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                       Patient Intake Form

319E N. Graham Hopedale Road
 Burlington NC 27217
Phone: 336-570-9800
      Fax: 336-570-3376
______________________________________________________________________________________________________________________________________
Demographic Information                                           Date: ___________
Name:  Last _______________________   First ___________________________   MI 


Street Address:

City: __________________        State:  _____    Zip Code: __________ 
Phone Numbers: Home (___) ______________ Cell (___) ______________ Work (___) ______________ 
County:    ☐  Alamance    ☐   Guilford    ☐  Caswell   ☐  Orange   

Birth Date:  month     date      year      Social Security #:  ___ ___ ___ - ___ ___ - ___ ___ ___ ___               

Age: ______       US Citizen: ☐   Yes     ☐   No  
Ethnicity: ☐ Caucasian     ☐  African-American    ☐ Hispanic  ☐  Asian  ☐ Other: __________________
Sex:   ☐ Male  ☐ Female  Marital Status: ☐  Single  ☐  Married  ☐ Separated  ☐ Divorced  ☐ Widowed

Number in Household:  __________   Number of dependents under age 18: _____________

How many in household excluding yourself and spouse are employed? ____________________

Are you currently employed? ☐ Yes   ☐ No

If so, list your Employer ________________________________________ Phone (___) ______________
Do you receive Disability or Social Security Benefits?   ☐ Yes   ☐ No
Do you receive Food Stamps?☐ Yes   ☐ No   Do you receive housing assistance?  ☐ Yes   ☐ No
Are you able to drive a car?    ☐ Yes   ☐ No   If no, is transportation available?      ☐ Yes   ☐ No
Spouse: ______________________ Employer: _______________________ Phone: (___) ______________  
Two local Alternate/Emergency Contacts: 
1.___________________________​​​​​​​_____ Phone:  (___) ______________Relationship: ___________________
2.________________________________ Phone:  (___) ______________Relationship: ___________________
Please indicate if you receive assistance through any of the following health clinics:

☐ Charles Drew   ☐Burlington Community Health ☐  Prospect Hill  ☐ Scott Clinic   ☐ Open Door Clinic
☐ Medication Management Clinic  ☐ UNC-Chapel Hill  ☐ Other_________________________________
What agency or individual referred you to our program? _______________________________
Insurance
Please mark all that you have:
	☐ Medicare

☐ Medicaid 

☐ Private/Employer Insurance 

☐ No Insurance 
	


Are you a Veteran? ________ If yes, do you receive medical care or medications from the VA? _____

Have you applied for Medicaid? ________________ (If rejected, we need copy of letter)

Have you applied for Disability? ________________ (If rejected, we need copy of letter)

Health History
Medication Allergies (Please list each allergy and the reaction you had to that medicine):
______________________________________________________________________________________________________________________________________________________________________________________________________
Health Problems (check all that apply): 

	☐Heart Issues 
	☐High Blood Pressure
	☐High Cholesterol
	
	☐Asthma/COPD
	

	☐Diabetes 
	☐Thyroid   Disease
	☐Cancer
	
	☐Arthritis
	

	☐Other: _____________________________________________________________________________

_____________________________________________________________________________________

(We do NOT treat pain, anxiety or mental health disorders)




Physicians seen in the last 5 years:  

1._______________________________________________________________ Phone (___) ______________  

Address___________________________________________________________________________________                            

2._______________________________________________________________ Phone (___) ______________  

Address___________________________________________________________________________________                            

Medications 

Please list all medications (prescription, over-the-counter, herbals, vitamins) you take.  This includes medications taken daily and medications taken only when you need them.   

	Name of Medicine
	
	Strength
	
	How You Take Your Medicine

	
	Example:  Coreg
	
	12.5 mg
	
	One tablet twice a day
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	Consent


Patient Name (print): ___________________________________
Consent of Treatment: I attest that the above information is true to the best of my knowledge. I hereby voluntarily consent to routine diagnostic and therapeutic procedure and general medial care by the Open Door Clinic of Alamance County, the physicians and other health care professionals associated with the clinic. I understand that the practice of medicine is not an exact science and that there are no guarantees as to the results of the care delivered which I hereby authorize.  
Release of Medical Records: In the case of referrals, I hereby authorize the Open Door Clinic to release my pertinent medial records (Physician notes, x-ray reports, EKG’s, lab reports, etc.), including any information regarding drug/alcohol abuse, HIV status and mental health, to the necessary physician’s office, medical facility or hospital. 
Patient Agreement: I understand that the Open Door Clinic is non-profit volunteer clinic. I agree to show respect to all clinic volunteers. I agree to keep all scheduled appointments both at the clinic and at referral appointments made by clinic staff. If I am unable to make an appointment, I agree to call and cancel or reschedule as soon as possible. I agree to bring all required eligibility verification. I agree to call in sufficient time for refill/sample requests. I understand that the clinic reserves the right to refuse or terminate service to any patient who does not comply with the above agreements. 
If you are unable to keep an appointment, a 24-hour notice is required for cancellation.  There will be a $4.00 No Show Charge to re-enter the clinic. There will be NO exceptions.
If you fail to keep a referral appointment, we will NOT re-refer you and you may be subject to dismissal from the clinic. 

Privacy Authorization:
I hereby authorize the Open Door Clinic to speak with the following persons regarding my appointments, care or instructions:
_________________________________


____________________________

Name







Relation to Patient

_________________________________


____________________________

Name







Relation to Patient

I further authorize the Open Door Clinic to leave messages on the voice mail or answering machine for the home and cell numbers given for my primary contact information.  These numbers may be listed on the application, given during check-in/check-out or left on the Open Door Clinic voicemail.
☐ By checking this box, I do NOT authorize messages being left regarding my care or appointments with any other person.  I do NOT authorize messages being left on the designated telephone or cell answering machine or voicemail. 
	
	
	
	
	
	

	Patient Signature
	
	Witness Signature
	
	Date
	


