Christian Community Care Clinic
220 W. South Street
Benton, AR 72015

Phone: 501-776-1703 Fax: 501-776-1746

Patient Application Instruction Sheet

To be eligible to become a patient at CCCC, you must:
¢ provide proof that you live in Saline County
have no form of health insurance, including Medicaid and Medicare
fill out the PATIENT APPLICATION
provide CCCC with a complete disclosure of your household’s income and assets
be interviewed
provide picture ID
pay an application fee

Registration for new patients is held on Thursdays from 8:00 a.m. - noon,
or by appointment (if you work).

When all the required documentation has been submitted,
you will be issued a photo ID entitling you to medical and dental services on clinic nights.

Required documents regarding your HOUSEHOLD'’S income are as follows:
e Last year's TAX RETURN for you and all household members

Wages (paystubs for the past 3 months)

Social Security benefit statements

Unemployment benefit statements

Child support/alimony statements

Loans and financial gifts

Retirement benefit statements

Food stamp statements (DHS will provide for CCCC applicants)

Housing subsidies (HUD contract)

Social Security Disability denial, if you have previously applied

Medicaid denial, if you have previously applied

If your income is under $11,000/yr, you may be asked to apply for Medicaid
before your CCCC application is accepted.

CCCC WILL verify that you do not have Medicaid or Medicare.

Call first (501-776-1703) if you have questions regarding income documentation.



Christian Community Care Clinic Patient Application

220 W. South Street, Benton, AR 72015
Phone: 501-776-1703 Fax: 501-776-1746

Name Home Phone
Address Cell Phone
Zip Work Phone
Social Security .
Number Date of Birth
, Employed:
Race: Gender: M F Marital Status:
#in Household Fulltime  Parttime
: # of children in ) Self U loyed
household: Years of Education: elemp Hhempoye
Proof of identity/residency: Driver’s License AR ID Card Other Proof of Saline County Residency: Utility Bill RE Tax receipt
Are you a Veteran? Y N Are you a U.S. citizen? Y N
Are you head of household? Y N Are you a legal resident? Y N
Do you speak English? Y N
Do you have any type of medical
insurance, including Medicaid or Do you have a Social Security Disability claim
Medicare? Y N pending? Y N
Have you been denied Medicaid? Y N Have you been denied Social Security Disability? Y N
Date of Medicaid denial: Date of SS denial:
Did you file a 2009 tax return? Y N Did any household member file a 2009 tax return? |Y N
Will you file a 2009 tax return? Y N Will any household member file a 2009 tax return? | Y N

Name and phone number of two people who can reach you if CCCC cannot:

Name Name

Phone Phone

Please explain your financial situation and why you are unable to pay for your medical care:

Staff/Volunteer Signature




Household Members other than yourself:

Name Relationship / Age Employed Name Relationship / Age Employed
Full time Part time Full time Part time
Self emp Unemployed Self emp Unemployed
Full time Part time Full time Part time
Self emp Unemployed Self emp Unemployed
Full time Part time Full time Part time
Self emp Unemployed Self emp Unemployed
Full time Part time Full time Part time
Self emp Unemployed Self emp Unemployed
Full time Part time Full time Part time
Self emp Unemployed Self emp Unemployed

Household income information:

We depend upon the generosity of pharmaceutical companies to help supply medicines for our patients. Pharmaceutical
companies require that we submit documented income information on each patient receiving medicine. For this reason,
CCCC MUST have current income information and copies of current tax returns for ALL IN YOUR HOUSEHOLD. This
information must be re-submitted each year by March 15™. |f you have misplaced a required tax return, call the
company who filed it and request a copy or call the IRS at 1-800-829-1040 and request a copy of your transcript. We
must also have copies of all household members’ paystubs for the last 3 months. If they are misplaced, or you work for
cash, a statement or payroll printout from your employer is required.

Please check all sources of income that pertain to your household:
Documentation is required for each source of income.

Salary / Wages Social Security Benefits
Child Support Unemployment

Food stamps Workers’ Compensation
Housing assistance Retirement benefits

Utility Assistance Support / gifts from others

| consent to the use, viewing and copying of my medical and income records by CCCC employees and volunteers in an
attempt to procure medicines and supplies on my behalf or to obtain grant opportunities for CCCC. | consent further that
suppliers and grantors of CCCC, including the AstraZeneca AZ & me Program, the KingKare Pharmamaceutical
Assistance Program, and the Alcon Pharmaceutical Assistance Program may use, copy, or view my medical and income
records for audit purposes. | understand that | may receive product from these suppliers and grantors through the CCCC
lab or pharmacy.

SIGNATURE Date

| hereby attest that all information | have given is true and correct and | give CCCC my permission to verify my
information. | agree to notify CCCC within 10 days if | obtain any form of medical insurance, or access to medical
insurance, Medicare, or Medicaid, or if my financial situation improves, possibly making me ineligible as a CCCC patient.

SIGNATURE Date

By my signature, | grant Christian Community Care Clinic’s Drug Assistance Program workers the authorization to sign
applications for medicine on my behalf and | CONSENT to CCCC acting as my agent in regard to obtaining medicines for me
through Drug Assistance Programs. | also authorize the use of information | have provided in applying for medicine on my
behalf. | have read CCCC’s Patient Agreement and Authorization to Receive Donated Medicine and agree to all their
provisions.

Signature Date

Employee / Volunteer Signature




Patient Agreement Christian Community Care Clinic, Benton, AR

1. lunderstand the Christian Community Care Clinic is a non-profit charity organization in the State of Arkansas for the purpose of
providing medical care to the uninsured in Saline County, Arkansas.

2. lunderstand that to be eligible for services, | must be in need of medical care, must have NO FORM of medical, dental, or pharmaceutical
insurance, including Medicare and Medicaid, and that | cannot afford to see a doctor or dentist or purchase needed medications.

3. lunderstand that my behavior in the clinic must not disrupt the clinic in any way.
4. lunderstand that | must pay an administrative fee each time | visit the clinic.
5. lunderstand that the medical, dental, and pharmacy personnel working in the clinic are licensed by the State of Arkansas in their respective fields

and are volunteering their time and services free of charge for my welfare.

6. | understand that CCCC may refer me to other agencies or medical providers, subject to my approval. | understand that there may be costs
associated with referrals and/or additional testing for which | will be responsible to pay. | understand CCCC does not pay for testing
outside the clinic setting, even if a CCCC doctor recommends the testing.

7. lunderstand that | will not be denied services based on my race, creed, or religion.

8. lunderstand that physicians and dentists who work in the clinic are volunteering their services during CCCC clinic hours only. | understand that
being seen by a physician or dentist at CCCC does not entitle me to be seen at the physicians’ or dentists’ private offices unless specifically
arranged at the physician’s or dentist’s request.

9. lunderstand that CCCC is a Christian organization that provides these services as an act of Christian kindness. | understand | may receive
spiritual help or guidance at my request.

10. | understand CCCC is open two nights per month, and that CCCC is not responsible for my medical care at other times.

11. If I am referred to another provider, | agree that my confidential medical records at CCCC may be copied and sent to the provider.

12. 1 understand that CCCC will use the personal and financial information in my Patient Application to attempt to qualify me for Drug Assistance
Programs and other charitable programs offered by pharmaceutical companies and other organizations. | consent that my medical and income

files may be viewed or copied for audit purposes by these providers, including AstraZeneca’s AZ & me Program.

13. 1 understand that the physicians, dentists and health care professionals volunteering at CCCC are rendering voluntary medical services and are
immune from civil suit in accordance with the Volunteer Licensed Health Care Professionals Immunity Act.

14. 1 understand that my photograph may be taken to use in CCCC promotional materials. | give consent to CCCC to use my photograph for that purpose.

Patient signature Date

Arkansas Donated Medication Pilot Program Patient Release
The undersigned is a qualified patient who has been authorized by a health care professional(s) to receive prescription medications(s) and desires to obtain
that medication(s) through a charitable clinic pharmacy participating in the Arkansas Donated Medication Pilot Program, Ark Code Ann 17-92-1101 et seq. |
understand that the purpose of this pilot program is to improve the health of needy Arkansans through a prescription drug re-dispensing program that
authorizes charitable clinic pharmacies to re-dispense medicines that would otherwise be destroyed and that pursuant to Ark Code Ann 17-92-1104(f),
patients receiving prescription drugs through this program shall sign a waiver releasing the nursing facility, the donor, and the donor’s estate from liability.

Therefore, the undersigned hereby acknowledges receipt of prescription medication(s) from Christian Community Care Clinic Charitable Pharmacy through
the Arkansas donated medication pilot program implemented pursuant to Ark Code Ann 17-92-1101 et seq. In consideration of said medication(s), | hereby
and for my heirs, executors, administrators, successors and assigns, release, acquit, and forever discharge the donor(s) of said prescription medication(s),
the estate(s) of said donor(s), and the nursing facility(ies) in which said donor(s) resided and which delivered said medication(s) to the charitable clinic
pharmacy, of and from any and all claims, actions, causes of action, demands, rights, damages, costs, loss of service, expenses, and compensation
whatsoever including all known, unknown, and unanticipated injuries and damages resulting from my use of said prescription medication(s), which the
undersigned now or may hereafter accrue on account of or in any way growing out of any and all known and unknown, foreseen and unforeseen bodily and
personal injuries and the consequences thereof resulting or to result from my use of said donated prescription medication(s).

It is agreed that in the event other parties are responsible or held liable to the undersigned for damages as a result of my use of the donated prescription
medication(s), the execution of this Release shall operate as a satisfaction of all claims of the undersigned against such other parties to the extent of the pro
rata share, if any, of the parties herein released.

It is further agreed that this release shall operate as a reduction to the extent of the prorata share, if any, of the parties released herein, their agents, servants,
employees, affiliates, successors, and assigns of all claims of the parties for whom this release is executed for damages on account of my use of said
donated prescription medication(s) recoverable by said parties against all other tortfeasors, including but not limited to the donor(s), the donor’s estate(s), and
the nursing facility(ies) in which the donor(s) resided and which delivered said medication to the charitable clinic pharmacy under the above referenced pilot
program.

The undersigned further declares and represents that no promise, inducement, or agreement not herein expressed has been made to the undersigned and
that this Release contains the entire agreement between the parties hereto, and that the terms of this Release are contractual and not a mere recital.

IN WITNESS WHEREOF, | have hereunto set my hand this day of , 200

Signature Printed Name




- 4506-T Request for Transcript of Tax Return

» Do not sign this form unless all applicable lines have been completed.
(Rev. January 2008) Read the instructions on page 2. OMB No. 1545-1872
» Request may be rejected if the form is incomplete, illegible, or any required
ﬂfé’,’;,’;’“;;‘i;’"'.}e"esl{&ii“’y line was blank at the time of signature.

Tip: Use Form 4506-T to order a transcript or other return information free of charge. See the product list below. You can also call 1-800-829-1040 to
order a transcript. If you need a copy of your return, use Form 4506, Request for Copy of Tax Return. There is a fee to get a copy of your return.

1a Name shown on tax return. If a joint return, enter the name shown first. 1b First social security number on tax return or
employer identification number (see instructions)

2a If a joint return, enter spouse’s name shown on tax return 2b Second social security number if joint tax return

3  Current name, address (including apt., room, or suite no.), city, state, and ZIP code

4 Previous address shown on the last return filed if different from line 3

5 If the transcript or tax information is to be mailed to a third party (such as a mortgage company), enter the third party’s name, address,
and telephone number. The IRS has no control over what the third party does with the tax information.

Caution: DO NOT SIGN this form if a third party requires you to complete Form 4506-T, and lines 6 and 9 are blank.

6 Transcript requested. Enter the tax form number here (1040, 1065, 1120, etc.) and check the appropriate box below. Enter only one tax
form number per request. »

a Return Transcript, which includes most of the line items of a tax return as filed with the IRS. Transcripts are only available for
the following returns: Form 1040 series, Form 1065, Form 1120, Form 1120A, Form 1120H, Form 1120L, and Form 1120S.

Return transcripts are available for the current year and returns processed during the prior 3 processing years. Most requests [:]
will be processed within 10 business days i el ' B m o @ B mm

b Account Transcript, which contains information on the financial status of the account, such as payments made on the account, penalty
assessments, and adjustments made by you or the IRS after the return was filed. Return information is limited to items such as tax liability
and estimated tax payments. Account transcripts are available for most returns. Most requests will be processed within 30 calendar days

O

¢ Record of Account, which is a combination of line item information and later adjustments to the account. Available for current year
and 3 prior tax years. Most requests will be processed within 30 calendar days . s 5 &, 5N

O

7 Verification of Nonfiling, which is proof from the IRS that you did not file a return for the year. Most requests will be processed
within 10 business days . . . . & 7 o Wl 5 D

8 Form W-2, Form 1099 series, Form 1098 series, or Form 5498 series transcnpt. The IRS can prowde a transcript that mcludes data from
these information returns. State or local information is not included with the Form W-2 information. The IRS may be able to provide this transcript
information for up to 10 years. Information for the current year is generally not available until the year after it is filed with the IRS. For example,
W-2 information for 2006, filed in 2007, will not be available from the IRS until 2008. If you need W-2 information for retirement purposes, you
should contact the Social Security Administration at 1-800-772-1213. Most requests will be processed within 45 days . . . D

Caution: If you need a copy of Form W-2 or Form 1099, you should first contact the payer. To get a copy of the Form W-2 or Form 1099
filed with your return, you must use Form 4506 and request a copy of your return, which includes all attachments.

9 Year or period requested. Enter the ending date of the year or period, using the mm/dd/yyyy format. If you are requesting more than four
years or periods, you must attach another Form 4506-T. For requests relating to quarterly tax returns, such as Form 941, you must enter
each quarter or tax period separately.

/ / / / / / / /

Signature of taxpayer(s). | declare that | am either the taxpayer whose name is shown on line 1a or 2a, or a person authorized to obtain the tax
information requested. If the request applies to a joint return, either husband or wife must sign. If signed by a corporate officer, partner,
guardian, tax matters partner, executor, receiver, administrator, trustee, or party other than the taxpayer, | certify that | have the authority to
execute Form 4506-T on behalf of the taxpayer.
Telephone number of taxpayer on
line 1a or 2a

| ()
} Signature (see instructions) Date

Sign
Here

}TMe (if line 1a above is a corporation, partnership, estate, or trust)

I

} Spouse’s signature Date
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 37667N Form 4506-T (Rev. 1-2008)




Christian Community Care Clinic

New Patient Information Date
Name
DOB:
Address City State Zip
Marital Spouse #children

Phone Status name at home
Principal reason for this visit:

. . Year . .
Medical Problems: . Drug Allergies / Intolerances:

diagnosed
Surgeries: Year
Blood Transfusions: Y N Year:
# Live births:

Current meds, including OTC: Dose (mg) Schedule taken
Have you had any of the following:
Chest pain Y N Limited range of motion Y N Pituitary disease Y N
Swelling Y N Hepatitis Y N Thyroid disease Y N
High blood pressure Y N AIDS/HIV Y N Back pain Y N
Leg cramps Y N Radiation therapy Y N Incontinence Y N
Blood clots Y N Artificial body parts Y N Prostate problems Y N
Bleeding Y N Mitral valve prolapsed Y N Urination problems Y N
Constipation Y N Asthma / wheezing Y N Heart murmur Y N
Ulcers Y N Cough / sputum Y N Rheumatic fever Y N
Nausea/Vomiting Y N History of TB Y N Heart surgery/pacemaker Y N
Joint Pain/Swelling Y N Shortness of breath Y N Hemophilia (bleeding disorder) | Y N
Gynecological problems Y N Sinusitis Y N On birth control? Y N
Amputation/Prosthesis Y N Diabetes Y N
Family History (Has anyone i3 your immediate family had..
Cancer Y N High blood pressure Y Consume alcohol? Y N
Diabetes Y N Mitral valve prolapse Y N Amt consumed/day
Seizures Y N Are you a smoker? Y N DWIs
Heart disease Y N # packs per day Y N




