











Solicitud Para Asstencia Financiera
USO DE OFICINA SOLAMENTE
Carenet # % of Co-Pay H-Cap Medical Home
Charity Start Date End Date

Nombre de Paciente

Nombre de Solicitante (si no es el paciente)

# de Seguro Social de Paciente - -

Fecha de Nacimiento de Paciente

Direccion Ciudad Estado
Zona Postal # de Telefono # Alternativo
Nombre de Esposa/o

Fecha de Nacimiento de Esposa/o

# de Seguro Social de Esposa/o - -

Ha Sido résidente del Condado de Lucas los ultimos 6 meses? Si No
Ciudadano de los Estados Unidos? Si No
Nombre de Medico Premario

Nombre de Medico Premario de Esposa/o

Estado Civil: __ Casada/o Soltera/o Divorciada/o __ Separada/o
___Viuda/o
Genero: ___Masculino Femenino Si Femenino y mas de 40 anos esta registrad
Con BCCP? Si No
Es Veterana/o: Si No Recibe Beneficios de Veterana/o: St
Opcional:
Etnia: Hispano/Latino Si No Nativo de Alaska Si No
Indio Americano Si No Asiatico Si No
Islero Pacifico Si No Negro Si No
& Blanco Si No Otro
Lengua Materna:  Ingles Espanol Otro

Favor de proveer la siguiente informacion para TODOS los miembros de su familia inmediata que viven
en su casa: * Si cero (0) ingreso es reportado, es necesario explcar como se mantiene el
paciente: ;
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*Cantidad de personas en su familia:

Si necesita mas espacio use una pagina separada.

Nombre | Fechade Relacion | Adoptado, | Presente | Tipo Ingreso | Ingreso
Nacimiento | al Natural, Ingreso | de Bruto Bruto 12
Paciente | Hijastra/o | Mensual | Ingreso | 3 Meses | Meses
Previos | previosa
a fecha de
Fecha servicio
de
servicio
$ $ $
$ $ $
$ $ $
$ $ $
$ $ $

**Tipos de ingresos que incluir son: Salarios, Auto-Empleo, Seguro Social, Desempleo, Apoyo
Infantil, Asistencia de Divorcio, Compensacion al Trabajader, Pension, Beneficios de Veterano,
Asistencia Estatal, etc.

Favor de proveer verificacion de ingreso con esta solicitud. Verificaciones de ingresos pueden
incluir: talon de cheque, W-2’s, documentacion de auto-empleo, carta de honorarios, estado de

cuenta bancaria o cualquier otra documentacion que contenga informacion de ingreso.

Favor de preveer presente empleadores:

Esta usted presentamente empleado?
Nombre de Presente Empleador

Si

No

# de Telefono Fecha de Comienzo
Todos los empleadores de Paciente 12 meses previos: Favor de indicar las fechas de comienzo y fecha
final.
Nombre Direccion # de Telefono Fecha de Fecha Final
Comienzo

Todos los empleadores de Esposa/o 12 meses previos: Favor de indicar las fechas de comienzo y fecha

final.

Nombre Direccion # de Telefono Fecha de Fecha Final
Comienzo

Alguna ves a solicitado por Seguro Medicaid o Asistencia para Incapacidad? Si No

Cuales fueron los resultados?

Tiene Seguro Medico (ademas de Medicaid)?
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# de Cuenta

Si

No




Nombre: # de Poliza # de Grupo
Tiene usted o alguna ves a solicitado usted un reclamo de recompensacion de

trabajador? Si Fecha # de Reclamo
No

Problema Medico?

Todavia recibe beneficios? Si No

Tratamiento Medico:

Era Usted residente de Ohio en el momento en cual obtuvo servicios de hospital? Si No
Por Favor indique si cualquiera de las cuentas por pagar con nuestras facilidades son debidas a un
Accidente de Vehiculo de Motores o debido a su responsabilidad (culpabilidad)? Si

No Si la respuesta es si, por favor de completer lo siguiente.

Nombre de la Compania de Seguros:

Direccion: # de Telefono

# de Poliza Nombre de Agente

Nombre de la persona responsible por el accidente:

Tiene usted bienes con valor en exceso de $10,000.00, tal como cuentas de ahorros, cuentas de
cheques, propiedades, acciones, bonos, 401K, IRA, CD’s, etc.? Si No Si larespuesta es
si, favor de indicar tipo de cuenta y cantidad:

Entiendo que cualquier asistencia financiera proveida puede ser reversada si es determinado que esta

informacion no es correcta.

“Proveyendo informacion falsa para inducer a otra persona a extender credito y otorgar cualquier otro
beneficio de valor puede ser una violacion del Codigo Estatuario de Ohio Revisado Seccion 2921.13.
Por medio de mi firma que sigue, yo afirmo que la informaccion en esta solicitud es verdad por lo mejor

de mi conocimiento.

Firma de Paciente Fecha  Firma de Esposa/o de Paciente Fecha
Firma Miembro de Personal de Matriculacion Fecha
He leido v entiendo la Nota de Practicas de intimidad: Si No
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FOLEDDILULAE SHUNTY

El RECONOCIMIENTO DE RECIBO DE NOTA DE PRACTICAS de INTIMIDAD

Yo por la presente reconozco recibo de la Nota de Condado de Toledo/Lucas CareNet de
Practicas de Intimidad.

El Nombre paciente (imprime por favor)

Firma Fecha

Si firmado por un personal representativo, la relacién al paciente



TOLEDO/LUCAS COUNTY CARENET, INC.
NOTICE OF PRIVACY PRACTICES
EFFECTIVE APRIL 14, 2003

1. THIS NOTICE DESCRIBES HOW MEDICAL
INFORMATION ABOUT YCU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION. PLEASE REVIEW |IT
CAREFULLY.

The terms of this Notice of Privacy Practices apply to
Toledo/Lucas County CareNet, Inc. ("CareNet”) a non-
profi¢ corporation organizing and coordinating care to
low-income, uninsured persons in Lucas County, Ohio.
This Notice also describes, in general terms, how your
health information will be treated by providers who
participate in CareNet.

Il. WE HAVE A LEGAL DUTY TO PROTECT YOUR
HEALTH INFORMATION

We are required by law to protect the privacy of your
health information.

. HOW WE MAY USE AND DISCLOSE YOUR
HEALTH INFORMATION.

A. USE AND DISCLOSURE THAT DOES NOT
REQUIRE YOUR AUTHORIZATION

CARENET collects health information from you and
stores it in a paper chart and on a computer. The
collected information may be used for the following
purposes.

1. For treatment. We may give information about you
to physicians, nurses, medical students, and other
health care personnel who are involved in your care.

2. To obtain payment for treatment. We may give
portions of your information to our provider's billing
department to get paid for the services provided {o you.
We may give your information to our business
associates. We may also give your information to
another health care provider that has treated you for
their payment purposes. We may share health
information with all of the providers who participate in
CareNet about your enrollment dates, appointment and
treatment histories and disenroliment from the program,
if applicable.

3. For regular health care operations. We may
disclose information about you to operate this business.
For example, we may use information about you to look
at the quality of health care services that you received or
to look at the performance of the professionals who
provided health care services to you. We may provide
information about you to our accountants, attorneys,
consultants, and others in order to make sure we are
complying with the laws that affect us. We may also
give your information to other health care providers and
health plans for their business operations if they have or
had a patient relationship with you.

4. When required by federal, state or local iaw,
judicial or administrative proceedings, or law
enforcement. For example, we give out your
information when a law requires that we report
information to government agencies and law
enforcement personnel about victims of abuse, neglect,
or domestic violence; when dealing with gunshot and
other wounds; or when ordered by the court.

5. For public health activities. For example, we
report information about births, deaths, and various
diseases, to government officials in charge of collecting
that information, and we give coroners, medical
examiners, and funeral directors necessary information
relating to a death.

5. For health oversight activities. For example, we
will provide information to assist the government when it
conducts an investigation or inspection of a health care
provider or organization.

7. For purposes of organ donation. We may notify
organ procurement organizations to assist them in
organ, eye, or tissue donation and transplants.

8. To avoid harm. In order to avoid a serious threat to
the health or safety of a person or the public, we may
give your information to law enforcement personnel or
persons able to prevent or lessen such harm.

9. For specific government functions. We may give
out information on military personnel and veterans in
certain situations. We may also give your information

for national security purposes, such as protecting the
president of the United States or conducting intelligence
operations.

10. For workers' compensation purposes. \We may
give out your information in order to comply with
workers' compensation laws.

11. Appointments and services. We may contact you
to remind you of an appointment or give you a test
result. You have the right to request that messages not
be left on voice mail or sent to a particular address. We
may also contact you to give you information about
treatment alternatives, or other health care services and
benefits we offer.

B. YOU HAVE THE OPPORTUNITY TO OBJECT TO
THESE DISCLOSURES

Disclosures to family, friends, or others. We may
provide your information to a family member, friend, or
other person that you indicate is involved in your care or
the payment for your health care, unless you object and
fill out the appropriate form.
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TOLEDO/LUCAS COUNTY CARENET, INC.
NOTICE OF PRIVACY PRACTICES
EFFECTIVE APRIL 14, 2003

C. DISCLOSURES THAT REQUIRE YOUR
AUTHORIZATION

Disclosures reiated to psychiatric treatment programs,
human immunodeficiency virus (HIV) test resulis, and
alcoholidrug treatment programs will not be made
without your authorization except as required or allowed
by law. If you authorize us to use or disclose your
information, you can revoke your authorization by filling

ouf the appropriate form.

IV. YOUR HEALTH INFORMATION RIGHTS

A. The Right to Request Limits on How We Use
and Disclose Your Health Information. You have the
right to ask that we limit how we use and give out your
information. We will carefully consider your request, but
we are not required to accept it. If we accept your
reguest, we will put it in writing and abide by it except in
emergency situations, To request limits, complete the
appropriate form at the facility where you are receiving
care.

B. The Right to Choose How We Send Your
Information to You. You have the right to ask that we
send information to you to an alternate address. For
example, you may ask us to send information to your
work address rather than your home address. You can
also ask that it be sent by alternate means. For example,
you can ask that we send information by fax instead of
regular mail. We will agree to your request if we can
easily provide it in the format you request.

C. The Right to See and Get Copies of Your Heailth
Information. Most of the time, you have the right to look
at or get copies of your health information that we have.
Your request must be on the appropriate form and
signed by you or your legally authorized representative.
In certain situations, we may deny your request. If we
do, we will tell you, in writing, our reasons why and
explain how you can have the denial reviewed. If you
request copies, we usually charge a fee for the cost of
copying, mailing or other related supplies.

D. The Right to Correct or Update Your Health
Information. If you believe that there is a mistake in
your information or that a piece of important information
is missing, you have the right to request that we correct
the existing information or add the missing information.
Your request and your reason for the request must be
submitted on the appropriate form.

Each request will be carefully considered. if we approve
your reguest, we will make the change to your
information and tell you that we have done it,

E. The right to a list of those instances where we have
disclosed medical information about you, other than for
treatment, payment, health care operations or where you
specifically authorized a disclosure, when you submit a
written request. The request must state the time period
desired for the accounting, which must be less than a 6-
year period and starting after April 14, 2003. You will
receive the list in paper form, The first disclosure list
request in a 12-month period is free; other requests will
be charged according to our cost or producing the list.
We will inform you of the cost before you incur any
costs.

V. CHANGES TO THE POLICY

if our privacy policy should change at any time in the
future, we will promptly change and post the new notice.
We reserve the right to apply any changes fo our privacy
policy or this Notice to all of the personal health
information that we maintain, including information
collected before the date of the change.

Vi. COMPLAINTS

If you think that we may have violated your privacy
rights, or you disagree with a decision we made about
your heaith information, you may file a complaint with the
Executive Director & Vice President, Toledo/Lucas
County CareNet, Inc., 3231 Central Park West, Suite
200, Toledo, Ohio 43617, (419) 842-0800.

VIl. Each of the providers participating in CareNet
should have separate Notice of Privacy Practices that
you should consult in addition to this policy and will
explain how these providers will treat your health
information.
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