The Good Samaritan Clinic of Haywood County

34 Sims Circle 828-454-5287
Waynesville, NC 28786 828-454-5996 (Fax)

“ Screening Letter

Date
Patient Name:
Your appointment for eligibility requirements is :
We will only accepted Medicaid if MTHC is ALREADY on your card. If another provider_ is on
your card, you will need to f/u with that provider.

This is a screening appt. It is not appt. with our doctor.

The reason for this appt. is to see if you qualify for the clinic. If you do qualify, your appt. will
be scheduled for first available new patient appointment at the time of the intake visit.

Items you will need to bring to this appt. are as follows:

o Completed forms. If you do not bring these completed forms your intake appt will be
rescheduled.

o Proof of identity. (Drivers license, Birth certificate, or valid ID card)

o Proof of address. (Drivers license, current utility bill with name/address, bank statement with
name/address,

o Proof of residence. (Current rent receipt, lease agreement, mortgage statement with the
address, your name and your landlord’s name and address. Letter from employer if same
provides housing. If you are homeless, your shelter must give us a letter, on letterhead, stating
that you do stay there.

o Proof of income. Every working member of the household must produce proof of income, such
as: Federal tax return for the last year, and a copy of the last pay stub or evidence of
disability/retirement payments.

0 Choose one below:
= Copy of last two pay stubs. If you have direct deposit for these checks, you must
provide a bank statement.
= If you are paid in case, a verification of employment form must be completed and
signed by your employer. We may call the employer to verify your information.
= If you are self-employed, bring your accounting books or a record of state tax
sales revenue for the past year.
= If you have no income, we require a letter of support for the person who provides
food and shelter for you. In addition, that person must provide proof of income.
= If you are recently unemployed, bring your last two pay stubs and information
about unemployment compensation you will be receiving.
= If you are living on savings you must provide three of your most recent bank
statements.
If you do not have ALL of the required items at your appointment you will be rescheduled. This will
delay your appointment as a new patient. If you have questions please call me at 454-5287.

Enclosed are two forms, health history form and patient information form. Complete these
forms and bring to your appt.

Thank you,

Louise Goss, CMA




GOOD SAMARITAN CLINIC APPLICATION FOR NEW PT APPT.

Patient Name:

Mailing Address:

City and State: Zip Code:
Emergency

Home Phone: Contact:
Emergency

Work Phone: Contact #:

Cellular/pager: Pharmacy:

Saocial Security #: Occupation:

Date of Birth: Employer:

Sex: M F

Employer phone#:

Marital Status:

- R

Do you have medical insurance including YES No

Medicaid or Medicare or Private Insurance?

2. Provide information for all other household members.

Name

Age Date of Birth Relationship

3. Living Situation:

Rent:

Oown:

Live in a shelter: where?
Homeless: car street
Stay with a friend/relative:

Who

how long




PATIENT NAME:

DATE

AGE: DATE OF LAST PHYSICAL EXAM:
Symptoms: (Circle all that relate to your current condition)
GENERAL GASTRO CARDIOVASCULAR MUSCLE/JOINT WOMEN ONLY:
Chills Poor appetite Chest Pain Pain, weakness, Abnormal Pap
Depression Bloating High BP numbness in: smear
Dizziness Bowel changes Irregular Heartbeat Arms Legs Breast Lump
Fainting Constipation Low BP Hips Neck Extreme
Forgetfulness Diarrhea Poor circulation Back Hands menstrual pain
Headache Excessive hunger Rapid Heartbeat Feet Shoulder | Hot flashes
Loss of Sleep Excessive Thirst Swelling of ankles Nipple discharge
Loss of weight Gas Varicose Veins IEEERRRRRRRRD Painful intercourse
0 IEEEEEEEEEEEENEN H H
e i GENTOURIARY | 201% Decraree
9 SKIN Blood in urine h
.S\‘veaLts. aEEEEEEEEE Nausea . Itching Frequent urination Period
Rectal Bleeding : Date
Stomach Pain Hives Lack of bladder Last Pap Smear
MEN ONLY Vomiting Blood Sores control Dat
Breast lump omiting Bloo Change in Mole Painful Urination ate.
Lump in testicles Vomiting Rash Previous
Penile Discharge Scar Mammogram
Sore On Penis Pregnant?
Number of
children?
Conditions Medications you are HEALTH HABITS:
(CIRCLE ALL currently taking: Caffeine
THAT APPLY) Tobacco
Aids Emphysema Multiple Sclerosis Drugs
Alcoholism Epilepsy Mumps Other
Anemia Glaucoma Pacemaker
Anorexia Goiter Pneumonia '55565;{'6,\1' EEaEEEREE
Appendicitis Gonorrhea Polio Does this involve
Arthritis Gout _ Prosta_te problems Stress
Asthma ' Heart Plsease Psychlatr_lc care Hazardous Substances
Bleeding Disorders | Hepatitis Rheumatic Fever Heavy lifting
Breast Lump Hernia Scarlet Fever INEEEEEEEEEEEEEEEED
Bronchitis Herpes Stroke Allergies:
Bulimia High Cholesterol | Suicide Attempt FAMILY HISTORY:
Cancer HIV Positive Thyroid Problems (circle all that apply)
Cataracts Kidney Disease | Tonsillitis Arthritis/Gout
Chemical Liver Disease Tuberculosis Asthma/hayfever
dependency Measles Cancer
Chicken Pox Migraines Chemical Dependency
Diabetes Miscarriage Diabetes
Mononucleosis Heart Disease/Stroke
High BP
Kidney Disease
Tuberculosis
Other

FAMILY HISTORY|

AGE

STATE OF HEALTH

AGE OF DEATH
(IF APPLICABLE)

FATHER

MOTHER

SIBLINGS

If you need more room, please continue on the back.

For Office Use Only:

MH Screening Score

CAUSE OF DEATH
(IF APPLICABLE
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