
  c I need a language interpreter

Patient Info Date:

First Name Middle Initial Last Name

Date of Birth Social Security# Occupation

Address Apt# PO Box

City State Zip Code County

Primary Phone

Emergency contact (not living in your household):

First Name Last Name Phone# Relationship to patient

Does the patient reside in a nursing home  or residential care facility ?  

c Yes  c No If Yes, Where? Phone#

Access Family Care participates in federal programs that require us to request the following:

Veteran Status   Not a Veteran   Veteran Homeless?   Yes   No

Preferred Language 

 English

 Spanish

 Other__________

Marital Status

 Single

 Married

 Widowed

 Divorced

 Separated

 Child
Homeless?

Race

c White

c Asian

c American Indian/Alaska native

c Black/African American

c Native Hawaiian

c Other Pacific Islander

  Decline to answer/Unknown

Ethnicity

c Not Hispanic/Latino

c Hispanic/Latino

c Decline to answer/Unknown

Guarantor -person responsible for payment (Complete only if responsible party is not the patient)

First Name Middle Initial Last Name

Date of Birth Social Security# Employer

Address (If different from the patient) PO Box

City State Zip Email

Primary Phone Relationship to patient

Insurance:    c Medicaid  c Medicare c Commercial  c Other__________________________________

Patient Registration
c I need a hearing interpreter

Secondary Phone Email

Gender Identity

 Male

 Female

 Transgender Man/Male/Masculine

 Transgender Woman/Female/Feminine 

 Other:___________________________ 

 Choose not to disclose

Estimated Annual Household Income:

$_____________________________

Revised 05/02/2022

Sex Assigned at Birth

 Male

 Female

Sexual Orientation

c Lesbian,Gay/Homosexual 

c Straight/Heterosexual

c Bisexual

c Don't Know

c Something else

c Choose not to disclose
 Choose not to disclose 

 

Are you an agricultural worker   Yes  No

# Adults in Household    _________ 
# Children in Household _________

- Preferred Name:



Authorized Agent/Relationship Phone# Authorized Agent/Relationship

X

Signature of Patient or Legal Guardian

Date

Signature of ACCESS Family Care Staff

Consent for Treatment and Financial Responsibility

Phone#

I give my consent as the patient or legal guardian of the patient, _____________________________________________, for any treatment or

procedure deemed necessary by the professional staff of ACCESS Family Care including, but not limited to, Medical, Dental, and Behavioral 
Health providers either in person or via telehealth. I understand that treatment could include HIV testing if deemed necessary and 
understand that I may refuse this service by informing my provider. I understand that an emergency dental visit may consist of a diagnosis of 
the condition and treatment necessary to relieve discomfort; however, final treatment may require additional visits.

I give permission for ACCESS Family care to furnish any information needed for billing, authorization of services, and treatment to any third 
party or insurance company necessary for accurate payment. I agree to be financially responsible for all charges. I understand that payment in 
full is expected at the time of service. I request that payment by Medicare, Medicaid, or other insurance company benefits made on my behalf 
or that of the patient's to be assigned to ACCESS Family Care. 

I agree for ACCESS Family Care to view my medication history in the electronic prescribing system in order to provide my prescriptions safely. I 
give my permission for services to be provided using telehealth technology and understand that telehealth services are provided by the use of 
two-way video communication and/or the electronic exchange of information. I understand and agree that telehealth services are optional, 
that I may discontinue the service at any time, and that I may request a face-to-face visit with my healthcare provider or their care team. I 
understand that the video portion of the telehealth service will not be recorded and that I have the right to request my medical information at 
any time.

I have received a copy of the ACCESS Family Care Patient Rights, a copy of the Notice of Privacy Practices and a copy of the ACCESS Family Care 
No-Show Patient Agreement. I understand it is my responsibility to read and follow the information contained in these notices, to ask any 
questions that I may have, and to follow the terms of the No-Show agreement.

Consent for Information Sharing (by phone, mail, or in person)

c I, ___________________________am the parent or legal guardian of the patient and authorize the following designated individuals to 
consent for treatment for my child______________________________. In the event of my absence at the time of services, I also authorize 
the below named person(s)to make decisions involving my child's care and to sign necessary documents should my child require 

hospitalization in case of emergency. I(we) accept financial responsibility for all charges related to any medical/dental treatment or 

hospitalization rendered by reason of this authorization. 

c I,_____________________affirm that I am the step-parent of the patient, am married to the natural parent and live with the natural 
parent and child, and am able to consent for the child's medical/dental treatment. 

Authorized Agents for Minor Patients

I give my permission to discuss with the individual(s) that I have listed:

c Health Information c Financial Information

Name Relationship  Phone#

Revised 08/10/2022

X
Date

DateDate

Patient ID:_____________

(Patient Name and Date of Birth)

Phone#

Phone#Phone#Relationship  Relationship  

Relationship  Name 

Name Name 

X X



No Show Patient Agreement Rev. 9/1/15 

No-Show Patient Policy Agreement 

The goal of ACCESS Family Care is to assure that our patients have access to high quality medical and dental care 

when they need it. The purpose of this agreement is to inform you of requirements which have been established 

regarding your appointments for care at ACCESS medical and dental clinics as follows: 

• You must provide us with a working telephone number, and you must inform us if that number

changes.

• Reminder of appointment-Although you are ultimately responsible for remembering your

appointment date and time, we will call you one to two business days before your appointment to

remind you.

• Confirming Appointment- If we are unable to speak with you and must leave a voicemail message for

you, we request that you call us as soon as possible to confirm your intent to keep your appointment.

If you fail to confirm your appointment, it may be given to another patient, so that if you show up for

the appointment without having confirmed, we may not be able to accommodate you and you would

need to reschedule or wait to be seen.

• Failure to Keep an Appointment-If you fail to keep an appointment which has been made for you, it

will be considered a missed appointment.

• Cancelling Appointments-If you cannot keep your scheduled appointment, you must contact us at

least 24 hours in advance to let us know so that we can offer your appointment to another patient.

Failure to provide at least 24 hours’ notice of cancellation counts as a missed appointment.

• Late Appointments-If you show up more than 10 minutes late for your appointment, it may be

considered a missed appointment Your appointment may have been given to a waiting patient, in

which case you may be required to reschedule, or have to wait to be seen.

• Consequences of Missed Appointments- If within the same 12-month interval you have three (3)

missed appointments, either failing to keep an appointment, cancelling with less than 24 hours’

notice, showing up more than 10 minutes late, or any combination thereof, your attending

practitioner will be notified. That practitioner, in consultation with the Medical or Dental Director,

will make a decision regarding whether or not you will be dismissed as a patient. If the decision is

made to dismiss you as a patient, you will receive notification by Registered Mail that you have been

permanently dismissed as a patient from all ACCESS Family Care Medical and Dental Clinics.

Please speak to any of the clinic staff if you have questions about this No-Show Patient Policy Agreement. 

I have read, understand and agree to abide by this No-Show Patient Policy Agreement. 

_________________________________________    ________________________ 

Patient Name (PLEASE PRINT NAME)  Date 

______________________________________________  __________________________ 

Parent/Guardian (for patients under 18)/Patient Signature Date 



HEALTH INFORMATION EXCHANGE 
PATIENT INFORMATION 

ACCESS Family Care participates in a health information exchange so that your care providers can access your 
electronic health records from other health care providers.  This form provides information on Midwest Health Connection 
and how AFC shares your records with the health information network so your care provider can share and access your 
electronic health records so that your care team can make the best care decisions for you. Your health records exist in 
many places. MHC connects your providers, hospitals and labs to each other. With a more complete picture of your 
health, your health care team can take better care of you In the doctor’s office, hospital or emergency room. You won’t 
have to collect records from different providers or remember lab and medication history, it will be available to your care 
team 24/7. 

Who has access to the MHC Network? 
Only health care professionals, health plans, and other authorized recipients will have access to your medical records, to 
the extent permitted by law, including for treatment, payment, and healthcare operations purposes. Medical record 
information is protected by federal and state law and records shared with a health information exchange will comply with 
those laws. You can ask ACCESS Family Care staff for a list of health care providers who have seen your records or 
accessed them from the health information exchange. 

Please read the statements below: 

• ACCESS Family Care may participate in one or more health information exchanges (HIEs) and may electronically
share your medical information for treatment, payment, health care operations, and other authorized purposes, to
the extent permitted by law, with other participants in the HIEs.

• The types of medical information that may be shared through HIEs, includes, but is not limited to:  diagnoses,
medications, allergies, lab test results, radiology reports, health plan enrollment and eligibility.  Such information
may also include health information that may be considered particularly sensitive to you, including:  mental health
information; HIV/AIDs information and test results; genetic information and test results; STD treatment and test
results, and family planning information.

• The inclusion of your medical information in an HIE is voluntary and subject to your right to opt-out. If you do not
opt-out, we may provide your medical information in accordance with applicable law to the HIEs in which we
participate. If you would like to opt-out of the health information exchange, please ask an AFC staff member for an
opt-out form.

• If you choose to opt-out of data-sharing through HIEs, your information will no longer be shared through an HIE,
including in a medical emergency; however, your opt-out will not modify how your information is otherwise
accessed and released to authorized individuals in accordance with the law, including being transmitted through
other secure mechanisms (i.e., by fax or an equivalent technology).

• Current law allows my providers who are treating me to copy or include my health data in their own medical
records. Even if I later cancel my consent, providers I’ve visited who have copied my records are not required to
remove them.

• The health information exchange will keep track of who views my health records to make sure they are secure.

• AFC has penalties in place for anyone sharing my data in the wrong way and if I suspect or learn that my data
was shared or accessed the wrong way, I may contact ACCESS Family Care at 417-451-0619 and ask to speak
with the Privacy Officer.

• More information on Midwest Health Connection can be found at https://www.mhc-hie.org/

Revised 05/12/21

https://www.mhc-hie.org/


(Patient First Name)

How often are you paid?

(Weekly, Bi-weekly, Monthly,
Bi-Monthly)

1
2
3

4
5
6
7

Yes No

       Patient

Completed By:

Total Gross Income:
Number of Household Members:

Approved Sliding Fee Discount: 1  2  3  4  5  6
Completed By: 

Number of Household Members:
Total Estimated Gross Income:

Approved Sliding Fee Discount: 1  2  3  4  5  6
Information entered in chart, including pop-up?   Yes      No Information entered in chart, including pop-up?   Yes      No

*By providing this information, you are giving us permission to contact this person for verification of the zero income status.

SECTION V APPLICANT AFFIDAVIT

I certify that the information on this application is true and accurate. I understand that it is my responsibility to 
complete the application and provide the required proof of income documentation in order to apply for 
discounted services. I understand that 1.) my self-declared income is only valid for a maximum one month, 2) I 
can only self-declare once every 12 months, 3.) I will need to bring proof of income for the sliding discount to 
cover any other service beyond the first month,  4.) I have two months from my initial application date to provide 
the required income documentation to cover any other services beyond the first month, 5.) this application and 
any discount that I may qualify for apply only to the household members listed on this application, and 6.) 
falsifying information or documentation on this application will result in my application being denied and any 
applicable discounts received under false pretenses will be revoked and I will be responsible for all charges. I 
agree to inform Access Family Care if my financial situation changes significantly.   

Starting Date: End Date:

Person completing the application? Parent/Guardian (if the patient is a dependent, the guardian must sign)

Self-Declared Sliding Fee Information
For Office Use Only

12 Month Sliding Fee Information 

Expiration Date: Chart Number: 

DateSignature

(Wages, Social
Security, etc.…)

*Please include income documentation for each ADULT listed above.

SECTION II HOUSEHOLD INFORMATION
Please list all dependents that this income supports.

*Adults listed below with zero income must provide required documentation (except for your spouse/domestic partner and dependents).

Income Amount     
(gross pay before 
taxes)

Relationship to Applicant                     

(Son, daughter, friend, spouse, 
etc.…)
Self

Name Age

APPLICATION FOR FINANCIAL ASSISTANCE

SECTION I

(Middle Initial) (Last Name) Birth Date(mm/dd/yyyy)

A. Notarized Document: You can obtain a document of ZERO income from your local clinic to have notarized.
*Adults (18 years or over) other than spouse/domestic partner or dependents, who live in the home are also required to provide a notarized letter
stating that you provide for their basic needs as stated above.

If YES, Please provide a copy of the front and back of your insurance card(s) to the front desk.

Do you have medical/dental insurance?

SECTION IV ZERO INCOME DOCUMENTATION
You must provide ONE of the options listed below for Zero income documentation:

SECTION III INSURANCE

Revised 01/13/22
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