
 

Rev. 

 

 

At M
at an

 

If y
co-p
the 

Our
hou
 

If yo
app
app
 

Plea
befo
norm
visit

If y
to s
care

It is
not 
our 
you
MC

If 
he

 
TH
T
C

040118 

MASCOM

NEW P

Mascoma Com
n affordable p

ou have insur
pay is and be 
time of servic

r schedules ar
urs’ notice, it a

ou do not pro
ointed time, y
ointments you

ase keep track
ore you run ou
mal business 
t, blood and/o

ou don’t have
ign up for NH
e coordination

s important fo
require frequ
patients. If y

u wish to rema
CHC, please le

f you get a bil
elp understan

HANK YOU
O MAKE OU
OMMUNIT

MA COMMU
CENTE

 

PATIENT IN

mmunity Hea
price.   Please

rance, please 
ready to pay 
ce.  If you do

24-ho

re getting full
allows us tim

ovide us 24-ho
you will be co
u may be disc

k of ALL of y
ut of your me
hours, or on w
or urine testin

e insurance, p
H Medicaid, M
n services to h

or people of a
uent visits to y
you have not s
ain a patient h
et us know. 

ll, you can he
ding it, please

U FOR GIVIN
UR HEALTH
Y! 

UNITY HEA
ER 

NFORMATIO

H
alth Center (M
e help us by 

Co

bring your in
it when you c
 not pay your

our notice is 

, and we often
me to schedule

M

our notice to 
onsidered a “N
charged from

48-hour no

your prescript
edication, so t
weekends. Pl

ng, or other la

 If you don’t

please ask us a
Medicare, or n
help you acce

 Ke

all ages to hav
your provider
seen your prov
here, and to sc

Con

elp us by payi
e contact our 

NG US THE
H CENTER 

ALTH 

ON 

HELP US TA
MCHC), we ta
following the

o-Pays are du

nsurance card 
come for you
r co-pay, we c

needed to ca

n have a wait
e a patient that

Missed (No-S

cancel or resc
No Show”.  I

m the practice. 

tice is needed

tions. When y
that we can pr
ease also und

ab tests. 

t have insura

about eligibil
need assistanc
ess the resour

eep your Hea

ve regular “we
r, health care 
vider in over 
chedule a we

ntact our offi

ing it upon re
billing depar

E OPPORTU
A CARING

 

AKE CARE 
ake pride in p
ese simple ru

ue at the time

with you. If y
ur visit. Insura
cannot contin

 

ancel or resc

ting list for pa
t may be wait

Show) Appoi

chedule your 
f you no-show

d for prescri

you need a ref
rocess the pre

derstand that s

 

ance, we offer

lity requireme
ce with other 
ces you may 

 

alth Care “Up

ellness visits”
standards and
three years, y
llness visit.  I

 

ice with billin

eceipt. If you 
rtment at 603-

UNITY TO SE
, HELPFUL

OF YOU 
providing our 
ules: 

e of service 

you have a co
ance compani
nue to make ap

hedule your 

atients to get a
ting for care. 

intments 

appointment,
w two consec

iption refill r

fill, call us, or
escription. W
some medicat

r a Sliding F

ents for our sl
programs, pl
need. 

p-To-Date” 

” with your he
d regulations 
you will recei
If you wish to

ng questions 

believe there
-523-4343.    

ERVE YOU 
, AND SUCC

patients with

o-pay, please 
es require us 
ppointments f

appointmen

an appointme
 

, and you do n
cutive appoint

requests 

r your pharma
e DO NOT re
tions can’t be

Fee Scale  

liding fee scal
lease ask us fo

ealth care pro
require us to 
ive a notice fr
o transfer, or s

e is a mistake
 

AND FOR W
CESSFUL PA

h the very best

know how m
to collect the
for you. 

nt 

ent. By provid

not show up a
tments or thre

acy, AT LEA
efill prescript
e refilled with

le program. If
for assistance.

ovider. Althou
keep accurate
rom MCHC, a
stop your care

e with the bill

WORKING W
ART OF TH

t health care, 

much your 
e co-pay at 

ding 24-

at the 
ee total 

AST 48 hours 
tions after 
hout an office 

f you need 
 We have 

ugh you may 
e records of 
asking if 
e here at 

l, or you need

WITH US 
HE 

 

d 



 

Rev. 

 

 

Than
that 
and 

 

R E

A s 
 

ABO
MCH
and
your
the e

 
Plea

OTH
 

 I
r
f

 
 P

in
c

 
 N

s
 
 C

b
w
in
r

 
NON
full, o
given
provi
to be 
servic

040118 

MASCOM

NEW P

nk you for cho
we can continu
rules of our Pa

SP ON SIBI

a  p a t i en t  o

OUT INSURA
HC participate

d your insuran
r insurance com
entire amount o

ase note the fo
1. Co-paym

company
upholding

2. If you ha
for its pay

3. If you do
service is

4. MCHC ac
billing of
payment p

HER THINGS

IF YOUR INS
receive your ma
for outstandin

PROOF of insu
nsurance. If yo

claim at time of

NON-COVER
services at MCH

CLAIMS subm
be asked by you
where an injury
nformation that

responsible for 

NPAYMENT –
or make a parti
n an additiona
ided at the tim
reinstated as a

ces. 

MA COMMU
CENTE

 

PATIENT IN

Masco
oosing Mascom
ue to provide y

ayment Policy. 

L I T Y 

f  M CH C y o

ANCE 
es in most insur
ce company; k
mpany with an
of the bill, if yo

ollowing: 
ments MUST b

. Failure of M
g the law, by pa
ve an active in
yment. 
 NOT have an
s provided.  
ccepts persona

ffice, to set up p
plan can be arr

S TO KNOW

SURANCE CH
aximum benefi

ng balances be

urance – **MC
ou fail to provid
f service. 

RED services - 
HC that are not

mission - MCH
ur insurance co
y happened, if i
t they request f
paying the clai

–If your accou
ial payment an

al 30 days of u
me of service. A
a patient at MC

UNITY HEA
ER 

NFORMATIO

oma Com
ma Community
you and our co
Please read it

u  a r e  r e spo

rance plans, inc
knowing your

ny questions yo
our insurance co

be paid at the ti
MCHC to collec

aying your co-p
nsurance card,

n active insura

al checks, credi
payment option
ranged before y

: 

HANGES, call
fits. If your ins
fore additiona

CHC must obta
de the correct in

Please make su
t covered by you

HC submits you
ompany to supp
it was work-re
from you. If yo
im.. 

unt is over 60 d
nd set up a pay
urgent care on
At the end of 
CHC, you will

ALTH 

ON 

mmunity H
y Health Cente
ommunity with
, and feel free 

on s ib l e  fo r  p

cluding Medica
r insurance ben
ou may have ab
ompany does n

ime of service.
ct co-payments
payment at each
, we will bill yo

nce card, you 

it cards, and cas
ns. MCHC off
you make your

 us before your
urance compa
al services are

ain a copy of yo
nsurance inform

ure that you kn
ur insurance pl

ur claims, and a
ply certain info

elated, etc.  It is
our claim is not

days past due,
yment plan with
nly from the i
the 30 days, y
l need to pay a

 

Health Ce
er (MCHC). P

h affordable, qu
to ask us ques

p a y me n t  o f  

are and Medicai
nefits and co-p
bout your cover
not have a contr

 This arrangem
s from patient
h visit. 
our insurance co

will be respon

sh. If you need
fers a Sliding F
r appointment. 

r next visit. MC
any has not pai
e provided. 

our driver’s lice
mation in a time

now which serv
an, you will be

assists you in a
ormation direct
s your responsi
t paid because y

, you will recei
h our billing o
initial date of 
you could be d
all past due ba

enter Pay
Prompt paymen
uality medical c
stions.  

s e rv i c e s .  

id. Your insura
pay amount is
rage. Please be
ract with MCH

ment is part of y
ts can be consi

ompany. If any

nsible for paym

d financial hel
Fee Scale, avail

CHC will mak
id your claim w

ense and curren
ely manner, you

vices are covere
e responsible fo

any way we can
tly to them, suc
ibility to supply
you have not su

ive a letter givi
office. If you d

notice. You w
discharged fro
alances in full 

yment Po
nt for the servi
care. The follo

ance benefit is
s your respons
e aware that you

HC. 

your contract w
dered fraud. P

y balance remai

ment of the ser

p to pay your 
lable to income

ke the necessary
within 45 days

nt valid insuran
u will be respo

ed by your healt
or paying for the

n, to help get y
ch as more info
y your insuranc
upplied request

ing you 10 day
do not respon
will need to pa
om MCHC du

a n d  establish

licy 
ces that you re

owing explains 

s a contract be
ibility. You mu
u might be resp

with your insura
Please help us i

ins, you are res

rvice at the tim

bill, ask to spe
e eligible patie

y changes to he
, you will be r

nce card to prov
nsible for the b

th insurance. If
ese services. 

your claims pai
ormation about
ce company wit
ted information

ys to either pay 
d to the letter
ay for urgent 

ue to non- paym
h a payment p

eceive ensures 
the guidelines 

etween you 
ust contact 
ponsible for 

ance 
in 

sponsible 

me the 

eak with our 
ents. A 

elp you 
responsible 

vide proof of 
balance of a 

f you receive 

id. You may 
t when or 
th 
n, you will be 

the balance in 
r, you will be 
care services 
ment. In order 

plan for future 

 



              
 
 
 

 

M

     Welcom
      though
      medica
 
       Patie

       Previo

       Home

Is it O

Info  

Date 

Fema

        Marit

        Socia

Emplo

Emplo

    Mil

Are y

Respo

Last N

Addre

SSN  

Cell P

Emer

Relat

inform

       Home

Pharm

Phon

Addre

 

     

MASCOMA C

PATIEN

me to Mascom
ht to fill in, but
al record is com

nt Information

ous Last Name

e Phone: (__)__

OK to leave a m

How would yo

of Birth:_____

ale         Choose

tal Status:        

al Security Num

oyer Name: __

oyment Status

litary – Reserve

ou a U.S. Vete

onsible Party I

Name   

ess:    

‐        ‐ 

Phone: (      ) __

rgency Contac

tionship to you

mation with h

e Phone:____

macy Informa

e Number:___

ess:________

COMMUNIT
 

NT REGIST

ma Community 
t, we want to m
mplete and up 

n:  Name: (Firs

:___________

___________ C

message at thes

u like us to com

_______ Sex:    

e not to disclos

 Divorced         

mber _____‐___

_____________

s:        Full‐time

es         Unknow

ran?        Yes    

nformation (W

 

 

DOB

_____________

ct (Fill in if the

u: __________

his person:      

____________

ation: Your loc

____________

____________

TY HEALTH

TRATION FO

Health Center
make sure that
to date. Thank

st) __________

______ Address

Cell Phone: (    

se numbers:     

mmunicate wit

   Male        Fe

se 

Married         P

___‐_____ 

____________

        Part‐time 

wn        Student

     No    Branc

Who is Respon

: ___________

_  Relationship

ere is someon

____ Is this pe

Yes      No  Co

___ Cell Phone

cal pharmacy 

___ Mail Orde

____________

H CENTER 

ORM 

r! We realize th
t our providers 
k you for helpin

________(Midd

s (Street or PO

)___________

   Yes         No  

th you (check a

male       Unkno

Partner       Sing

_____________

        Not empl

t Full‐time        

h of Military Se

sible for Payin

First Na

 

___ Home Pho

p to Patient:_

ne you want u

erson your leg

ontact’s Name

e:__________

name:______

er Pharmacy N

___________ P

1 

hat the paperw
have the infor
ng us to make 

dle)_________

O Box, City, Stat

__ Work Phone

   If yes, please

all that apply):

own      Transg

gle        Unknow

___ Address: _

oyed         Self‐

 Student Part‐

ervice _______

ng the Bill):      

ame    

  City 

one:(    )_____

____________

us to contact i

gal guardian: 

e:__________

________ Wor

____________

Name (if appli

Phone Numbe

work in our New
rmation they n
your health ca

___(Last)_____

te, Zip):______

e: ( _ )_______

e select:        A

        Phone cal

gender‐Male/Fe

wn         Widow

_____________

‐employed       

‐time 

_________   Nu

     Self        Oth

__________ W

____________

in the event o

     Yes       No 

___________

rk Phone:____

________ Loca

cable):______

er:__________

w Patient Pack
eed to take ca
are experience 

_____________

_____________

____  Email:___

ppointment. in

l         Text mes

emale‐To‐Male

wed         Legall

____________

Retired       Dis

umber of years

her person (fill 

  Middle

State 

Work Phone:(  

__ 

of an emergen

 Can we also 

____ Address:_

____________

ation:_______

____________

_________ 

et takes some 
re of you, and 
a good one!  

_____Suffix(Jr

_____________

____________

nfo only       Ap

ssage         Pati

e      Transgend

y Separated 

_____________

sabled       Milit

s of service:__

in below) 

e Name:    

Zip 

  )__________

ncy): 

share your m

____________

___ 

____________

____________

time and 
your 

., Sr., etc.)____

____________

_____________

pt. & Medical 

ent Portal 

der‐Female/Ma

   

____________

tary – Active  

_____ 

  

     

____ 

edical 

____________

____________

____________

__ 

___ 

__ 

ale‐To‐

 

_ 

__ 

_  

_ 



              
 
 
 

 

M

**Pre

 pres

BY:   
 
Prima
 
Name

     Ot

Secon

Group

Insura

 
We a
CONF
 

Sexua

Legal 

Prima

Race:

     Am

Ethni

       Are yo

 

Are y

 

How 

 

Yearl

      $3

 

  

Signa

 

 

     

MASCOMA C

PATIEN

escription His

cribed drugs, 

___________

ary Insurance I

e on Insurance

ther (specify)_

ndary Insuran

p Number:___

ance Is Provide

are required t
FIDENTIAL, a

al Orientation:

 Sex:  �   Male

ary Language S

:        Asian        

merican Indian/

city:        Hispa

ou Homeless? 

you a Migrant W

many people c

y Household I

38,181. to $46,

ture of Patient

COMMUNIT
 

NT REGIST

story Consent

during the co

____________

Information:  N

 Card: _______

____________

ce Coverage I

________  Nam

ed to Patient B

to collect the
s part of you

:       Lesbian    

  �  Female   Se

Spoken:        En

Black / African

/Alaskan Nativ

anic           Non‐

         No         Y

Worker?       Ye

currently live i

ncome (please

,100.         $46,

t/Legal Represe

TY HEALTH

TRATION FO

: I hereby give

ourse of my m

_ (patient sign

Name of Insura

____________

_______ 

nformation: N

me on Insurance

By:        Spouse 

e following in
r medical rec

   Gay        Stra

ex as listed on 

nglish          Spa

n American      

ve           Other/

‐Hispanic or La

Yes (If Yes)       

es        No    Are

in your househ

e check one):   

101. to $54,02

entative 

H CENTER 

ORM 

e Mascoma C

medical care. 

nature)    MCH

ance:________

_________ Insu

Name of Insura

e Card: ______

      Parent      

formation be
cord: 

ight        Bisexu

 your Insuranc

nish        Other 

   Native Hawa

/Refused to Re

tino          Refu

            Homele

e you a Season

hold (Including

      Less than $

20.           $54,0

Printed 

2 

ommunity He

HC Witness __

__________ Po

urance Is Provi

nce:________

____________

 Self       Othe

ecause we re

ual       Someth

ce:         Male   

   

aiian        Other

port 

sed to Report 

ess Shelter        

nal Worker?    

g yourself): ___

$22,340.          $

21. to 61,941. 

Name of Patie

ealthcare, Inc

____________

olicy Number:_

ided to Patient

_________Polic

__________  

r ___________

ceive federal

ing Else   �   Ch

      Female 

    Will you Nee

r Pacific Islande

    Transitiona

      Yes         No

_____ 

$22,341 to $30

or more   If de

ent/Representa

., permission 

__________    

__________Gr

t By:   �   Self    

cy Number:___

________(spe

l funding. It is

hoose Not to D

ed Interpreter

er        White    

l            Doublin

o   

0,260.         $30

ecline to answe

ative 

to obtain a h

 Date: ______

roup Number:_

    Spouse      P

____________

ecify)              

s always kept

Disclose 

r Services?       

  

ng up          Stre

0,261. to $3818

er, initial here

Dat

istory of my 

____________

__________ 

Parent       

_____ 

t 

 Yes         No 

eet           Othe

80.  

e:_______ 

te 

__ 

er 



             
 

 

 

To Ou
most 

 

Name

 

Previ




 



 




 

Your 

 

Depre

Anxie

PTSD 

ADD/

Bipola

Schizo

Alcoh
Abuse

 

 

 

 

Have 

 

Do yo

For e
form

      

MASC

A

ur New Patient
importantly, h

e  

ous care: 

 Previous P

 Any specia

 Any hospit

 Dentist   

 Eye care   

Medical Histo

ession 

ety 

/ADHD 

ar 

ophrenia 

hol Abuse/Drug
e 

you ever had 

ou have a Livin

each of the pl
m.  (Attached t

COMA COM

ADULT MED

(for patie

ts: Please fill in
helps your prov

rimary Care Pr

alists you have 

tals or emergen

ory: (Please circ

g          

a blood transfu

g Will or Powe

laces you hav
to this form.)

MMUNITY H

DICAL HIS

ents ages 18 yrs.

n this Medical H
vider get a bet

rovider   

seen in the las

ncy departmen

cle any that ap

Heart diseas

High blood p

Stroke 

Hepatitis 

COPD/emph

Asthma 

Seasonal alle

usion?  If yes, l

er of Attorney?

ve listed, exce
) This also all

HEALTH CE

TORY FOR

. and older) 

History form as
ter picture of y

  

t 10 years (ie. O

nts you have v

ply, and explai

se 

pressure 

hysema 

ergies 

list date and re

? Who is your d

ept for your d
ows us to mo

1 

ENTER 

RM 

s completely a
your health be

Date o

OB/GYN, ortho

isited in the las

in on lines belo

Obes

Diabe

Thyro

High 

GERD

Migr

Oste

eason.   

designee/prox

dentist and e
ore fully unde

s possible. It h
efore you becam

of Birth   

opedic, cardiol

st 10 years (ev

ow.) 

sity 

etes 

oid disease 

cholesterol 

D 

aines 

oporosis 

y?   

eye care, plea
erstand your

helps us create 
me an MCHC p

ogy, surgeons,

ven if just for X

ase complete 
 health histo

your electron
patient. Thank 

 

, psychiatrists)

‐rays, labs, or o

Kidney dise

Kidney ston

Gout 

Arthritis 

Cancer 

Epilepsy/se

Other 

a records rel
ry as we care

ic “chart,” and
You! 

 

 

other tests): 

 

 

ase 

nes 

izures 

 

lease 
e for you. 

, 

 



             
 

 

Medi
 

 

 

 

 

 

 

 

 

 
Allerg

 

 

 

 

 
Surge

Any c

 

 

 

 

 
Hosp

 

 

 

 

 

Socia

 

Pleas

 

Your 

 

All sta

 

Do yo
 

Do yo

numb

      

MASC

A

ications (List A

Medica

gies: 

Medica

eries: 

complications 

Date 

italizations: 

Date 

al History: 

e list all memb

Occupation 

ates/countries

ou eat a specia

ou currently us

ber of packs, ti

COMA COM

ADULT MED

(for patie

LL prescription

ation 

ation or substa

from surgery o

 

 

 

 

 

 

bers of your ho

s where you ha

l diet? If yes, e

se tobacco? __

ns, etc . _____

MMUNITY H

DICAL HIS

ents ages 18 yrs.

n, over the cou

Dose

 

 

 

 

 

 

 

 

ance 

or anesthesia?

ousehold   

ave lived   

explain.   

_____  If so, wh

_Number of yea

HEALTH CE

TORY FOR

. and older) 

unter medicatio

e 

 

 

 

 

 

 

 

 

 

 

 

?: (explain)  

Surgery 

Reason 

hat form (ex. ‐ 

ars you have u

2 

ENTER 

RM 

ons, or supplem

Religious prefe

cigarettes, che

used tobacco?_

ments, even th

D

R

 

 

 

 

 

 

erence   

ew, etc.) _____

____ Are you in

hose you use in

Directions 

Reaction 

______  Amoun

nterested in qu

nfrequently.): 

Hospital 

Hospital 

nt per day (ex.

uitting?   

 –  

 

 

 

 

 

 



             
 

 

 

 

Did yo

used 

How 
 

Do yo
medic

 

Do yo

 

Do yo

 

Famil

 

Are y

 

Pleas
 

(MGM
 

 

Alcoh

Asthm

Bipola

COPD

Depre

Diabe

Epilep

Gout 

Heart

Drug 

Hepat

 
 

Vacci

 

Tdap/

 

Pneu

      

MASC

A

ou use tobacco

tobacco? ____

many alcoholic

ou currently us
cations?  If so, 

ou feel safe at h

ou feel safe at w

ly History: 

our parents st

e note any clo

M= Maternal G

holism 

ma 

ar 

D/emphysema 

ession 

etes 

psy 

t disease 

Abuse 

titis 

inations: (List t

/Tetanus   

monia (PPSV 2

COMA COM

ADULT MED

(for patie

o in the past? 

__When did yo

c drinks do you

se non‐prescrib
 how much?   

home?   

work?   

ill living? 

se family mem

Grandmother M

Mom 

   

   

   

   

   

   

   

   

   

   

   

the most recen

 

23)   

MMUNITY H

DICAL HIS

ents ages 18 yrs.

If so, what form

ou stop?  

u have in the a

bed drugs, such

If not,

mber with the f

MGF= Materna

Dad  Other 
(ie MG
PGM, 

 

 

 

 

 

 

 

 

 

 

 

nt date, if appl

Shingles   

  Pneumon

HEALTH CE

TORY FOR

. and older) 

m? (ex.‐ cigare

verage week? 

h as other peo

, give age and 

following illnes

l grandfather P

(specify) 
GM, MGF, 

icable.) 

nia (PCV 13) 

3 

ENTER 

RM 

ettes, chew, etc

 

 

ple’s medicatio

cause of death

sses: 

PGM= Paterna

   

  Hypert

  High ch

  Kidney 

  Migrain

  Osteop

  Stroke 

  Thyroid

  Cancer

  Other P

Illness:

  Other M

Illness:
   

  Hepa

HPV

c.)  

ons, marijuana

h    

l Grandmothe

ension 

holesterol 

disease 

nes 

porosis 

d disease 

r (List type) 

Physical 

___________ 

Mental  

___________ 

atitis A   

V   

N

a, cocaine, hero

r PGF= Paterna

Mom  Da

   

   

   

   

   

   

   

   

   

   

   

 

Number of yea

oin, or narcoti

al Grandfather

ad  Other (s
(ie MGM
PGF, 

 

 

 

 

 

 

 

 

 

 

 

  Hepatitis B  

Flu   

rs that you  

_

c pain 

r) 

specify) 
M, MGF, PGM, 

 

 

_ 

  

 

 

 

 



          
 

 

 

 

Pre
 

Cho

Colo

Lun

Com

 

Wo

Pap

Ma

Bon

 
Wo

 

If yo

 

How

 

How

 

Hav

 

Age

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

         

MA

eventive (List th

olesterol test 

onoscopy 

ng Cancer Scree

mplete Physica

omen only 

p smear 

mmogram 

ne density 

omen only: 

ou use birth co

w many pregna

w many C‐sect

ve you ever ha

e of menopaus

SCOMA CO

ADULT M

(for pat

he most recen

en 

al Exam 

ontrol, what m

ancies have yo

ions? 

d complication

se, if applicable

OMMUNITY

MEDICAL HI

tients ages 18 y

t date if you kn

ethod?   

ou had?  

How many m

ns during a pre

e   

Y HEALTH C

ISTORY FO

rs. and older) 

now it.  Estima

miscarriages? 

egnancy? If yes

4 

CENTER 

RM 

ate is ok – exam

Diabet

Hepat

HIV Sc

 

 

Men o

AAA sc

 

 

How m

Ho

s, explain.   

 

mple – 1/2014)

tes screen 

titis C screen 

creen 

only 

creen 

many live birth

ow many prete

) 

s?    

rm births (befoore 37 weeks)??   

 

 

 

 



         

Re

 
Masc
you c
allow
healt
 
Cont
  
Nam
 
I give
___ A
___ I
       a
___ E
 
Cont
  
Nam
 
I give
___ A
___ I
       a
___ E
 
 
  
Signe
  
 

 

 

 

 

 

    
MASCOM

RELE

elease (Disclo

coma Commu
choose. Howe

wed to disclos
th informatio

tact #1: Relea

me:_________

e permission 
Appointment 
Information a
and other clin
Emergency co

tact # 2: Relea

me:_________

e permission 
Appointment 
Information a
and other clin
Emergency co

ed:_________

MA COMMU

EASE OF IN

osure) of You

unity Health C
ever, you mus
se, and author
on released t

ase informatio

____________

for MCHC to
information (

and results fro
nical informat
ontact, only 

ase informatio

____________

for MCHC to
information (

and results fro
nical informat
ontact, only 

___________

UNITY HEA

NFORMATIO

ur Protected 

Center (MCH
st give us the 
rize us to do t
to anyone, di

on to the follo

_ Relationship

o give the abo
(date, time, w

om any tests o
tion such as m

on to the follo

_ Relationship

o give the abo
(date, time, w

om any tests o
tion such as m

_______        

 

 

 

 

 

ALTH CENT

ON FORM  

Health Infor
Persons

HC) will releas
name(s) and 

this by signing
sregard this 

owing person 

p:_________

ove-named pe
with whom, fo
or diagnostics
medications, d

owing person

p:_________

ove-named pe
with whom, fo
or diagnostics
medications, d

                     

ER 

rmation To 
s of Your Ch

se your protec
phone numbe

g your name o
form. 

and for the pu

_______ Phon

erson informa
or what) 
s such as labs,
diagnoses, pro

n and for the p

_______ Phon

erson informa
or what) 
s such as labs,
diagnoses, pro

                     

oice 

cted health in
ers of the per
on this form. 

urpose(s) as ‘

ne:_________

ation about the

, X-rays,  
ognoses, etc. 

purpose(s) as 

ne:_________

ation about the

, X-rays,  
ognoses, etc. 

    Date:____

 

nformation to 
son(s), tell us
If you do no

‘checked’ bel

____ Other Ph

e following: (

‘checked’ be

____ Other Ph

e following: (

_________ 

a person or p
s what inform
ot want your 

ow: 

hone:_______

(check all tha

low: 

hone:_______

(check all tha

persons whom
mation we are 

protected 

______ 

at apply): 

______ 

at apply): 

m 



         

 
P

 
R

  
 
 

I
in

 

D

R
R

 

F

�
r
in
N
p
c

�
t
o
�

�
       �
         

 

_

(

 

_

(

    
MASCOM

RELE

Patient’s Name

Release of Info

I hereby authori
ndividual/organ

� A

� O

� P

� Im

       � C

 

Date range of re

Reason for 
Request  

Form of Disclo

�Release of co
release the abov
nformation. 

Note:  Federal r
prohibits the dis
criminal, or adm

�I understand I
to the extent tha
obtaining insura
�I understand 

�All releases e
�I hereby auth

 information c

____________

Signature of Patie

_______________

Witness Signature

MA COMMU

EASE OF IN

: 

ormation FROM

T
 
 
 

Dental

ize and request
nization.  The f

All 

Office Notes 

Psych/Social/Em

mmunizations 

Counselor Repo

ecords to releas

osure (check all 

nfidential infor
ve information t

regulations gov
sclosure of (1) p
ministration ac

I may revoke t
at: a) action ha
ance coverage, 
I have a right t

expire one year
orized the follo

concerning AID

_____________

nt or Representativ

________________

e)                           

UNITY HEA

NFORMATIO

AUTHORI
OF INFOR

HIP

M:     

TO: Masco
PO Bo
Canaa
ATTN

        Phone:
l Records can 

t the exchange o
following inform

motional Evalua

rts 

se (check one): 

allowed):    � W

rmation is subje
to and/or from 

vern the confid
psychotherapy 
tion or proceed

this authorizatio
as been taken i
other law prov
to request and r

r from the date
owing;   (pleas

DS (Acquired Im

____        ____

ve)              (Printe

____           ______

                  (Printe

ALTH CENT

ON FORM  

IZATION FOR
RMATION 
PAA COMPLI

oma Commu
x 550 
n, NH 03741 
: MEDICAL R
: 603.523.4343
be emailed to

of information 
mation is reque

 

�

ation �

�

�

 

 � Only docum

Written  � Ver

ect to State and
the individual 

dentiality of alco
notes, (2) infor

dings. 

on at any time 
n reliance on th

vides the insurer
receive a Notic

e signed, unless
se initial if appl
mmune  Defic

_____________

ed Name)              

_______________

ed Name)               

ER 

R RELEASE 

IANT RELEAS

D

unity Health

RECORDS D
3 Fax: 866.277
o dentalrecord

between Masc
ested to be shar

 Intake Assess

 Medications 

 Summaries 

 Teacher Repo

ments from  

rbal  � Electron

d Federal Laws.
or agency I hav

ohol and drug d
rmation compil

by notifying M
his authorizatio
r with the right
ce of Privacy P

s otherwise ind
licable)  Discl
iency Syndrom

______      ___

               (Relation

________       ____

                     (Dat

SE 

DOB:   

h Center 

DEPT. 
7.5893 
ds@mascomah

coma Commun
red: 

ment 

orts  

 

nic 

. By signing thi
ve named whic

dependent pers
led in reasonab

Mascoma Com
on; or, b) if this
t to contest a cla
Practices for M

dicated.  Option
losure of the re

me). 

_____________

nship to Patient if 

_______________

te) 

health.org 

nity Healthcare

� Test R

� Treatm

� Disch

to  

is release, I ack
h may include 

sons (42CFR Pa
ble anticipation

mmunity Health
s authorization 
aim under the p
Mascoma Com

nal expiration d
esults of HIV a

_______          

Representative)   

_ 

2018 

 and the above-

Results 

tment Plan 

harge Summary

 �

knowledge my p
drug and alcoh

ar 2).  Federal 
, or for the use

hcare Inc., in w
is obtained as 

policy or the po
mmunity Health

date:________
antibody blood

  ___________

     (Date) 

 

  

-named 

y 

� All dates    

 

permission to 
hol abuse 

Law 
e in civil, 

writing, except 
a condition or 

olicy itself. 
hcare, Inc., 

__________ 
d testing and/or

_____ 

r     


