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Patient Registration Form

First Name: MI: Last Name:
Date of Birth: Social Security #: Sex: M/ F
Email Address:
Address:
City: State: Zip Code:
Mailing Address (If Different):
City: State: Zip Code:
Main Phone: ( ) Home / Work / Mobile Can SPRHS text this phone? Yes / No
Alt Phone: ) Home / Work / Mobile Can SPRHS text this phone? Yes / No
Employment Status: Employed Full-Time Employed Part-Time Self-Employed
Retired Student Not Employed
Employer Name:
Employer Address:
. H ?
Phone Number: ( ) Can we contact you at this number? Yes / No
Demographics/Patinet Information
Marital Status: n Single n Married n Partner n Divorced n Legally Separated
D Widowed D Unknown D Other:
Race: D White/Caucasian DBIack/African American DAsian D American Indian/Alaskan Native
D Pacific Islander D Native American D Decline to Specify D Other:
Ethnicity: D Latin/Hispanic D Not Hispanic D Decline D Other:
Language: D English D Spanish D Other:
Translator Services Needed? L ves 1 no |Advance Directives from Legal? [ Jves [ 1 no

Primary Care Provider (PCP) Selection

Write Preferred PCP Name:

[Iselect box for SPRHS to assign one for you.

Pharmacy Selection

Write Preferred Pharmacy Name/Address:

1

2




Emergency Contacts

- [Name: Phone: ( )
z

= Address: Relationship:

> [Name: Phone: ( )
©

2

S |Address: Relationship:

(%]

Insurance Information

Primary Insurance Company:

ID Number / Group Number: Begin Date:

: Ob
Insurance Type: D Commercial Insurance D Medicaid/Chip D Medicare D amacare /

Affordable Care Act
D Other:

Secondary Insurance Company:

ID Number / Group Number: Begin Date:

: Ob
Insurance Type: D Commercial Insurance D Medicaid/Chip D Medicare D amacare /

Affordable Care Act
D Other:

Patient Acknowledgment and Consent Statement

I acknowledge that | have received, reviewed, and understand the following documents: Notice of Privacy Practices, Patient
and Center Rights and Responsibilities, and the Patient-Centered Medical Home (PCMH) Informational Sheet. | understand that
these documents are available to me at any time upon request.

Furthermore, | consent to the sharing of my demographic and financial information, as well as that of my family, with other
health and human service agencies as needed to determine eligibility for applicable services and resources. | understand that
this information will be shared only for purposes of qualifying for services, in accordance with privacy regulations and
organizational policies.

Patient/Guardian Signature: Date:

Printed Name:

Witness Signature Date:

Witness Name / Title:
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Section I. Applicant Information

Patient Name Date of Birth Race / Ethnicity

Street Address City State Zip Code
Mailing Address (if different) City State Zip Code
Primary Phone Number Secondary Phone Number Message / Other Phone Number

() () ()

Email Address

How may we contact you? [ Email [T Phone [ Mail
Preferred Spoken Language: m English m Spanish [] Other:
Preferred Written Language: [ english [ spanish [] Other:

Section Il. Household Members

List all Household Members. Household members include the applicant and anyone who lives with them and for whom they are legally responsible for.
Children under 18 years may be included as household members. Unborn children of pregnant women must be included as household members. Review
application instructions for more information on household members.

Number of Household Members:

Name Middle) (Last, First, Date of Birth | Sex Race or Ethnicity Re':::l?::r:': to In:uiz::e?

Yes / No

Yes / No

Yes / No

Yes / No

Yes / No

Yes / No

Yes / No

Yes / No
Do you, or any other applicants, have an immediate medical or dental need? L] ves [ No
Are you, or any other applicants, a veteran? L] ves [ No

Important Information for Former Military Services Members: Women and men who served in any branch of the United States Armed
forces, including the Army, Air Force, Coast Guard, Reserves or National Guide, may be eligible for additional benefits and services. Vitis the

Texas Veterans Portal for more information.
Does any household member have any special circumstance that may affect their inclusion in the household [ ves [ No

membership count?

If yes, provide a detailed explanation:
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Section lll. Screening for PHC Adjunctive Eligibilty

If you are applying to the PHC program, you may be eligible for PHC adjunctive eligibility*. Check all benefits you are currently receiving:

] WIC - Women, Infants, and Children program [] Medicaid for Pregnant Women

] SNAP - Supplemental Nutrition Assistance Program [ None of these
* If a PHC applicant provides proof of active enrollment in one of these listed programs, verify current enrollment status by calling TMIHP or accessing
TexMedConnect. If confirmed, then adjunctive eligibility may be granted for the PHC program and Section IV will not need to be completed. Record the
verification in Section VI Notes.

Section IV. Household Income

List gross household income and include documentation. Household income includes adult household member incomes. Refer to Appendix 1 of the Program
Policy Manual Definition of income for more information about different types of income.

Name of Household Member Receiving| Name of Employer or Person Tvoe of Income Gross Amount | How Often |Monthly Income
Money who provides Money b Received Received Total
Total Countable Monthly Income:
Allowable Deductions:
Notes: Net Countable Monthly Income:

Section V. Acknowledgement

The statements | have made, including my answers to all questions, are true and correct to the best of my knowledge and belief. | agree to give eligibility staff
any information necessary to prove statements about my eligibility. | agree to report all changes in income, family composition, residence, current address,
employment and all types of health care coverage or benefits no later than 30 days after | become aware of the change. | understand that giving false
information could result in disqualification and repayment.

Privacy Notification

With few exceptions, you have the right to request information that the state of Texas collects about you. You are entitled to receive and
review the information upon request. You also have the right to ask the state agency to correct any information that is determined to be
incorrect. (Government Code, Section 552.021, 552.023, 559.003 and 559.004.) Initials

Acknowledgement

| understand that this application is a legal document and that by signing this form | am stating that from my personal knowledge, all facts

included are true and correct. | understand that giving false information could result in disqualification or reimbursement for the cost of

services and that if | am approved to receive program services, | will be held accountable for complying with program policies, including

maintaining eligibility and fulfilling all other beneficiary responsibilities. Initials

Statement of Release of Information

| authorize the release of income and medical information to and by the Texas Health and Human Services Commission and the provider,
as necessary, to determine eligibility and to coordinate, render and bill for services.

Initials
Coverage Attestation
| attest that I, the primary applicant, have no other health insurance coverage than what is listed in Section Ill, Health Care Information, of
this application. | authorize the program to bill the coverage sources listed for any services provided.

Initials

Applicant Signature (Or signature of Parent/Guardian) Date Signed
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Section VI. Contractor Eligibility Determination

All Questions must be answered by eligibility staff

1. Is the applicant a Texas Resident? [ ves [ No 4. Has Documentation been provided for:

2. Countable Monthly Household Income: Income: (1 ves [No
3. Household Federal Poverty Level: Residency: O ves [ No
5a. Is applicant applying for PHC Supplemental benefits? [ ves [ No

If yes, list the PHC services for which the applicant does not have primary coverage:

6. If the applicant is potentially eligible for another program, did you assist the applicant with that application? [ ves [ No

7. Presumptive PHC Eligibility: [ ves [ No

**If an applicant qualifies for program benefits and has an immediate medical or dental need, but does not
have required documentation, then presumptive eligibility must be given.

Section VII. Contractor Eligibility Determination

Type of Eligibility Granted Type of Determination  (New Eligibility
Name of Client (Eligible / Presumptive) / Recertified) Copay Amount Effective Date

Notes:

By signing below, | attest that the above listed applicants have met program eligibility requirements. | have notified pregnant applicants
that they must apply for Medicaid for Pregnant Women or CHIP Perinatal. | have notified any applicants who appear eligible for other
programs, including but not limited to, Medicaid or CHIP, must apply to those programs.

Name of Facility: Staff Signature:

Form should be kept with client's record. Form should not be submitted to state office.

Eligible Clients must receive: Form 3012, Verification of Eligibility
Presumptive Eligible Clients must receive: Form 3045, Presumptive Eligibilty Notice
Applicants who did not qualify for program benefits must receive: Form 3047, Notice of Ineligibility
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PATIENT AND CENTER RIGHTS AND
RESPONSIBILITIES

Welcome to South Plain Rural Health Services, Inc.
(SPRHS)!

When it comes to health care, whether you're seeking
wellness, recovering from illness or managing a chronic
condition. It’s a cycle of staying well, getting well and being
well. If you deal with these health situations in a long-term
relationship with a trusted medical provider, then you've
found your Patient Centered Medical Home (PCMH) here
with us.

Our goal is to provide quality health care to people in this
community, regardless of their ability to pay. As a patient,
you have rights and responsibilities. SPRHS (hereafter “the
center”) also has rights and responsibilities. We want you to
understand these rights and responsibilities so you can help
us provide better health care for you. Pleaseread and sign this
statement and ask us questions you might have.

A. Human Rights
You have a right to be treated with respect regardless of race,

color, marital status, religion, sex, national origin, ancestry,
physical or mental handicap or disability, age, Vietnam era
veteran status, or other grounds as applicable federal, state
and local laws or regulations.

B. Payment For Services

1. You are responsible for giving staff accurate information
about your present financial status and any changes in
your financial status. The staff need this information to
decide how much to charge you and/or so they can bill
private insurance, Medicaid, Medicare, or other benefits
for which you may be eligible. If your income is less than
the federal poverty guidelines, you will be charged a
discounted fee.

2. You have a right to receive explanations of the center’s
bill. You must pay, or arrange to pay, all agreed fees for
medical services, with the exception of dental services,
which are provided on a prepaid basis. If you cannot pay
right away, please let staff know so they can provide care
for you now and work out a payment plan.

3.Federal law! prohibits the center from denying you
primary health care services which are medically
necessary solely because you cannot pay for these
services.

C. Privacy
You have a right to have your interviews, examinations and

treatment in privacy. Your medical records are also private.
Only legally authorized persons may see your medical
records unless you request in writing for us to show them to,

! For more on the Sliding Fee Scale see chapter 9 of the Health Center
Compliance Manual and the relevant Sliding Fee Discount Program

protocol.

or copy them for, someone else. In certain instances, the
center may be required to report to the Texas Department of
State Health Services regarding your health condition or
disease status. A complete discussion of your privacy rights
will be given to you along with this document and is named
the center’s Notice of Privacy Practices. Staff will request that
you acknowledge your receipt of our Notice of Privacy
Practices. The Notice of Privacy Practices sets forth the ways
in which your medical records may be used or disclosed by
the center and the rights granted to you under the Health
Insurance Portability and Accountability Act (“HIPAA”).

D. Health Care?
1. You are responsible for providing the center complete
and current information about your health or illness, so
that we can give you proper health care. You have a
right, and are encouraged, to participate in decisions
about your treatment.

2. You have a right to information and explanations in the
language you normally speak and in words that you
understand. You have a right to information about your
health or illness, treatment plan, including the nature of
your treatment; its expected benefits; its inherent risks
and hazards (and the consequences of refusing
treatment); the reasonable alternatives, if any (and their
risks and benefits); and the expected outcome, if know.
This information is called obtaining your informed
consent.

3.You have the right to receive information regarding
“Advance Directives.” If you do not wish to receive this
information, or if it is not medically advisable to share
that information with you, we will provide it to your
legally authorized representative.

4.You are responsible for appropriate use of center
services, which includes following staff instructions,
making and keeping scheduled appointments, and
requesting a “walk in” appointment only when you are
ill. Center professionals may not be able to see you
unless you have an appointment. If you are unable to
follow instructions from the staff, please tell them so
they can help you.

5.1f you are an adult, you have a right to refuse treatment
or procedures to the extent permitted by applicable laws
and regulations. In this regard, you have the right to be
informed of the risks, hazards, and consequences of
your refusing such treatment or procedures. Your
receipt of this information is necessary so that your
refusal will be “informed.” You are responsible for the
consequences and outcome of refusing recommended
treatment or procedures. If you refuse treatment or
procedures that your healthcare providers believe is in
your best interest, you may be asked to sign a Refusal to
Permit Medical Treatment or Services form or Against
Medical Advice form (as appropriate).



6. You have a right to health care and treatment that is
reasonable for your condition and within our capability,
however, the center is not an emergency care facility.
You have a right to be transferred or referred to another
facility for services that the center cannot provide. The
center does not pay for services that you receive from
another healthcare provider.

7.1f you are in pain, you have a right to receive an
appropriate assessment and pain management, as
necessary.

E. Center Rules
1.You have a right to receive information on how to
appropriately use the center’s services. You are
responsible for using the center’s services in an
appropriate manner. If you have any questions, please
ask us.

2. You are responsible for the supervision of children you
bring with you to the center. You are responsible for
your children’s safety and the protection of other
patients and our property.

3.You have a responsibility to keep your scheduled
appointments. Missed scheduled appointments cause
delay in treating other patients. If you do not keep
scheduled appointments you may be subject to
disciplinary action pursuant to the center’s policies and
procedures.

F. Complaints
1.1f you are not satisfied with our services, please tell us.

We want suggestions so we can improve our services.
Staff will tell you how to file a complaint. If you are not
satisfied with how the staff handles your complaint, you
may complain to the center’s Board of Directors.

2.1f you make a complaint, no center representative will
punish, discriminate or retaliate against you for filing a
complaint, and the center will continue to provide you
services.

3. To file a complaint with the Center, contact the Center’s
Compliance Officer at (806) 894-7842 or by email at
Complaints@sprhs.org

G. Termination

If the center decides that we must stop treating you as a
patient, you have a right to advance written notice that
explains the reason for the decision, and you will be given
thirty (30) days to find other health care services. However,
the center can decide to stop treating you immediately, and
without written notice, if you have created a threat to the
safety of the staff and/or other patients. You have a right to
receive a copy of the center’s Termination of the Patient and
Center Relationship Policy and Procedure.

Reasons for which we may stop seeing you include:
1. Failure to obey center rules and policies, such as keeping
scheduled appointments;
2. Intentional failure to accurately report your financial
status;

3. Intentional failure to report accurate information
concerning your health or illness;

4. Intentional failure to follow the health care program,
such instructions about taking medications, personal
health practices, or follow up appointments, as
recommended by your healthcare provider(s), and/or

5. Creating a threat to the safety of the staff and/or other
patients.

H. Appeals
If the center has given you notice of termination of the patient

and center relationship, you have the right to appeal the
decision to the Board. Unless you have a medical emergency,
we will not continue to see you as a patient while you are
appealing the decision.

CONSENT TO TREATMENT FOR SPRHS NETWORK
CLINIC(S): I grant the physician(s)/dentist(s), employees
and such associates, assistants, and other health care
providers as my physician(s)/ dentist(s) deem necessary
attending me/my child the authority to treat and examine
me/my child and order the examinations, test, treatments
and other services necessary for my care and treatment. I
understand that this consent to treatment will be valid and
remain in effect as long as I attend the Network Clinic(s)
unless revoked by me in writing.

RELEASE OF INFORMATION FOR SPRHS NETWORK
CLINIC(S): SPRHS Network Clinic(s) may disclose all of
any part of my medical/dental record to each other and to
any person or corporation which is or may be liable under a
contract to the clinic or to the patient or to a family member
of the patient for all or part of the clinic’s charges, including
but not limited to DSHS, HRSA and any other partners of
SPRHS.

ASSIGNMENT OF BENEFITS/FINACIAL
RESPONSIBILITY FOR SPRHS, NETWORK CLINIC(S):
I'hereby authorize payment directly to the SPRHS Network
Clinic(s) for surgical, medical, or dental benefits, including
major medical/dental but not to exceed regular charges for
these services, I understand that I am financially responsible
to the SPRHS Network Clinic(s) for charges incurred.

RELEASE FROM LIABILITY: SPRHS Network Clinic(s)
and its agents representatives, and employees from any and
all liability associated with the release of confidential patient
information in accordance with this authorization. I
understand SPRHS Network Clinic(s) cannot be responsible
for use or re-disclosure of information by third parties.

MEDICARE/MEDICAID ASSIGNMENT FOR SPRHS
NETWORK CLINIC(S): Irequest that payment of
authorized Medicare/Medicaid benefits be made either to
me or on my behalf to the SPRHS Network Clinic(s) or other
third party payor for any services furnished me by the
SPRHS Network Clinic(s) health care provider. I authorize
any holder of medical information about me released to the
Health Care Financing

Administration and its agents any information needed to
determine these benefits or the benefits payable for related
services.
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Identifying Migrant and Seasonal Farmworkers

1 | Have you or a member of your family | 7| Yes — if the answer is Yes, this establishes them as an
ever worked in agriculture/ farming? | agricultural worker and you should ask questions 2-4.
"1 No - If the answer is NO, client is not an agricultural worker
and there is no need to complete questions 2 and 3.
2| Have you or a member of your family | | yeg _ If the answer is YES, this establishes them as a migrant
moved in the past two years to farmworker —_STOP
another area (established a "I No - If the answer is NO, go to questions 3 and 4
temporary home) in order to work in
agriculture?
3 | Have you or a member of your 1 Yes - If the answer is YES, this establishes them as a seasonal
family, worked in the past two years | farmworker —STOP
in agriculture, without moving away | "1 No — If the answer is NO, go to question 4
from your home?
4 | Have you or a member of your family [l Yes — If yes, this qualifies them as an aged/disabled
stopped traveling to work in agriculture | farmworker.
because of disability or old age? U No
5 | Homeless Status? “1Yes
[1 No
6 | Public Housing? [1Yes
[1 No
7 | Veteran? "1Yes
[1 No
8 | Disabled? "1 Yes
[1 No

Patient Acknowledgement and Receipt of Information

| acknowledge that | have reviewed and/or received a copy of the following:

Notice of Privacy Practices (rev. 11/26/24) including no audio/visual recoding in the premises
Patient and Center Rights and Responsibilities

Consent to Treatment (including telehealth)

Identification of Migrant/Seasonal Workers

PCMH Information Sheet (including PCP Selection)

Notice of Zero Tolerance of Abuse, Harassment, or Violence of Any Kind

Patient Cancellation/No-Show Policy (including longer wait times for unconfirmed appointments)
Prohibition of Weapons on Center Premises (30.05, 30.06, 30.07, 46.03 Texas Penal Codes)
Prohibition of Smoking/Vaping on Premises or within 25 feet outside.

Permission to Release Patient Information/Release of Information of 15 Days Processing

PRISMA Consent for Interoperability

Hours of Operations (including afterhours)
Filing Complaints or Grievances and Patient Satisfaction/Experience Surveys

Advance Directives

Chief Complaints Limitations (2 Max)

Notice for No Prescription of Narcotics or Controlled Substances

Notice of Sliding Fee Discounts Programs (Regardless of Inability to Pay)
Availability of Interpreting Services for Limited English Proficiency (No Cost)
Human Trafficking and Infection Control Awareness

SPRHS Brochure/Mission Statement

Many of the above items are available as posted signage within the clinic or as forms provided to
patients. For further details or additional copies, please discuss with the Office Manager.

Print Full Name

Signature Date




SPRHS

South Plains Rural/Health Services, Inc
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Informed Consent for Telemedicine and/or Telehealth

In order to better serve the needs of the community, some health care services are available from
South Plains Rural Health Services, Inc. (hereafter “the center”) via telemedicine and telehealth.
Telemedicine medical services and telehealth services are health care services delivered by
physicians and health professionals to patients located at a different physical location using
telecommunications or other information technology. Telecommunications or other information
technology may also be used for virtual check-ins, e-visits, initial evaluations, screenings, and pre
and post visit communication by center staff. Providers may include, but are not limited to,
Physicians, Advanced Practice Registered Nurses, Physician Assistants, Professional Counselors,
Marriage and Family Therapists, Clinical Social Workers, and Psychologists.

Information shared may include patient medical records, medical images, medical audio or video
files, two-way audio and video, and output data from medical devices. The systems used by the
center to transmit and receive this information will incorporate network and software security
protocols intended to protect the confidentiality of the patient’s identity and information.

I hereby and voluntarily consent to authorize the center’s healthcare providers to provide health
care services to me via telemedicine and/ or telehealth.

I understand the following;:

e The same standard of care applies to health care services delivered via telemedicine and/or
telehealth as applies to an in-person visit.

e The laws that protect the privacy and confidentiality of health care information apply to
health care services delivered via telemedicine and/ or telehealth.

e [ will not be physically in the same room as my healthcare provider. I will be notified of,
and my consent obtained, for anyone other than my healthcare provider present in the
room.

e There are certain hazards and risks connected with all forms of treatment, regardless of the
medium used, and my consent is given knowing this.

e There are potential risks to using technology, including service interruptions, interception,
and technical difficulties. If it is determined that the telecommunications or information
technology is not adequate, the visit may be discontinued.

e I have the right to refuse to participate or decide to stop participating in a
telemedicine/ telehealth visit at any time.

e [ understand that this visit may need to be converted into an in-person visit for situations
and/or cases that require a physical exam in order to determine a diagnosis and
for appropriate treatment and care.

e The center and the center’s healthcare providers have no liability or responsibility for the
accuracy or completeness of the medical information submitted to them or for any errors
in its electronic transmission.

e I may consent to my medical record or a report containing an explanation of the treatment
provided being sent to my primary care physician.

o This informed consent for telemedicine and/ or telehealth is valid and remains in effect as
long as I am a patient of the center, until I withdraw my consent, or until the center changes
its services and asks me to complete a new consent form.
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