Virgipia B. Arles
lunteer

;Commil;lalltoCan'ng

Patient Information — History & Physical (H&P)
PAGE 1 of 4 — Please complete ALL fields

Today’s Date: i First Name: Last Name:
DOB: ' Social Security #: County:
Address: City, ST: Zip:
Home Phone #: Cell Phone Number #: Check Preferred Contact #:
[l Home U Cell
Email Address: Interested in Telehealth Services:
, [l Yes- 0 No
Communication Barriers: Language Preference: Translator Required:
H Visi.on [l Hearing [ Reading 0 Yes 7 No
[0 Writing [l Other
DEMOGRAPHICS
Relationship Status: # of Children living at home:
[] Single [1 Married/Significant Other | > Ages 0-17
" Male O Female J Other > Ages 18-21 AND are In school
Race: [0 White/Caucasian [1 Black/African American (1 Asian/Pacific
[1 American Indian/Alaskan Native (1 Other: 0 Declined
Ethnicity: (0  Hispanic [J Non-Hispanic 0 Other: 0 Declined
Level of Education: [J High School I Some College [l College Degree:
0 Technical Degree [ Other
Family History:
Father: Age [0 Alive [1 Deceased Cause of Death
Mother:  Age L Alive [0 Deceased Cause of Death
Siblings:  Age (1 Alive [0 Deceased Cause of Death
Please check if the following conditions run in your family:
[J Heart Disease [] High Blood Pressure 0 High Cholesterol L] Stroke [ Cystic Fibrosis
U Diabetes L] Asthma O Rheumatoid Arthritis [J Cycle Cell Anemia L Cancer
Height: Weight:
Employer: Occupation:
How were you referred to the VBA:

*********************************************************************************************************************************************

FOR ADMINISTRATION USE ONLY

Patient Type:[] Clinic [0 BUS [J Mixed Housing Status: [J Housed [/ Unhoused
Employment Status: [J Employed [/ Unemployed

Eligibility Packet: [J Complete [] Incomplete  Eligibility Expires:

Insurance: [J NOT Checked [] Checked [J HasInsurance [J Does Not Have Insurance
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FAMILY UNIT WORKSHEET — PAGE 2 of 4
» NEEDED IF MORE THAN 1 IN THE FAMILY UNIT
> LIST SPOUSE/PARTNER AND ALL CHILDREN WHO

ARE LIVING AT HOME
PATIENT NAME: DOB:
NAME DOB RELATIONSHIP IF CHILD IS AGE
18-21 ARE THEY IN
SCHOOL

YES or NO

ADDITIONAL NOTES :

ELIGIBILITY PACKET — PART 1

APRIL 14, 2025

PAGE 2 OF 8



Patient Information — History & Physical (H&P)
PAGE 3 of 4 — Please complete ALL fields

PATIENT NAME: DOB:
Reason you need to see a medical provider:
Health History Health History Health History
0 Alcohol Intake —Light/Moderate/Heavy | [J Diabetes Non-Insulin Dependent RIES:
0 DrugUse OinPast [ Presently [J Emphysema SURGERIES:
[l Tobacco Use - Light/Moderate/Heavy | I Epilepsy
O AIDS/HIV 0 Glaucoma
[ Allergies U Gout ACCIDENTS:
(1 Alzheimer’s [0 Heart Condition
0 Anemia [1 Hepatitis A T B O C O
0 Angina [0 Hypertension
[0 Anxiety [l Hypo-Thyroid HOSPITALIZATIONS:
I Arthritis 0 Hyper-Thyroid
[l Asthma 0 Kidney Disease
O Atrial Fibrillation [1 Liver Disorder
[0 Back Pain [J Lung Disease Y]
[0 Behavioral Heaith Condition 0 Macular Degeneration I[] x:?r'i?tlon/ Food Allergy
U Bladder Disorder [0 Migraine O Cephalosporins
0 Bleeding Disorder O Neck Pain 0 Codeine
O Blood Clot(s) 0 Osteoporosis O Eges
[0 Bowel Disorder O Pacemaker O Erythromycin
(0 Breast Feeding 0 Parkinson’s Disease 0 Food Additives/ Dyes
0 Bursitis [0 Peripheral Neuropathy . ¥
0 Cancer O Pregnancy 0 NSAID’s (ibuprofen, Naprosyn)
[l Cataracts [1 Prostate Condition g :::ir; :JIItISn
1 Cholesterol, High [0 Sleeping disturbance 0 Sulfa Druss
0 COPD /Emphysema [1 Stroke 0 Tetrac clignes
U Dental Dateoflastvisit__/ / | [0 Tendonitis 0 other ¥
[1 Depression 1 Ulcers
[1 Diabetes Insulin Dependent

HEALTH AND WELLNESS PROGRAMS

Would you like to participate in the following programs: [ Asthma / COPD Management [J Diabetes Education
{J Exercise and Nutrition [0 Medication Management [J Tobacco Cessation

Exercise: [1 Never [J 1-2 times a week [ 3-4 times a week [] Almost every day
What type of exercise:

CURRENT MEDICATION PROFILE

List all Prescription medications and Over the Counter medications including vitamins

Medication Dosage | Directions | Needed Medication Dosage | Directions | Needed

w/in 30 w/in 30
Days Days

1. 6

2. 7

| 3. ‘ 8 !
4. 9
5. 10.
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Vi:ginia B. Andex
meVolunteer
Community Clinic

AUTHORIZATION TO DISCLOSE CONFIDENTIAL INFORMATION
CONFIDENTIAL

PATIENT NAME: DOB:
INFORMATION MAY BE DISCLOSED BY:
Person/Facility: Phone#:
Address: Fax #: B
INFORMATION MAY BE DISCLOSED TO:
> EMAIL Address: vbamedicalrecords(@ volunteercare.org
Person/Facility: Virginia B. Andes Volunteer Community Clinic Phone #: (941) 766-9570
Address: 21297 Olean Blvd.. Suite B. Port Charlotte, FL. 33952 Fax #: (941) 979-5058
I specifically authorize the release of information relating to:
O Last 5 Years 1 Specific Dates:
® Medication List ® Labs/Medical Imaging ® Discharge Summary
® General Medical Record(s), including STD and TB Results @® Physician Progress Notes
® History and Physical Results @® Consultations
O Other (Specify):
I specifically authorize the release of information relating to: (initial selection)
@® HIV test results for non-treatment purposes ® Substance Abuse Service Provider Client Records
® Psychiatric, Psychological or Psychotherapeutic notes
PURPOSE OF DISCLOSURE:
@ Continuity of Care [0 Personal Use [0 Other (Specify):
EXPIRATION DATE: This authorization will expire (insert date or event) .

understand that if | fail to specify an expiration date or event, this authorization will expire twelve (12) months
from the date on which it was signed.

REDISCLOSURE: | understand that once the above information is disclosed, it may be redisclosed by the recipient
and the information may not be protected by federal privacy laws or regulations.

CONDITIONING: | understand that completing this authorization form is voluntary. | realize that treatment will not
be denied if | refuse to sign this form.

REVOCATION: | understand that | have the right to revoke this authorization any time. If | revoke this
authorization, | understand that | must do so in writing and that | must present my revocation to the medical
record department. | understand that the revocation will not apply to information that has already been released
in response to this authorization. | understand that the revocation will not apply to my insurance company,
Medicaid and Medicare.

Patient or Legally Authorized Representative Signature Date

If other than patient signing, state relationship:

Witness Signature Date
ELIGIBILITY PACKET — PART 1 APRIL 14, 2025 Page50f 8



VuginiaB.Andes
——X0lunteer

" Community Clinic

A Commitment to Caring
DOB:

Patient Name:

Notice of Privacy Practice
We understand that medical information about you and your health is personal. We are committed to protecting medical
information about you. This notice describes how medical information about you may be used and disclosed and how you
can get access to this medical information. Please review it carefully.
WE ARE REQUIRED BY LAW TO:
- Make sure that the medical information that identifies you is kept private.
- Give you this notice of our legal duties and privacy practices with respect to your medical information.
- Follow the terms of this notice.

HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU:
- For Treatment — We may disclose medical information about you to doctors, nurses and other health professionals who

are involved in your medical care.

-For Health Care Operations — We may use this information to provide the best health care based on your medical
condition. Information may have to be discussed with other charitable organizations, government organizations,
businesses and pharmaceutical manufacturers that participate in assistance programs for auditing purposes only, or
individuals from whom you or we may seek to provide assistance or additional help for you.

- Safety — When necessary to prevent a serious threat to the patient's health and safety or the health and safety of the
public or another person

- Law Enforcement — We may release your information if asked to do so by a law enforcement officer. Examples
would include a subpoena warrant summons, fugitive material witness, missing person, victim of a crime, criminal
misconduct, an emergency situation involving a crime, or about a death.

- All other disclosures require a patient’s written authorization which may be revoked at any time.

YOUR RIGHTS REGARDING MEDICAL INFORMATION ABOUT YOU:

- Right to inspect and copy — you may request this at any time —a charge may be assessed for copying

- Right to amend — you may have us update and change incorrect information.

- Right to Request Restrictions — for example, you may request that we do not give out particular parts of your medical

records to family members.
- Right to Confidential Communication — for example, you may request that we only contact you at home or by mail.

COMPLAINTS:
- All complaints about privacy violations or any other matter should be made to the Clinic Manager. You will not be

penalized for making any complaints. You have the right to complain to the U.S. Department of Health and Human Services
about any violations of your privacy at (404)562-7886.

WE RESERVE THE RIGHT TO UPDATE AND CHANGE THIS NOTICE AND POST A CORRECTED VERSION AT ALL TIMES

Name and relation of other individual(s) we may disclose information to:

NAME:
RELATIONSHIP: CONTACT PHONE #:
NAME:
RELATIONSHIP: CONTACT PHONE #:
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PATIENT SIGNATURE: DATE: / /
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Virginia B. Andes

m——Njolunteer
//Commumty Clinic

A Commitment to Caring
Patient Name: DOB:
PATIENT STATEMENT OF UNDERSTANDING & ACCEPTANCE
> | understand that my eligibility dates for services are from through

> | understand it is my responsibility to show my eligibility card on each visit and to update my ehglblllty card
through rescreening prior to the expiration date on the card. | understand | will not be able to receive services

either through the clinic or pharmacy without a current eligibility card.
> | presently have no private insurance, public insurance, or government funded health insurance such as

Medicare, Medicaid, or Veterans Benefits.
> All the information that | have provided to the Virginia B. Andes (VBA) Volunteer Community Clinic is correct

to the best of my knowledge.
> | understand that any changes in the information initially provided, including my financial status or insurance

status, will be reported to VBA immediately.

> | give my consent to release the necessary health information to Pharmaceutical Companies for

auditing purposes and help with obtaining my medications.

> | understand that willful misrepresentation of any information provided will result in refusal of assistance
now and in the future.

> | understand that the VBA staff and volunteers are committed to treating patients with politeness and
respect and that you as a patient are expected to provide the same courtesy in return.

> | understand the VBA building and grounds are a non-smoking campus.

> | understand that if | miss three appointments without notification in advance, VBA reserves the right to
discharge me as a patient.

> | understand that if | arrive late for an appointment, | may be rescheduled for a later time or another day.
> | understand that the VBA pharmacy needs 2 business days advance notice to process prescription refills.
> | understand that some expensive medications will be required to be obtained thru a manufacturer
assistance program which may take up to 2 weeks.

> | understand that VBA’s provider staff consists of volunteer resources and may change from time to time.
There will be occasions when VBA may not have the resources to provide the services | need. If this happens,
VBA will work with me to determine other possible options for my care.

> | understand that | play a role in my health care:

* |t is my responsibility to follow through on testing and treatments offered by medical personnel
at the Clinic.

* As many diseases can be treated by lifestyle modifications alone, | agree to disease prevention and
management counseling and programs that the Clinic makes available so that | may be empowered to actively
manage my healthcare.

* | agree to take prescribed medications as directed and comply with refilling maintenance medications
unless discussing concerns with either the prescribing provider or the pharmacist.

* | understand failure to comply with my treatment plan will make me ineligible for continued care at VBA.
> | understand that it is not always possible for the VBA to have a translator available. If | do not speak
English, | will bring someone with me to my appointment to translate for me

Patient Signature: Date- iy Wi s
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ACommitmenttoCanng
PATIENT STATEMENT OF UNDERSTANDING & ACCEPTANCE (PATIENT COPY)

> | understand that my eligibility dates for services are from through
> | understand it is my responsibility to show my eligibility card on each visit and to update my e|IgIbI|Ity card

through rescreening prior to the expiration date on the card. | understand | will not be able to receive services
either through the clinic or pharmacy without a current eligibility card.
> | presently have no private insurance, public insurance, or government funded health msurance such as

Medicare, Medicaid, or Veterans Benefits.
> All the information that | have provided to the Virginia B. Andes (VBA) Volunteer Commumty Clinic is correct

to the best of my knowledge.

> | understand that any changes in the information initially provided, mcludmg my fmanaal stam,ss or insurance
status, will be reported to VBA immediately. \ .

> | give my consent to release the necessary health information to Phar’ma@eutlca“l
auditing purposes and help with obtaining my medications. - A
> | understand that willful misrepresentation of any mformatlonpromied will resuf& in r*efﬂsal of assistance
now and in the future. ) N w

> | understand that the VBA staff and volunteers are commltt&d to treatmg f.\atlents w:th politeness and
respect and that you as a patient are expected to provide the same courtesy inl mtum

=

> | understand the VBA building and grounds are a pén-smoking: c‘ampus h
> | understand that if | miss three appomtments Wrtﬁgut notlflcatlon in advam:e VBA reserves the right to

discharge me as a patient. ! X

> | understand that if | arrive late for an appoim(nent I may be rescheduled for a later time or another day.

> | understand that the VBA pharmacy needs 2 5mess days‘advance notice to process prescription refills.

> | understand that some expensive medma‘ikms wi»U he requlredto be obtained thru a manufacturer
assistance program which may take up to 2 weeks

> | understand that VBA’s provider staff consmgts of voﬂmtegr resources and may change from time to time.
There will be occasions when VB may nét have‘*ihe\resources to provide the services | need. If this happens,
VBA will work with me tof determme qther possible ‘@ptions for my care.

> | understand that Ip‘iaya role in my health cal;e.

*1tis my responsibjﬁty“{,ufollow thmugh Qﬁtﬁ%‘tmg and treatments offered by medical personnel
at the Clinic.

* As many diseases can be tre@ted by In‘estyle modifications alone, | agree to disease prevention and
management counsel‘mg and programs that the Clinic makes available so that | may be empowered to actively
managelfiyhealtheare.

* |@gree to take prescmbed medications as directed and comply with refilling maintenance medications
unless discussing concerns with either the prescribing provider or the pharmacist.

* | understahd failure t6.comply with my treatment plan will make me ineligible for continued care at VBA.
> | understan-d___that it is not always possible for the VBA to have a translator available. If I do not speak
English, | will bring someone with me to my appointment to translate for me

--_-,.'panies for

Patient Signature: Date:_ /_ /[
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SUMMARY OF DOCUMENTATION NEEDED
FOR ELIGIBILITY APPROVAL

To qualify as a patient at the Virginia B. Andes Volunteer Community Clinic, you must be a Charlotte County
resident, be over 18 years old, have no public or private health insurance, and be less than or equal to

unteer

/Commur/m;y Clinic

A Commitment to Caring

300% of the Federal Poverty Guidelines.

2025 FEDERAL POVERTY GUIDELINES - 300%

FAMILY SIZE MONTHLY YEARLY
1 $3,912 $46,950
2 $5289 $63,450

BELOW ITEMS ARE REQUIRED FOR PATIENT ONLY:

> ATTESTATION - Photo Identification —i.e. Driver License, Passport, Government ID Card — Page 3
(Note: Does it have current address, if not also need Proof of Charlotte County Address)

> ATTESTATION - Proof of Charlotte County Address — 1 document of proof — Page 3

(Note: Only needed if photo ID does NOT have current address)

* Examples of documentation - Photo ID, utility bill, lease/rental agreement, current pay stub with address,

vehicle registration

BELOW ITEMS ARE REQUIRED FOR THE PATIENT, THE SPOUSE/SIGNIFIANT OTHER/PARTNER, ALL

CHLIDREN UNDER 18, AND ALL CHILDREN 18-21 WHO ARE IN SCHOOL:

> ATTESTATION - SS Earning Record and/or Tax Return Attestation — Page 4

Example - Current Social Security Statement (Earnings Record) Example — Page 5

Example - Previous year Complete Income Tax Return (Form 1040) Example — Page 6
ATTESTATION - Most recent 30 days/1 month of current pay stubs/cash earnings statement — Page 7
ATTESTATION - Current Bank Statements (all checking & savings) - Page 8
ATTESTATION - Current Unemployment letter stating amount to be received - Page 9
ATTESTATION - Current Proof of Award Letter stating amount to be received (i.e.retirement,
disability, dependents, survivors, veteran benefits - Page 10

VVVYy

ELIGIBILITY PACKET — PART 2
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Community Clinic

A Commitment to Caring

PHOTO ID ATTESTATION

CHECK ONE:

| provided a copy of my photo ID when | submitted Part 1 of the Eligibililty
Packet at my first visit.

| am providing a copy of my photo ID with this packet - Part 2.

PROOF OF ADDRESS ATTESTATION

CHECK ONE:
| have attached the following document to prove my Charlotte County

residency....(please select one of the following)........
CHECK ONE:
Photo ID
Billing Statement (i.e. electric bill)
Lease agreement
Pay stub w/address
Vehicle Registration
Letter from an agency (i.e. Charlotte Cares, JLYM)
Letter from person who is providing you housing

Other >

g

| attest that | have no way to obtain written proof of my address and state that |
stay at the following address or intersection........

PATIENT SIGNATURE Date

ELIGIBILITY PACKET - PART 2 APRIL 14, 2025
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" Community Clinic

A Commitment to Caring

SS EARNINGS RECORD/1040

ATTESTATION WAIVER

PATIENT NAME:

DOB:

> Social Security Earnings Record
Note: Mark applicable box with an “X”

OPTIONS

PATIENT

SPOUSE/PARTNER

CHILD (16-21)

SS EARNINGS RECORD
IS ATTACHED

DO NOT HAVE ASS #

WILL PROVIDE LATER

WILL NOT PROVIDE

> Complete 1040 Tax Return
Note: Mark applicable box with an “X”

OPTIONS

PATIENT

SPOUSE/PARTNER

CHILD (16-21)

1040 IS ATTACHED

DID NOT FILE

WILL PROVIDE LATER

WILL NOT PROVIDE

By signing this, | attest that | understand | may not be able to get medication
from the Patient Assistance Program if | chose not to provide a copy of the
Social Security Earnings Record and/or the 1040 Tax Return. If at some
point medication is needed from the Patient Assistance Program, the
applicable documentation will need to be provided.

Patient Signature

ELIGIBILITY PACKET - PART 2

Date

APRIL 14, 2025
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- Virginia B. Andes
" Community Clinic

A Commitment fo Caring

EXAMPLE - Current Social Security Statement Earnings Record

Note: Required For The Patient, The Spouse/Significant Other/Partner, All Children Under 18,
And All Children 18-21 Who Are In School

WAYS TO OBTAIN

1) Go to the local Social Security Office:
> Address: 4054 Beaver Ln, Port Charlotte, FL 33952
> Phone #s: Local # > 877-405-0490 or National # > 800-772-1213
OR

2) Go online to www.socialsecurity.qov/myaccount and print statement
(Note: If you are having trouble with your account, call either the local or national

number and they will help you fix it)

EXAMPLES OF SOCIAL SECURITY EARNINGS RECORDS
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EXAMPLE -

(FORM 1040)
NOTE 1: NEED ALL PAGES

PREVIOUS YEAR COMPLETE INCOME TAX RETURN

NOTE 2: REQUIRED FOR THE PATIENT, THE SPOUSE/SIGNIFIANT
OTHER/PARTNER, ALL CHILDREN UNDER 18, AND ALL CHILDREN

18-21 WHO ARE IN SCHOOL

> Tax Return — sample of 15T page only — need ALL pages

51 040 Dapartment of the Treasury —intemal Revenue Service 2@24
U.S. Indlvidual income Tax Retum OMB No. 15450074 | RS Use Only—Do not write or stapls in this spacs.

Far the year Jan. 1-Dec. 31, 2024, or other tax year beginning , 2024, ending 220 | See separate Instructions.
Your first name and micidle initial Last name Your social security number
P
If joint refurn, spouse’s first name and micdie inftial Last name Spouse’s social security number
i i
Home address (numbar and strest). If you have a P.O. box, see instructions. Apt. no. Presidentiai Bection Campalgn
| Check here If you, or your
T e below. St 2P code spause If filing |ointly, want $3
City, town, or post office. If you have a foreign address, also complete spaces W. e | co! t6 go to this fund. G ng 2
I box below will not change
Foreign countty name Foreign province/state/county | Forelgn postai code | your tax or refund.
[JYou []Spomse

Filing Status [} Singe ] Head of housshald (HOH)

7] Married filing jointly (sven if only one had income)

Chack only -
one box, {1 Married fiing separately (MFS) [ Quatifying stiniving spouse (QSS}
It you checked the MFS bow, enter the name of your spouse. If you checked the HOH or QSS box, enter the child’s name if the
qualifying person is a child but not your dependent:
1 1f treating a nonresident alien or dual-status alien spouse as a U.S. resident for the entire tax year, check the box and enter
their name (see instructions and attach statement if required). |
Digltal At any time during 2024, did you: (a) receive (as a reward, award. or payment for property or services); or (b} sei,
Assets exchange. or otherwise dispose of a digital asset {or a financial interest in a digital asset)? {See instructions.} {1Yes [INo
Standard Someonecsnclalm: [ ] Youasadependent [T} Your spouse as a dependent
Deduction [J Spouse itemizes on a separate retum or you were a dual-status afien
Agi dness You: [] Were born before January 2, 1960 [] Are blind Spouse: [| Was born before January 2, 1960 [ s biind
Dependents {see instructions): {2) Social security {3} Relationship |4 Check the boxf qualifies for (see instructions):
if more {1) First name: Last name mymber to you Child tax credit Credht for other dependents
than four i ] [
dependents, ]
sse instructions = =
and check L L
here W 1
Income 1a Total amount from Form(s) W-2, box 1 (see instructions}) . . . D O ST [ T
Attach Formis) b Household employee wages not reportedon Form{gf W-2 . . . . . . . . . . . . 1b
W-2 here. Also ¢ Tip income not reported online 1a (see instructions) . . SRR S = o tc
ﬁ:‘él;dms d Medicaid waiver payments not reported on Formi{s) W-2 (see vnstrucnons) ol gl e 1d
1099-R If tax e Taxable dependent care benefits from Form 2441, line 26 o BT S . s f=tes]
was withhekd. f  Employer-provided adoption benefits from Form 8839, line 286 . . . . . . 2. . 1
H you did not g Wages from Form 8919, lineé . . ST o S e = e HLEES
a?_‘;::;m h Other earned income {see |nstruct|ons) o o S . o et 1h
instructions. I  Nontaxable combat pay election (see lnstrucnons) s o ‘. - J ]_
—_—z AddlinestathroughTh . . . « & v v & = & = = 4 = e v 4 = e e E . 1z
Attach §ch. B 23 Tax-exemptinterest . '_23 b Taxable interest . 2b
if required. 3a_ Qualified dividends . . | 3a | | b Ordinary dividends . | 3b |
———, 4a |RAdistributions . . 4a b Taxable amount . . | 4b |
ls)‘:;ud;gn for—| Sa Penslons and annuities . 5a b Taxableamourt. . . . . Sb
« Single or 6a Soclal security benefits . Ga b Taxable amount . -- | 6b|
gapr;ﬁ;l’ng ¢ if you elect to use the lump-sum election method check here (see instructions) . Y o ol
. 3;-"& fiing 7  Capital gain or {oss). Attach Schedule D if required. If not required. checkhere . . . . . 0 U
jointly or 8  Additional income from Schedule 1,lne 10 . . . N e S 8
%f ng"gm! 8  Addlines 1z, 2b, 3b. 4b, 5b, 6b, 7, and 8. Thislsyour\utalinoome . .9 |
. ﬁf‘;‘: 10  Adjustmenis to income from Schedule 1,line26 . . . O R L s 10
housshold, | 11 Subtract line 10 from line 8. This is your adjusted grossincome . . . . . . . . . . i1
. fy:,zoc?]w@u ‘12 tion or ducti (from Schedule Ay . . . . . . . . . . |12 ]
;!ya% woer | 13 Qualified business income deduction from Form 8385 or Fom 8995-A . . . . . . . : 13
Deduction, 14 Addlines12and 13 . . . L R e - s 14
soinsiuckions.| 45 guptract line 14 from fine T1. If zero o less. onter -0-. This Is yuur income . . . . . |15
For Disclosure, Privacy Act, and Paperwork ion Act Notice, see sep i "~ Cat. No. 113208 Form 1040 (2029
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Vizginia B. Andes
lunteer

Comnunity Clinie

A Commitment to Caring

ATTESTATION - MOST RECENT 30 DAYS/1 MONTH OF CURRENT
PAY STUBS/CASH EARNINGS STATEMENT

Sample of a “pay stub”

PAY STUB

Pay Stub informetion

Employes Information
imployes liames | Gea W IrAmalo _Pay Peviod Stan | aRIOEY
i T Leb2 setat ey —|_PayPenodtng = T asr3iaels
e Soun Burtnglon ¥1 03403 1 iisue Omte " oansely I
Employne i0 100025482 e T Gare- 0
Department Hessacch & Developroent | Chack Humber 1 oopt-T1I1-2sd2-3833
Pay Dercrpies YID  Howrs/Qty Kate Amoust
fequlae Wort 1 $34556 90 76 | 52400 ' 54,2400
Cresenmrne £3.00009 12 $4000 i 445000
Rowriis $445 92 % $2%000 ; $25000
| ‘ |
‘ TOTAL EARNINGS | $42.95452 | $6.954 30
| Desariglion Four 1o Dade Amount
| Madare 1 42% L0800 $7788
| fedetsk Inmome Fanes 423500 $256.9%
S S ity $138000 $15090
| Srate Tar U500 $5000
nsurance 56000 4000
Larsrs $5.58000 $60300
TOTAL DEDUCTIONS $10.604 65 $1.17283

CHECK ONE:

I have attached 1 month of current pay stubs

I have zero income

I have completed the income statement below as | am self-employed

Being self-employed, | attest that | made
in the last 30 days.

PATIENT SIGNATURE Date
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Virginia B. Andes

Mblunteer
Community Clinic

A Commitment to Caring

BANK (CHECKING/SAVING) STATEMENTS

SAMPLE BANK STATEMENT: Has Name, Address, Deposit & Withdrawal Summary,
List of Transactions

1000 Wainut
Kansas City MO 64106-3686

Jane Customer
41234 Anywhere Dr.
Small Town, MO 12345-86789

v A : 782
Bank Statement
.“ vou Bave sy gaesti u/u u!’au e sfatement, Statement Date: June §, 2003
peaye eall us ar 3162 JI2ES Page Number: k]
CC TIONS CHEC A t# 006008752
A y A # 000008752
Beginning Balance on May 3, 2003 $7.,126.91
Deposits & Other Credits +3,615.08
ATH Withdrawals & Debits -20.00
VISA Check Cacd Purchases & Debits -0.00
Withdrawals & Other Debits -0.00
Checks Paid ~200.00
Ending Balance on June 5, 2003 $10,521.19
Deposits & Other Credits Account # 000009752
Description Date Credited Amount
Deposit RefNbr: 130012345 05-15 $3.615.08
Total D its & Othor C $3.8615.08
ATM Withdrawais & Debits Account # 000009752
Dascription Yran Date Date Paid Amount
ATM Withdrawal
1000 Walnut St M118
Kansas City MO 0D00S678 05-18 05-19 $20.00
$20.00

Total ATM Withdrawals & Debits

Checks Paid Account # G00009752

Pate Paid Check A nt Raf

05-12 1601 75.00 GODI25763R9
65-18 1002 30.00 00036547354
0524 1603 200,06 00094613347

CHECK ONE:

| have attached the most recent statement/s

| do not have any bank accounts

PATIENT SIGNATURE Date
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Vlrp'iﬁaB.Atda
=y Olumteer
MCommumty Clinic

A C;nm'ument to Caring

SAMPLE OF CURRENT UNEMPLOYMENT LETTER STATING AMOUNT TO BE RECEIVED

Effective Date: 03/15/2020 Benefit Year End: 03/14/2021 Claim Status: Active

Monelary Information ; s

Cl Benefit Amount: 50 Batance: 50 Monstary Status: ending
Maa;i:.kr?;m Benefit Amount. $0 Eamings Disregard? $56.00 File Date: 03/19/2020

Requested Benefil Payment Information
Last Week Signed: 2/22/2020 - 3128/2020 Waiting Week:
Last Week Paid: Service Language: English

Current Program Type: Regular UC

IMPORTANT ITEMS THAT NEED YOUR IMMEDIATE ATTENTION - CLICK ON LINK T

Messages - Notice of events, status changes, and other available actions
iYou may log back in to CONNECT on 04/13/2020 1o request benefit payment for your next avaifable week(s). Your deadline to request those weeks is 04/23/2020.

. f'Ynufap‘pwli(‘:;kiﬁ'(‘)'n“fm"‘ unsmplayment bensfits has been received and is lo_eihg processed. -

CHECK ONE:

Unemployment Award Letter: Attached Do Not Receive

SAMPLE OF PROOF OF AWARD LETTER STATING AMOUNT TO BE RECEIVED
(.E.RETIREMENT, DISABILITY, DEPENDENTS, SURVIVORS, VETERAN BENEFITS

Socinl Security Administration
: Benoefit Vorxrification L.etterxr
ERaxgars SNascems T ek T2
FEMNEC T 1 ZTASRTBIAISCTOE
BRiZie A

1 s f1 EIRRY

GEIPEAT BEADE EICIRL
T8 PAANIT BT LIETWET LARET
AICELEDPG, CIr% SATEL

Warks pymiiered wrw For anfarnint son Fremns your roeord. Phoanformntion that yoan rogisoesiod
aae mdreime sy Brgclsreac. BT %rrna Wi E. 22 ERatssnet wolaer o Barvwver Thiase  afOrstsmaiaosi, peres sxaad meryek

TExcarx thydwe JeskCerpe.
I forrsmation Aot fCurremnt Social SNecurity Bonofizs

ESargzizearaense §Pemcsamabior RONEE, e Fall amroant by Socinl SMeeurity beenefin bhaoefore s
ekscglniact 2O IR Fre WIXRMIME L24Y,

W chorelisert BT TLE 1O faor nvodionl soiscuarassoe $arvrrreiiairis eae by snnersth

FPPrer raeasealonr errirrtaln Memcarsl Secsarit s AN errices g FLEUTIST .M,
CW e srrasmt rertaessd dovn 1o thoe swhole slotline?

Femrrand FBewtaesta bossefita for aogzavoa tnooith nee srivaed ehier Follovvisiss st {8 ar
comarrriprier, Fhomraind Moewwirsty bBenofits for NMarols are pad e Aped.

Nester Serc il Preerns ity PreoerneFitss e prakicd v 23 mbroxat b seeGrid Wiedsniesddng of cach
aoestia.
Erxforraxantiore Ayt Pt Soscind Soowmrity oo flts

Frroarrs BRewrermaairesy I2EK2€E tov Movartniecs ZOHE, the full awonthiiy Socinl Soeunrity oot
Presfrrres iy shesfGetiornm wars W2 T 16 0,

W adoedirctodd B SR, 0S0 for nodicnd insGaranaso promnmiusne cacks smantls,

TE s rearprasdiae vekesar€ halye Meserisnnd Sessriae it praey irxcast Wwrs SIS AR O,
VA s grpasat rrraars<h cdovvrx e LR wliorbes cletfres s

Targrer of Nooial SNoeciusrity Boenefit Jaforsmsacion
Wasks s ontithodd €0 snanthily rotiremient Boenofiues,

Miacticare Snforissatioas
Werna FEres arret it Fext t4r Bromiratind drssasrrnzeess wrscdor Rocticom oo Iaerszireeningg Ootobr e 2131465,

CHECK ONE:

Award Letter (i.e. SS, Pension, etc): Attached Do Not Receive

PATIENT SIGNATURE Date
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NOTICE

MEDICATION ALERT — UNABLE TO DISPENSE

RE: INSURANCE COVERAGE & INCOMPLETE
ELIGIBILITY PACKETS

Many of our pharmaceutical companies who donate
medications to us require that our patients do not
have insurance coverage or incomplete eligibility
packets. Our records indicate that you presently have
insurance coverage or have an incomplete eligibility
packet; therefore, we are unable to dispense their
medications to you until your insurance coverage is
no longer reflected in our system and/or your
eligibility packet is complete.

Please contact Judy Barclay with any questions
and/or updates.

Her contact information is.........
Phone: 941-766-1584 x129

Email: jbarclay@volunteercare.org



