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

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

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

FOR ADMINISTRATION USE ONLY: PATIENT ID #:
Patient Type:[J Clinic [J BUS [/ Mixed Housing Status: [J Housed [/ Unhoused
Employment Status: [1 Employed [] Unemployed

Eligibility Packet: [] Complete [J Incomplete  Eligibility Expires:
Insurance: [7 NOT Checked [1 Checked [J Hasinsurance [J Does Not Have Insurance

ELIGIBILITY PACKET — PART 1 8/22/2025 Page 10of 8




Community Clinie 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 ID #:
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 8/22/2025 PAGE 2 0F 8



PATIENT ID #:

"A Commitment to Caring

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

Alcohol Intake —Light/Moderate/Heavy
Drug Use [1InPast [ Presently
Tobacco Use — Light/Moderate/Heavy
AIDS/HIV

Allergies

Alzheimer’s

Anemia

Angina

Anxiety

Arthritis

Asthma

Atrial Fibrillation

Back Pain

Behavioral Health Condition

Bladder Disorder

Bleeding Disorder

Blood Clot(s)

Bowel Disorder

Breast Feeding

Bursitis

Cancer

Cataracts

Cholesterol, High

COPD / Emphysema

Dental Dateoflastvisit__/ _/
Depression

Diabetes Insulin Dependent

OdodooooooOoooogoooOooocoooooooOonod

Diabetes Non-Insulin Dependent
Emphysema

Epilepsy

Glaucoma

Gout

Heart Condition
Hepatitis A O B O C U
Hypertension
Hypo-Thyroid
Hyper-Thyroid

Kidney Disease

Liver Disorder

Lung Disease

Macular Degeneration
Migraine

Neck Pain
Osteoporosis
Pacemaker
Parkinson’s Disease
Peripheral Neuropathy
Pregnancy

Prostate Condition
Sleeping disturbance
Stroke

Tendonitis

Ulcers

e e o e e N N A

ODooooogoggooooogo.m

SURGERIES:

ACCIDENTS:

HOSPITALIZATIONS:

| Medication/ Food Allergy

Aspirin

Cephalosporins

Codeine

Eggs

Erythromycin

Food Additives/ Dyes

NSAID’s (ibuprofen, Naprosyn)
Peanuts

Penicillin

Sulfa Drugs

Tetracyclines

Other

HEALTH AND WELLNESS PROGRAMS

[1 Exercise and Nutrition

Would you like to participate in the following programs:
[0 Medication Management

[l Asthma /COPD Management

[ Diabetes Education
[1 Tobacco Cessation

Exercise: [0 Never
What type of exercise:

[l 1-2times a week

[l 3-4timesa week

0 Almost every day

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.

ELIGIBILITY PACKET — PART 1 8/22/2025 Page3of 8
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Vi:ginia B. Andex
mmmaNolunteer
mmunity Clinic

‘A Cormitment to Caring

AUTHORIZATION TO DISCLOSE CONFIDENTIAL INFORMATION
CONFIDENTIAL

PATIENT NAME: DOB:
INFORMATION MAY BE DISCLOSED BY:
Person/Facility: Phone #:
Address: Fax#: o

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

1 specifically authorize the release of information relating to:

O Last 5 Years O 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):

1 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 O Personal Use O Other (Specify):
EXPIRATION DATE: This authorization will expire (insert date or event) I

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 8/22/2025 Page 5 of 8



PATIENT ID #:

Virginia B. Andes
==yolunteer
Community Clinic
A Commitment to Caring
Patient Name: DOB:
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 #:

A —————————— T TP PR PR PEELE L L ESELE S S S L LG SRRk
PATIENT SIGNATURE: DATE: / /

*****************************************************************************************************
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PATIENT ID #:

e, ViginiaB.Andes

Mlunteer
Community 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 eligibility card
through rescreening prior to the expiration date on the card. | understand 1 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:

* It 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 I do not speak
English, | will bring someone with me to my appointment to translate for me

Patient Signature: Date:_ /_/

ELIGIBILILTY PACKET — PART 1 8/22/2025 Page 7 of 8



PATIENT ID #:

Virginia B. Andes
lunteer
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 elnglblllty card
through rescreening prior to the expiration date on the card. 1 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) Volumteer C@emmun-iﬂty Cllnlc is correct
to the best of my knowledge. :
> | understand that any changes in the information initially provided, mc!udmg nw fmar%clal status opinsurance
status, will be reported to VBA immediately. < -
> | give my consent to release the necessary health information to Pharmaceutlcal Companles for
auditing purposes and help with obtaining my medications.
> | understand that willful misrepresentation of any mformat%@n prowded will result in refusal of assistance
now and in the future.
> | understand that the VBA staff and volunteers are committedito treating patfeﬂ%s with politeness and
respect and that you as a patient are expected to provide the samgcourtesy in return.
> | understand the VBA building and grounds aré @non-smoking camplisas
> | understand that if | miss three appomtments W|thout notification in advance, VBA reserves the right to
discharge me as a patient. -
> | understand that if | arrive late for an appomtm\ent I may ble.rescheduled for a later time or another day.
> | understand that the VBA pharmacy needs 2ibusiness days advance notice to process prescription refills.
> 1 understand that some expensive medlca’tvﬁons willl be tequired to be obtained thru a manufacturer
assistance program which may take up to 2 weeks.
> | understand that VBA’s pr@v:der stafficonsists of wolunteer resources and may change from time to time.
There will be occasionsgviren VBA mav not have the resources to provide the services | need. If this happens,
VBA will work with pié to.determing, other possible options for my care.
> | understand that I'play altole in myhealth'care:

* It is my respensibility to feﬁuow through,on testing and treatments offered by medical personnel
at the Clinic. <

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

* | agregto take presr.:ﬂbed medications as directed and comply with refilling maintenance medications
unless discussing concerns with either the prescribing provider or the pharmacist.

* | understandfailure to comply with my treatment plan will make me ineligible for continued care at VBA.
> | understand thabit 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: _ / /
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A Commitment to Caring

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

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

VVVy
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i Commumty Clinic

A Commitment to Caring

PATIENT ID #:
PATIENT NAME:

DOB:

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.

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn

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

Other >

1]

| 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 8/22/2025 Page 2 of 8



e VirginiaB. Andes
ommolunteer
" Community Clinic

A Comumitment to Caring

SS EARNINGS RECORD/1040
ATTESTATION WAIVER

PATIENT ID #:

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 A SS #

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 Date

ELIGIBILITY PACKET - PART 2 8/22/2025 Page 3 of 8




Virginia B. Andes
N olunteer

A Commitment to 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.gov/imyaccount 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 -

Virginia B. Andes
slunteer
COmnmmty Clinic

Coﬂlmdmeﬂt!oanmg

PREVIOUS YEAR COMPLETE INCOME TAX RETURN

(FORM 1040)
NOTE 1: NEED ALL PAGES

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 u"“é"'fr:&"iﬁ'&‘ﬂ:f ':un:ﬂ;r;.:;: Retum

! 2@)24‘ OMBE No. 1645-0074

IRS Uas Only —Do not write or stapla in this spaoe.

For the yesr Jan. 1-Dea. 31, 2024, or other tax year beginning . 2024, ending 20 _ | see separate instructions.
Your firet name and midde Initial Last name Your social security rumber
It jolnt return, spouse’s first name and middle inftiat Last name Bpousa's soclal seourity number
-
Home address {number and streed). If you havea P.0. box, see ingiructions. Apt. no. Presidentia) Election Campsign
Check here If you, or your A
. tow. Stat 7 spouse Hf fiing jointly, want
City, town, or post office. Hyouha/elmlqnaddreﬂ,daomplasspmbe W, e P code 1 go to this fund. cr:sekinga
box below wilt not change
Forelgn countiy name Forsign province/state/county Foreign postal code | your tax or refund.
| [IYou [[]Spoume
Filing Status L] Single [ Head of household {HOH)
Check only Marled filing jointly (even if only one had income)
ona box. [ Married filing separately (MFS) ] ouailfying surviving spouse (O8S)

If you checked the MFS box, enter the name of your spouse. If you checkad the HOH or QSS box, enter the child’s nama if the
qualifying person Is a child but not your dependent:

Chu treating a nonresident alien or dual-status alien spouse as a U.S. resident for the entire tax year, check tha box and enter

their name (see instructions and atiach statement If requirad).

At any time during 2024, did you; (a) recsivs (as areward, award, or payment for property or services); or (b} sel,

2‘,9:::; 7 exchange, or otherwise dispose of a dighal asset {or a financial interest in a digital assot)? (See instructions.) [(Oyves [INe
Standard Someonscanciaim: [] You as a dependent {J Your spouse as a dependent
Deduction [ Spousei on a saparaie relum o you were a dual-status alien
Age/Blindness You: [_] Wers born before January 2,1960 [] Areblind  Sp [T Was born before January 2, 1860 [ s blind
Dependents (see instructions): {2) Social security [ ) Relationship | (41 Check the box If qualifies for (see Instructions):
If more {1} First name Last hame number 10 you Child tax credit Credi for other dependenis
than four i [ L]
+ V8, 1 — ==
sae instructions T = -
and chack L L
here [ ] ]
income ia Total amount from Fonm(s) W-2, box 1 (see instructions) 1a
Attach Formis) b Household employee wages not reported on Form{s) W-2 . ib
W-2 here. Also ¢ Tip income not reported onfine 1a (see instructions) . . 1e
m&m‘ d Moedicaid waiver payments not reported on Form{s) W-2 (see lnstrucnons) id
1000-R f tax e Taxable dependent care benefits from Form 2441, line 28 o e
was withheld. { Employer-provided adoption benefits from Form 8839, fine 29 1f
I you did net @ WagesfromForm 8919, lne & . . . . . . . . . | 1g |
3Ve-‘2? ::;m h  Other samed income (see instructions) e e e wveliKhE]
instructions. | Nontaxable combat pay election (see instrucmns) TN
2z Addlines 1a through 1h o lo . s S EG oo o g = 1z
AttachSch.8 28 Tax-exempt interest . 2a b Taxable interest | 2b |
if required. 3a_ OQualffied dividends | 3a b Ordinary dividends . 3b
————  4a IRAdistributions . 4a b Taxable amount . . | 4n |
Standard or_| 58 Pensions and annuities . Sa b Taxable amount . d sb
« Single or 6a Soclal security benefits . | 6a | b Taxable amount . e 6b
gp';e;;y"g c if you elect to use the iump-sum election method. check here (see instructions) T
: mmmg 7  Capital gain or (loss). Attach Schedule D if required. If not reqmned check here =
jointly or B Additional income from Schedule 1, line 10 5 o =l 2 8
svangngpase 9  Addlines 1z, 2b, 3b, 4b, 5b, 8b, 7, and 8. This lsyourloial lncnms i 9
: %‘g 10  Adjustments to income from Schedule 1, line 26 10
household. | #1  Subtract ine 10 from line 9. This is your adjusted gross income ] 11
et o 2 d tion or (from Schedule A} 12
g‘ya%‘;dm 43 Qualified business income deduction from Form 8995 or Form 8995-A . 13
Deducstion, 14 Addiines 12and 13 . . . 3 14
|_SSWicions.) 15 Subtract ine 14 from ine 11. If zero o lass, enter -0-. Thwurtaxd)le lncome e 15
Gat. No. 113208 Form $040 2024)

For Disclosure, Privacy Act, and Paperwork Reduction Act Notice, see separate instructions.
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Virginia B. Andes

Ao olunteer
Community Clinic
i " A Commitment to Caring
PATIENT ID #:
PATIENT NAME:

DOB:

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

Sample of a “pay stub”

PAY STUB

| Employes Information

Pay Stub Information

1 tmployes amme: Ora W FAmEa " Pay Period Stant 288472023 i
> piii T aabrsenr ey | PoerPencding | oo )
) Soaits Burbngton ¥1 03403 fsaue Dake } sucaecas
Trmployse I 10002 43 55N i S024-XEEX
Depanment Remtaeth & Development {heck Humber [ o)90-1111-4222-5333
| Pay Descrption YID  Mowrs/Qty fate Amount
Pegulat Wae $58559 20 178 42400 [ $4.22400
| Overuew $3.06093 12 $5000 $48000
Z e 89550 3 £25000 $25000
i 1
: TOTAL EARMINGS | §42 854 53 $6.954 08
Descrigtion Year 10 Oate Amount
Mediare 4% j3co- e $81 83
w foderat rcome taws $2 39600 $25600
Bl socs ey 513000 $15000
E | S1ate Tar S M 45004
e IMafane MR $4000
C - $5.55000 $63520
o
TOTAL DEQUCTIONS $10.604 00 §1iT2 st
| I L

CHECK ONE:

| have attached 1 month of current pay stubs

| have zero income

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

Being self-employed, | attest that | made

in the last 30 days.

PATIENT SIGNATURE

ELIGIBILITY PACKET — PART 2

Date

8/22/2025
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PATIENT ID #:

Virginia B. Andes
— lunteer

A Commitment to Caring

PATIENT NAME:

DOB:

BANK (CHECKING/SAVING) STATEMENTS

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

List of Transactions

1000 Walnut
Kansas City MO 841068-3686

Jane Customer
4234 Anywhere Dr.
Small Town, MO 12345-6789

v A o 82
Bank Statement
If you have any ¢ 2 b sour Statement Date: June §, 2003
please call us ar 816-234-2263 _ Page Number: 1
CONNECTIONS CHECKING Account # 900009752
A - v A # 52
Beginning Balance on May 3, 2003 $7.126.11
Deposits & Other Cradits +3.835.08
ATHM Withdrawais & Debits ~20.00
VISA Check Card Purchases & Dabits .00
‘Wwithdrawais & Other Debits ~0.00
Checks Paid -200.00
Ending Balance on June 5, 2003 $10,821.19
Deposits & Other Credits Account# CoB0O08752
Description Date Cradited Amount
Deposit Raf Nbr: 130012345 05-15 $3.815.08
Total Dop & Othar Credi $3,815.08
ATM Withdrawals & Debits Account# 000009782
Desacription Tran Date Date Paid Amount
ATM Withdeawal
1000 Wainut St M1
Kansas City MO 0D0O0O5878 C5-18 0519 $20.00
Tatat ATM Withdrawais & Debits $20.00
Checks Paid Account# 000008752
Date Pald Check Numbar Amount Referance Numbor
05-12 1001 75.00 OODI25763589
0318 1002 30.00 00036347854
_05-24 __1003 200,00 00094613547
| have attached the most recent statement/s
| do not have any bank accounts
PATIENT SIGNATURE Date

ELIGIBILITY PACKET - PART 2 8/22/2025
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Virginia B Andes
@Eﬂuﬂt&r
ity Clinic

Aami:tmenl to Caring

PATIENT ID #:
PATIENT NAME: DOB:

SAMPLE OF CURRENT UNEMPLOYMENT LETTER STATING AMOUNT TO BE RECEIVED

Effeclive Date: 03/15/2020 Benefit Year End: 03/14/2021 Ctaim Status: Active

Menétary {nformation -
Weekly Bensfit Amount: §0 Balance: S0 Monetary Status: Pending
Maximum Benefit Amount: $0' Eamings Disregard? $58.00 File Date: 03/19/2020

Requested Benefit Payment Information
asl Week Signed: 312212020 - 3/28/2020 Waiting Weak:
Last Week Paid: Sarvice Language. English

IMPORTANT ITEMS THAT NEED YOUR IMMEDIATE ATTENTION - CLICK ON LINK TO VIEW ITEMS

Current Program Type:

Messages - Nolice of events, sfatus changes, and other availahle actions
A iYou may log back in to CONNECT an 04/13/2020 to request benefit payment for your next availab
. Your application for unemployment benafits has been rceived and s being processed.

lo week(s}. Your deadiine ta request those wesks is 04/23/2020.

CHECK ONE:

Unemployment Award Letter: Attached Do Not Receive

Sedokek ek dedkkdckkkhhkik ki kR RERBERRERERRBERERBERTERIRNRAERTS

dekddokddokkddkkidikl ikl kkkkkERRERERERRERARRERNIRZRRS

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

@ Bocinl Security Administration
P RBenefit Verification L.etter

gatart Ssiggaamt €5, 2000202
1 1RBSBETHBPMIZCIE

[N s} 4t TN
ACPPEAT PR KA
B2 Dok BAANE BT T WA L AP
AFFRCD, DO AT

Yo ankod sm for anformation From your rocorst. “Fha informations that yon Taregereomtacad
dov mbracraaras Broefessw. I 3avia Wt iat sy ey ArTrnr San Frenncer Shadse pnafeom naaatissas, M E30E FF3IXD° NASTRL
Tixsczan Thudes orRarg.

FraFosmmatios About Currene Nocial Borurity Bonefits

Fhosrieannssrgy EResrasalyny 2432%, the Faxil smorntiiiy Noeind Socuarity Frsorae=Fit droforres sy
als-aftactizagans kos AL EFOIP LY.

AT cheredoaeot 53 T 142 To anerckaessl assaraeies prrEvenivsarss sty sty

e epziadoas pasosntinly Soxrind Saeiariedy gy et ive I, TIFT M3
LW > strtimt peornzered olosw s 1o thus wihvobe ddollae.

Semrind Becarity honofits for s scivaory amenathy o< paaid Choe followinge saonth. (For
sempressgrfes, Fererian) Bemraraty Ersmrse-fataesr Frer DErsaw:dy suess gaeonied ara Agaeil.

‘Ynur;kmqnt Seeerarita trooeefitas e praisd o o abost the seaned Weoednoosdny of cneh
mronti,

Infoarsnntion About IPaxt Soclal Soaurity EEeano it

Freerztn Elescsrznnber 2020 1o DMosesnieee 200210 thee Fulf srpnticly Social Soonrity benoeflis
Rae-Forsmes srard tiscdG O s oo BRI, Tk o3

W rtendurctodd B 148,50 for modical insuarance prrermaame ooch montt.

iy pepisloe smaniile Social SMociariinr Paan gt awiss BWIE BHERT MY
£WFar strtamE rertazied tlesan iy tar thea wwholo siollae)

P gren o2f Forarinl Hoeoasity Brenafis I forsasaatioae

Aenre saeees arart it daved tas ot hily el drvanont PraegrasFatom,

DEerat fersarer Enaforrayrext faray

Nerrz 72w wrxat it leocd tor Breempritaal inzsacesnace sl Afecdisnre baoagininini otalr e 2OT6,

CHECK ONE:

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

PATIENT SIGNATURE Date

ELIGIBILITY PACKET — PART 2 8/22/2025 Page 8 of 8



NOTICE

IF YOU HAVE INSURANCE COVERAGE
OR

IF YOUR ELIGIBILITY PACKET IS INCOMPLETE

YOU WILL HAVE LIMITED ACCESS TO
MEDICATIONS & PROVIDER SERVICES

UNTIL INSURANCE COVERAGE NO LONGER
SHOWS 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

8/22/2025



