used by our staff to send you
appointment reminders.

Information about treatments. Your health information may be used to send you information
that you may find interesting on the treatment and management of your medical condition. We
may also send you information describing other health-related products and services that we
believe may interest you.

Fund-raising. Unless you request us not to, we would be able to use your name and address to
support any fund-raising efforts we might undertake. If you do not want to participate in fund-
raising efforts, please check off the box on the Acknowledge of Receipt form you will sign
proving you received this privacy notice.



Ohio Health Information

Your doctors and healthcare providers can use the electronic network to securely provide
access to your health records for a better picture of your health needs. We and other
healthcare professionals may allow access to your health information through the CliniSync
Health Information Exchange for treatment, payment, or other healthcare operations.

Individual Rights
You have certain rights under the federal privacy standards. These include:

e The right to request restrictions on the use and disclosure of your protected health
information

e The right to receive confidential communications concerning your medical condition and
treatment

e The right to inspect and copy your protected health information

e The right to amend or submit corrections to your protected health information

e The right to receive an accounting of how and to whom your protected health
information has been disclosed

e The right to received a printed copy of this notice

Family Health’s Responsibilities
We are required by law to maintain the privacy of your protected health information and to
provide you with this Notice of Privacy Practices.

We also are required to abide by the privacy policies and practices that are outlined in this
notice.

Right to Revise Privacy Practices

As permitted by law, we reserve the right to amend or modify our privacy policies and
practices. These changes in our policies and practices may be required by changes in federal
state laws and regulations. Upon request, we will provide you with the most recently revised
notice on any office visit. The revised policies and practices will be applied to all protected
health information we maintain.

Request to Inspect Protected Health Information

You may generally inspect or copy the protected health information that we maintain. As
permitted by federal regulation, we require that requests to inspect or copy protected health
information be submitted in writing. You may obtain a form to request access to your records
by asking the receptionist or privacy officer. Your request will be reviewed and will generally be
approved unless there are legal or medical reasons to deny the request.

Complaints

If you would like to submit a comment or complaint about our privacy practices, or if you
believe your privacy rights have been violated, you can do so by sending a letter outlining your
concerns to the address below or by call the administration department at 937-548-3806.

You will not be penalized or otherwise retaliated against for filing a complaint.

Contact Person

Privacy Officer

Family Health Services of Darke County
5735 Meeker Rd.

Greenville, Oh 45331

937-548-3806

Effective Date

This notice is effective on or after April 1, 2003.
Amended: July 9, 2013, April 12, 2022

Jared Pollick, Executive Director
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No-Show Policy

15t No-show, a card will be sent

2" No-show, a letter will be sent informing the patient they
have been converted to Stand-By-Status.

+* While in Stand-By Status, when you need an appointment:

e Call orinquire at the front office for a same day/stand-by
appointment

e You will be advised of the time frame in which an
appointment may become available.

e Once you are waiting in the parking lot, please notify the
front office.

% Stand-By Status Once you complete two stand-by visits, you
are reinstated to regular status. If you fall back into stand-by
status, you will no longer be able to schedule appointments
with Family Health in any department.

Please be responsible and notify Family Health at least 24 hours in
advance if unable to keep an appointment time and arrive within a
15-minute timeframe of the start of the scheduled appointment.



PAYING FOR CARE

We pride ourselves on our
unique commitment to providing
healthcare for all individuals,
regardless of their insurance,
financial status or ability to pay,
offering solutions such as sliding
fees to ensure accessibility.

Insurance

Patient Navigators are available

to answer questions and assist
patients about insurance coverage.
Please bring your insurance cards to
each appointment.

Payment for services

Co-pays and deductibles not
covered by insurance plans are due
on the day of services.

Discounted rates
Discounted sliding fee program for
qualified individuals are available.

Prescriptions

Discounted prescriptions may be
available through pharmacy Patient
Assistance programs for qualified
individuals.

OUR BOARD

A Board of Directors, made up of
health center patients, community
members and area professionals
governs FHS. The board

oversees policy, budget, quality
improvement, and decisions
impacting the Health Center.

ESTABLISH YOUR PATIENT-
CENTERED MEDICAL HOME
WITH FAMILY HEALTH SERVICES
TODAY TO BUILD HEALTHY
LIVES TOGETHER.

Same day scheduling and
extended hours are available.
Call center staff will assist

in scheduling appointments
or check our online
scheduling option.

Please see our website for
hours and locations:

familyhealthservices.org
937-548-9680

PATIENT-CENTERED

MEDICAL HOME

Family Health Services of Darke County is an accredited
Patient-Centered Medical Home (PCMH), which is a system
of care in which medical professionals work together as a
team to provide all of your health care needs.

Itis NOT a building! It is a model of care designed to
improve the coordination of your health care with an
emphasis on your overall well-being. The goal of our health
care team is to provide the best possible outcomes for you.

FAM|
A

BUILDING HEALTHY LIVES TOGETHER



As our patient, YOU are the center of your care team

and the most important part of the Patient-Centered
Medical Home team.

When you take an active role in your health and work closely with your care
team, you can be sure you are getting the care you need. Your care team
involves you in decisions about your health care, which helps you to develop
a stronger relationship with them.

The primary goal of the care team is to coordinate and provide the services
and care that are right for you. Your care team can include your primary
care provider, clinical staff, care managers, behavioral health and wellness,
pharmacy, dental, lab, support staff, WIC and front desk personnel. The
team also strives to offer support and services to your family as part of the
PCMH team, including care coordination activities for specialists.

PRIMARY
CARE
PEDIATRICS

©

HOME

wr®

PHARMACY

BEHAVIORAL
HEALTH

Core Principles of PCMH:

« Ongoing relationship with your primary care physician and the
treatment team that supports your health, such as acute care
providers and specialists

« Whole-person perspective and care
- Coordinated and integrated providers and systems
« Centralized quality and safety

« Enhanced access to care

What PCMH Means for You:

« Comprehensive primary care (personal and focused
on quality care)

« Electronic medical records and patient portals
to communicate and coordinate your care ———>

« Actively working to maintain your records and minimizing care gaps
through personalized outreach when certain test and/or lab results
are not in your chart.

Family Health provides primary care and health education
for pediatrics through senior health care, behavioral health

and wellness, women's health, dental, eyecare, pharmacy
and home health services.
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340B Helps Us Help You!

We participate in a federal government program known as the 340B drug
pricing program. This requires most drug companies to provide
discounts to safety net hospitals and clinics at no cost to the taxpayer.

What this means for you:
e Helps us provide affordable medications to our patients
* Comprehensive care for more patients regardless of insurance status
e Providing access to management of chronic care diseases such as
diabetes, COPD/asthma, and high blood pressure
* Provide more services such as:
o Dental, vision, behavioral health, pharmacy and delivery
e Offset losses from providing care without compensation

%u&fé{f:% @é&@ lives Tga%a/



Family Health Pharmacy

Now offering:

Prescription delivery and Curb side pick-up
¢ FREE deliveries Monday through Friday
o 1:00PM to 5:00PM
o 1 free delivery each calendar month. Afterwards, subject to
$5 delivery charge

e Must fill prescriptions at Family Health Pharmacy

e Recommended to be enrolled in the free medication
synchronization (med sync) program

e Address must be in Ohio within 20 miles of the Family Health
Greenville location

e No delivery on Saturdays or observed holidays

e Upon delivering, someone has to be present in order to sign for
the prescriotion delivervy

RLocal

@ Mobile Refills

a Order and manage medication
refills using your phone.

@ Reminders

Set reminders to pick up or
request refills.

Set reminders to take your

medications.

Can Select Delivery or Pick Up

If you have any questions, please call the pharmacy at 937-548-2953.




Discount Services Offered

e  Medical office visits/procedures

e After hours visits

e Nursing home visits

e Hospital visits

e Pharmacy

e Behavioral Health Counseling / Social Services
e Imaging and laboratory

e Dental services

e Eyecare services

Discounts may not apply or may vary depending on
the supply, prescription and/or procedure.

Income Considerations

The sliding fee discount is based on family size and
total gross income (yourself, spouse or significant
other, children under 18, and parents, grandpar-
ents and adult children if applicable).

Gross income is the amount you make before de-
ductions and taxes. This would be your adjusted
gross income on your taxes, plus any non-taxed
social security, child support, alimony, unemploy-
ment, and pension.

If unemployed, come in and fill out a No Proof of
Income Form and explain how you are being sup-
ported.

FAMI LY,
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Sliding Fee

Program

Accredited by

Accreditation Association
FQH( for Ambulatory Health Care, Inc.

¢HRSA
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Renewing Your Sliding Fee

. - _ _ Building Healthy Lives Together
It is important to keep your sliding fee information

Family Health Services of Darke County, Ine.

‘uossed EUCINDDE YDES JOLDFE S5 PPE TUOSISd 8 UEY] SUOLW YU SPO0YSSN Oy SSHIE S J0d

+ Ier'sor S |osp'sor 5 - T97'EeS [09TTe S - TROES |080'&L § - TO6'S9S | 008SS S - TELTSS |0ELTS S - 08 g
+ 189'%6 S |o8g9've S - orE'EES [SeRTE S - TTOTLS |OT0'TL § - 94T'BSS | SATES S - THEURS |OFEUR S - 08 £
+ 1Z6'ce S|oze'eR § - TEvELS [oev'sL S - Tv6'79S |0vEe'TD § - TSFTSS |0SFES S - TOETHS |095'TF S - 05 9
= 1o1'ss s|ooT’es S - 9TO0WES [STOWS S - TeEwss |osE%S § - oE'seS |SEfsy$ - TES9ES |08s9E S - 08 g
+ 1079 S|oov'is S - To9wsS [009'%vs S - Tog'ers |oog'er § - TOO'BES | 000GE S - TOTTES |00TTTE S - 0% ¥
= I79'Ts S|ov9'Ts § - 98U'SyS [S8rsy S - Tes'ses [o0ss'sE § 0 - 9ur'TES |sSiTeE § - TEe'ses |oEg'st § - 08 €
+ 1880y S |osg'or S - Ter'ses [ous’se s - To99'0ss |o9g'oE § - TSS'SES |0SSST S - TEPOES |ov0T S - 08 T
= 1et'os s|ogrtios S - 95e'ozs [sSse'9sr S - TesTes |oss'ic § - 9EE'STS | SEEST $ - T80'STS |090°ST S - 08 T
JW0U| [enuuy 2215 Ajuaey
aseyd

a3y |iny 00T°TS 0065 008S o00Ls e JULIEIL| OYUQ PIUWIT PuE 3AdI0IRIU|

ageya adueyd jeutwou ad1eyd jeulwou aueyd jeuwou adeya | wsn._num....__nmqwm_:ﬂw.“ “M“

=D leulwou £S$ 01 dn 357 0G5S 01dn 3g0e 0255 01 dn3ge 0055 010N 30 GeFS 01 dn gy TSUID S3INp30ig Pue SSIING 10TeR w_mEm._ ~.u@3.._uo

sfrea nE:_uﬂ.o.E pue wun._%._:w hr:.O SIA 124

a3y Ing 05TS oFTs 0ETS 0TS oueg g PuE s3oueldiy xmnig

leuiou 0TTS SUMOI] 72130 PUB S|BUED 100Y :U100] 134

sy sdn ping 2407 pue sSuljj4 30eUNS AI0W 10 § Y100] J3d

a3y Iny 0ZTS 0TTS 0TS 065 |eunuou ggs§ SAINP00I4 PUR SILIZUNS YLD :USIA 12d

SIUIIY PO-U| YAy Jad

SEUILE3| ) PROUBA DY (JUBIPEND J3d

sEre sauiy

33y [iny ogs 595 (1= [543 e T 2BUNG £-T * SWNMOI] [321§ SSIUIRIS ‘SUORIRING YI00] J3d

: SI2UIBIUIEY ADedS “SaUNPad0sd

PUE S3UARING JOUIA A0S ‘SIUBIEAS ‘SUSIA JBNEAY MUSIA 134

%00T anoqy %00T - 94T HGLT - TST 05T - T *SET - TOT 00T - %0 saulRpIng Auanod [B13p2d %

4 3pis 33ps a=2pus 23S 8 3ps W 2Aps

SZOT TE PRI - #T0T ‘T ABnig=d S=1eQ SnDay]

SZ0T-¥20T dNPayds Junodsiqg 324 Sulplis [euag |-

SZ0T ‘TE Y24 - #207 ‘T MenJgad 1s3leq am0ay3

S20Z-C0¢ 2|NpPayIs Junodsig =294 mr__ﬁ.__m

n < 1
| © (%] =
> D .. 2 - S XS 28 S
= c — +— =
c s 873 = ] @2 2 E€E®m 38 3§ ©
[t n ©® © o [} = c O o &£ T Q@ =
- n 9 Q e - O C S o o o~ ©O o
o = = c c 5 < O > 0 9 o < =
< S c 5 5 o 3 © 2 £ & © £
o < 9 3 7 £ o 9 ©o a © g = =
Q c 9 2 o o > S O c T ® O > [0}
o S = = ESZ226 <& =5 >00 2 S
c e = w ) © = ¥ © £ > - O o T c o (@]
© 2 2 9 2 c £ 3 s N o T o5 c 9
< N 5 = o 90 o0 > E o E © 25 . %)
(&) — 9 o = L S QL o = S rm & > 32 o N ™
2 2 5 2 9 £ o ) o = 9 L \
) > > s 3 © O O 3 @ = > — I~ AN
e o 9 .G ) S © o S5 o 9 O S = P Y 0 < o
S > 0G0 = o T O E QL 2 o 8@ O ¢ = o R o © o
8 > = 2« = © 8 2 0 £ 5 T o QG E S 5 0 L S 9 &
. C o o > u n o s = '35 > 0 oV.vJ @ joX o =2 . O~ © o o
8 C o 3 5 £ © g E oo ol © %5 1w = 2 € P n g ® 29
— v S5 = — 2 0 S S O %) . i © Yo
o ©O e o © el < © + ] - T Vv S o O S 0 O m R N
= w § 3= (1] n = 9 - ) “ O B © = o = O o9 - N N ~
52 c@&o09 € 80820 2EGEST8E 2202 Y Y
»n 5 o = o S = o 2 R © 5
v & 2 WS> 5 = 2=z 82 38 2% 8% oo o oo N B Y PN 2R
L € 5 S @ O © < T 05 < 2 08 L2 0o 4 © o 50 SR I To B o = B
o . T O > L= O = 3> 5 4 = Q £ ¢c T O g & © % oI LMD s o
o 5 S5 = O S 0 £ © c 1 o c - 09 £ &% oL .. — 5 @ . 0>
89 223§ S s88oFIT 5802wy w2 o 83Ty
(&) = . = = = (IS .. =
T 2 = w 5 E = © Wo T 4 % w E S _.m o © bo} ..hL o = =2 T s 2 =S =
o & o > 2 3 C © 590 82 = S = = £ = 2 5o 8 c o S
;B 0o € = 5 © T T 2 3 > coc T ESs®Q >o 9o £ & 8 2 2 .5
£ O N 0 ] o > 92 S E 2 & O T g oD O O 2 c T o 0o € o 0 @
— = > = w [e) ()
o Z o X 5z O = <= 0o o o o o > < o c c OmAOo<< >Z2 >
o Q « X (=% =1 = © 5 & = _
5 Bos E 5528 © 8 o0 458 T e
O e e Z 0o = - L 2T S e o = E oo e e & O © o o o o o o o
‘uosad |[BUCLIPPE Y222 J0) DRE'SS PPE ‘Su0siad § UBL] 2U0W YLIM SPI0Y35N0Y /531 IWEe 4 104
+ TEP'S0T S | ObP'SOT S - T92'EZ6S | 09226 S - TBO'G/S | 080645 - TOG'S9S |006'99 S - TTL'Z5s | 02L'T5 S - 05 2
+ 18976 S | 0896 S - 9v2'7ES |SYEEE S - TIO'TLS |OTOTLS - 941655 |GLT'65S - TPELWS | OPELr S - 08 L
+ TZ6'E8 S |0ZR'E® S - TEVELS |OEVEL S - THE'E95 |OV6'Z9S - TS¥ESS |0S¥'Z5S - T96'THS | 096'TH S - 05 9
+ T9T'eL S |09TEL S5 - 9T0W9S |STOW9 S - TLB'WSS |OL8'WSS | - 924%kS | S2L'sw S | - TB5'9ES | 0BS'9E S -05 g
+ T0¥'e9 S |00¥Z9 S - TO9'pSS |009'%S S - TOR'9¥S |008'9vS - TO0'6ES |000'6E S - TOZ'TES |00T'TE S - 08 ¥
+ Tr9'TS S |OP9TS S - 98T'SkS |S8T'St S| - TEL'SES |0EL'8ES | - 9£2°T€S | SaLTTe s | - |128'ses | 0e8'st S - 05 £
+ 1880y 5| 0B8'OF S - T/£'5€S |0L4°5€ S - T99°08S | 099°0ES | - 155525 | 055' S | - |Tvv'0ZS | Ovv'0T S -05 z
+ TZT°0f S |0ET'0E S - 95€'92S |G5€'92 S - 165275 | 065725 - 978915 |SZ82'Er S - 190'SsTS | 090'sT S - 08 T
BLWOIU| [ENUUY azis Ajwe4
334 1Iny 00E'TS 00z'Ts 00118 000'T8$ S3Jey |euiwou go6s Aug Aanjag go
234 [Iny [T &3 00128 000'2S 006'TS 3FIELpP |BUIWIOU D0BTS A3n2a YyIm sUSIA 80
e e wnuxew winu xew adiey (winuwiunw
sl ! T ! Ll SE$ 13un %58 0TS 13uN %06 |eulwou STS J3UN %56 §$) 3u3uaD Aeuneyy
e e nuXeLw winuw xew Fdeyp [T
Iy _ L _ [OLELrs SES [13UN %59 0ES [13uUN %0L |EUILIOU SZS JIUN %SL 56) puesg foeuneyq
334 |Iny 65 85 L5 ES Qdiey jeuiou 5§ SHSIA Buldeped 20ui3ypy
334 [Iny 585 59% 555 SES 3dseip [eulwiou 578 HOLEIA pEE
‘YyeaH |eJoneyag ‘|ENpIN
%00T Anoqy %00Z - 94T %SLT - TSL %0ST - 92T %SZT - TOT %00T - %0 S3U2PIND Auanog |e4apad %
4 2pIIS 1 3pIs aspls J2PIS 42pls VAL

Print Date: 02/05/2024



	Pediatric NP Packet Combined
	New Patient Welcome Letter
	Authorization to Release Medical Information (updated 4.2023)
	PATIENT Registration NEW 5.3.23

	Consent to Treat Minor Patient
	Pediatric NP Packet Combined
	Pediatric Health History Form
	PRAPARE Abbrev. Revised 08.10.2023
	INFORMED CONSENT FOR TELEHEALTH 4.10.24
	PATIENT RIGHTS AND RESPONSIBILITIES
	NOTICE OF PRIVACY PRACTICES 2023
	2022 No Show Policy Sign - Updated 4.18.24
	FHS_PCMH BrochureV3
	Help Us 340B bag stuffers SINGLE
	Delivery&RxLocal Ad
	Family Health Pharmacy

	Sliding Fee Brochure 2024-2025- English




