REGISTRATION, AUTHORIZATIONS, CERTIFICATIONS AND CONSENTS

 
























































































Is it OK for us to use an automated telephone message to remind you of your appointments?            Yes            No                                                                                                              







   
FINANCIAL CERTIFICATION:

	I certify that my answers are correct and complete to the best of my knowledge and I have reported all my household income, KTAP, Medicaid, and Food Stamp benefits to determine program eligibility. I understand that I may be asked to provide proof of household income, KTAP, Medicaid, and Food Stamp benefits.


I understand that some of the health department’s fees for service are based upon ability to pay which is determined by an assessment of household income. Since I prefer not to supply this information I agree to pay full charges.  
 



PAYMENT FOR SERVICE/ASSIGNMENT OF BENEFITS  MUST be signed for every patient who has a third party payor. Name of health department MUST            

                                                                                                            be SPELLED OUT.
	ASSIGNMENT OF BENEFITS:  I request that payment of authorized medical insurance benefits be made to ________________________________________   ___________________________________________________________   on my behalf, for services I received.  I also authorize the local health department to release medical information about me to Medicare, Insurance and other third party payors to determine payment for services. This constitutes permission to release medical information regarding sexually transmitted diseases, if applicable, to third party payors pursuant to KRS 214.420.


I have read the above and have had an opportunity to ask questions, I understand the item checked above as it applies to me. My signature below indicates I do consent, authorize or declare as stated above. 

__________________________________
________     
_________________________________________
 Signature of Patient or Authorized Person           
 Date
  
 (WITNESS Signature, if person cannot sign)
             

GENERAL CONSENT FOR HEALTH SERVICES (expires 1 year from date signed, unless change in custody):

Of my own free will I consent to care which may include screenings, exams, lab tests, treatments, medicines, x-rays, and any other health service given to me or above named individual by staff or agents of this health department.  I understand that no Guarantees are being made as to the effect of any exam or treatment on me or above named individual.  I also understand I may be tested for (HIV) infection, Hepatitis B, or any other disease carried by blood or body fluids if such a test(s) is needed for a diagnosis, to assist in my or above named individual’s treatment, or if a health care worker is exposed to my or above named individual’s blood, body fluids or tissue as applicable by law.
______________________________________________     ______________________________________________
 Signature of Patient or Authorized Person
  
         
        (WITNESS Signature, if person cannot sign)
              


  __________________________________________________      __________________________________________________
 (Relationship to the patient, if not self) 


         Date 
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___________________________________	________     	_________________________________________


 Signature of Patient or Authorized Person           		 Date	  	 (WITNESS Signature, if person cannot sign)	             


________________________________________________	___________     	________________________________________________________


 Signature of Patient or Authorized Person           		 Date	  	 (WITNESS Signature, if person cannot sign)	             























GENERAL CONSENT FOR HEALTH SERVICES BY FOSTER PARENTS OF MINORS IN CUSTODY OF THE CABINET FOR HEALTH AND FAMILY SERVICES (valid for 1 year from date signed, unless change in custody/foster parent or invasive procedure required):  Of my own free will I consent to health services, for the minor child of which is currently in my foster care, given to the above name individual by staff or agents of this health department.  I understand that I am not allowed to consent to any invasive procedure services as defined by 201 KAR 20:235, Section 1(6) for the above named individual.   I understand that no Guarantees are being made as to the effect of any exam on the person for whom I am consenting.  IMPORTANT:  foster parent cannot sign if minor is in Emergency or Temporary Custody.


_________________________________________________        __________________________________________________


  Signature of (CHFS) Foster Parent	  	                      	       Date	              		





WIC RIGHTS AND RESPONSIBILITIES   (MUST be signed at every WIC certification and recertification.) 


 


I have been advised of my rights and obligations under the WIC program.  This includes the rights and responsibilities for the eWIC card and any household benefits issued to the cardholder account.  I understand that I am also responsible for ensuring the security of the eWIC benefits card and the PIN. I certify that the information I have provided for my eligibility determination is correct, to the best of my knowledge. This certification form is being submitted in connection with the receipt of Federal Assistance. Program officials may verify information on the certification forms. I understand that intentionally making a false or misleading statement or intentionally misrepresenting, concealing, or withholding facts may result in paying the state agency, in cash, the value of the food benefits improperly issued to me and may subject me to civil or criminal prosecution under State and Federal law.  I have been issued I also understand that my name may be given to other health and welfare programs for eligibility purposes for that program.





______________________________________________________________         ________________________________________________________________            


 Signature of Patient or Other Authorized Person                                      Date                                                              
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