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The mission of Healing Hands is a Christian ministry 

serving the unmet health care needs of Bristol area residents.

We request the following:
· $10 - Medical, Chiropractic and Eye Care Clinics
· $20 - Dental  
· $10 - Dental Hygiene

· $20 - Eyeglasses

· $5 - each medication ordered from pharmaceutical companies
If you qualify, but are unable to pay, we still want to serve you.
Applications are taken during the following times:

· Mondays from 2:00pm to 4:00pm

· Wednesdays from 10:00am to 12:00 noon

· Thursdays from 5:30pm to 7:30pm
WE APOLOGIZE, BUT AS OF OCTOBER 15, 2010, WE WILL NO LONGER PRESCRIBE LONG-TERM NARCOTICS OR SEDATIVES TO NEW PATIENTS

Complete the application and bring all the following documentation with you:

· Copy of latest federal tax return. (1040)
· Recent pay statement from employer. (check stubs or letter from employer)  

· Proof of income from any other source and all household members. 

· Current Food Stamp Letter showing dollar amount
· Child Support 

· Social Security

· Self-Employment
· Picture ID

· Social security card of all household members

· Proof of residence: copy of utility bill or other mail with home address 

NOT BRINGING ALL OF THE INFORMATION MAY CAUSE A DELAY IN DETERMINING ELIGIBILITY.
Please help spread the word about Healing Hands and feel free to take a donation envelope to your friends, family, church or employer.  THANK YOU!

Giving false information or withholding information will disqualify you for the services.

Patient Application

Please Print-Use Black Ink

Date ___/___/_____   
Have you ever been seen in one of Healing Hands Clinics?  ( Yes ( No 

Last Name __________________________First name ________________________________ MI______

Social security # __________________________________ Date of birth __________________________

Address ______________________________________________________________________________

City _________________________ State ________  Zip ____________ County____________________

Home phone _____________________Cell__________________ Work phone _____________________

Can we leave detailed messages:  ( At Home
( At Work?
( Through the mail?

Please list the people that we may discuss your health care with: _________________________________

_____________________________________________________________________________________

Gender: ( Male    ( Female



Race: ( W    ( B    ( H    ( Other

Are you? ( S    ( M    ( W    ( D    ( Sep.                     Number of people living in household ______   

Is patient eligible to file as female head of household on tax return?  ( Yes   ( No

Emergency contact not living with you______________________________________________________ 
Relationship __________________________________________________________________________

Emergency contact phone numbers ________________________________________________________

Have you ever been convicted of or pleaded no contest to a felony?  ( Yes  ( No  If yes, please provide a complete explanation __________________________________________________________________
_____________________________________________________________________________________Health insurance information:
TennCare / Medicaid:
( Yes
( No

Veteran’s Benefits:
( Yes
( No

Medicare Part A:  
( Yes ( No

Medicare Part B:
( Yes ( No

Medical insurance:
( Yes ( No

Dental insurance:
( Yes ( No

Workman’s Comp: 
( Yes ( No

Have you applied for TennCare/Medicaid? ( Yes
( No  

Are you a patient at Twin City Medical Center? ( Yes ( No

Are you currently seeing a private doctor? ( Yes ( No    Doctor’s name__________________________  
How recently have you seen a private doctor? ________________________________________________
Are you disabled?    ( Yes
( No

Are you a Veteran?   ( Yes
( No
Employment information:
I am:
( Employed
 Employer _______________________   Occupation ________________      
( Unemployed
Date unemployment started _______________________________


( Student
School ___________________________Phone _____________________

( Retired
From _______________________________________________________

Other Adult Household member name(s)_____________________________________________
( Employed
 Employer _________________________Occupation_______________

( Unemployed
Date unemployment started _______________________________

( Student
School ____________________________Phone____________________

( Retired
From _______________________________________________________

( Disabled
Patient Certification:  
Healing Hands Health Center is a private, non-profit clinic operated primarily by volunteers and provides health care for the working uninsured residents of our community and their families.  I understand that the volunteer providers at Healing Hands Health Center render these services voluntarily, without compensation or the expectation or promise of compensation.  Should I need a referral to a specialist, I understand that I am responsible for any bills that may result from any referral.  I authorize Healing Hands Health Center to release the necessary medical records needed for any referral.  Also, I authorize representatives of Healing Hands Health Center to sign applications on my behalf for any medications that need to be ordered from the Patient Assistance Program.
I have received a copy of the Healing Hands Health Center Patient Rights and Responsibilities.  I understand that if I have two (2) no shows in a  twelve (12) month period, my eligibility will be suspended for six (6) months, including all appointments and medication assistance.
I certify that the information I have provided is true and complete I understand that if I give false information or withhold information I will no longer be eligible for services.  This policy is strictly enforced.
___________________________________________________
________________________

                   

Patient signature





        Date
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This project is funded under an agreement with the State of Tennessee.[image: image4.png]
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