Greater Hickory Cooperative Christian Ministry/MACC Eligibility Form
PLEASE PRINT

Date: Name;
Last First Middle
Address: City: ' Zip:
Date of Birth: Social Security or ITIN #:
Phone #: Emergency Contact Name and Number:
Relationship:
Gender | Marital Race Residency '
[ IMale Status OBlack oCitizen Do you have a guardian?___
| ‘Female | 1/Single [White Residgent | TN@me and Phone Number
U Married DAsian
i"Separated | | IHispanic/Latin olllegal
“Divorced ["American Indian .
Widowed 'Other cPending

Eligibility
Are you currently employed? How long have you lived in Catawba Co?
Employer’s Name and Number:

Do you live in Catawba County: Myes [Mno
Are you a Veteran: [lyes Mno

Do you have any of the following: OMedicaid OMedicare OV A Benefits OPrivate Insurance

How many people live in you household? Monthly Income Self

QOthers

Name Relationship  DOB Source of Income Wages $

$

Child Support/
Alimony

Social Security

Disability

Retirement

Unemployment

Food Stamps

Compensation

VA Benefits

Self Employment

Other Income

Monthly Expense Information

Home Mortgage/Rent $ Utilities: $
Lot Rent ' Electricity

Car Payment ' Water

Insurance Home/Car/Medical Gas/Transportation
Medical Bills Oil/Kerosene
Medicine Cable

Household Items Phorie

Child Care Food

Credit Cards Laundry

Loans: : : Other Expenses:




Authorization to Release and Retrieve Information
As a client of Greater Hickory Cooperative Christian Ministry/ MACC, I grant permission for the following:

P To release information (including, but not limited to: name, diagnosis, and financial information) to the
pharmaceutical companies in an effort to receive medications on my behalf,

B To release needed information by phone/CRIS/MACC to other providers or agencies in an effort to network
and provide services on my behalf,

P [ understand that medical records will not be copied and released or 1etueved without my expressed
permission.

B [ understand that I have the right to refuse release of such information upon request, but in doing so, I
understand that this may also limit the resources/services available to me.

P 1 grant permission for Social Services to release income and household information to GHCCM for the
purpose of obtaining services.

Client’s Signature: Date: / [

Interviewer’s Signature: Date:  / /

Limited Power of Attorney
For
The Patient Assistance Program

As a patient of Greater Hickory Cooperative Christian Ministry’s Clinic and Pharmacy, you are probably
receiving some of your medications through the pharmaceutical manufacturer’s Patient Assistance Program.
The drug manufacturer has the right to view all of the client record information upon all requests as required by .
program business rules. The form that we are required to send to the manufacturer requires a patient s
signature. If you agree to allow GHCCM to sign these forms on your behalf, please complete and sign the
information below.

I give my permission to GHCCM to obtain medications from,
(Please print name)
pharmaceutical manufacturer’s Patient Assistance Programs,

Client’s Signature: Date:  / /

Interviewer’s/Witness Signature: Date:  / [




Greater Hickory Cooperative Christian Ministry
General Client Waiver

- As a client of Greater Hickory Cooperative Christian Ministry (GHCCM), I acknowledge, understand, and
accept the following information and guidelines,

GHCCM is a private non-profit organization and receives limited county, state and/or federal dollars to
support our work.

GHCCM will do whatever we can, whenever we can to help (provided your eligibility is current), but
clients are not guaranteed or entitled to any specific services.

Tunderstand that much of my care is provided through the work of volunteers, therefore I hold GHCCM
harmless for services provided in good faith.

T understand that HealthCare services should be obtained by calling for an appointment. Walk ins are
welcome and services are provided on a first-come, first-serve basis.

T understand that at times GHCCM will be unable to provide a service that is recommended and it will
be my responsibility for any needed services.

I understand that any and all charges for services provided outside GHICCM (if any) is my
responsibility.

I accept responsibility for the fact that all medications (such as samples) may not be packaged in child
safety containers and that I am responsible when they are dispensed to me. T will store them out of the
reach of small children,

[ understand that it is my responsibility to keep GHCCM informed of any changes in my address, phone
number, income, expenses and that all information provided is truthful and I am subject to dismissal if
found to be otherwise.

- T'understand that GHCCM has a “NO TOLERANCE” policy toward abusive behavior and vulgar

language in the facility and on the grounds property.

['understand my services can be terminated if | engage in any of these activities on GHCCM propetty.

Clients Initials: Date: / / Interviewers Initials: Date: [/ /




