Application to Determine Eligibility

For Medical Care   

At

Community Primary Health Clinic

2300 Kurt Street

Eustis, FL 32726

Phone: 589-2501     

_____ NEW PATIENT   ______ ANNUAL REENROLLMENT   _____ RETURNING PATIENT                             

APPLICANT’S NAME _______________________________________________________________

APPLICANT’S PHYSICAL ADDRESS ___________________________________________________

MAILING ADDRESS IF DIFFERENT___________________________________________________

IS YOUR PRIMARY RESIDENCE PHYSICALLY LOCATED IN LAKE COUNTY?     Y       N

How long have you been a Lake County resident?   ______________________________ 


Do You Own       or Rent       Your Home? 

TELEPHONE NUMBER (DAY)________________________(EVENING)________________________

APPLICANT IS    SINGLE    MARRIED     DIVORCED     WIDOWED     SEPARATED

IF DIVORCED OR SEPARATED, ARE YOU RECEIVING ALIMONY/SPOUSAL SUPPORT?  Y   N



IF YES, HOW MUCH PER MONTH?         _______________________

ARE YOU A CITIZEN OF THE UNITED STATES?
Y   N

HAVE YOU SERVED IN THE MILITARY?   Y    N
ARE YOU RECEIVING MEDICAID or MEDICARE? Y   N  MEDICAID/MEDICARE #______________
ARE YOU OR YOUR SPOUSE RECEIVING SOCIAL SECURITY?
     Y   N  

DO YOU HAVE ANY FORM OF HEALTH INSURANCE?Y   N  WITH WHOM?_______________________

DOES YOUR SPOUSE HAVE HEALTH INSURANCE?  Y   N

ARE YOU ENROLLED IN MEDICALLY NEEDY SHARE OF COST PROGRAM?    Y   N  DON’T KNOW

List all who live in the same house with you. Use another sheet if necessary. 

	NAME
	DATE OF BIRTH
	SOCIAL SECURITY #
	RELATION TO APPLICANT
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ARE YOU EMPLOYED?  Y    N      Full Time     Part Time     Self Employed      Seasonal 

IS YOUR SPOUSE EMPLOYED  Y   N   Full Time   Part Time     Self Employed      Seasonal

If Yes: for whom? _________________________________________how long?__________________

Spouse: for whom? _________________________________________how long?__________________

If  No: How long have you been out of work?_________________

        Are you receiving unemployment benefits?     Y     N   

 Are you looking for work?                    Y     N

IS YOUR UNEMPLOYMENT DUE TO AN ACCIDENT OR INJURY?           Y     N


If yes, are you receiving Workman’s Comp.?            Y     N


How long ago was your injury?_____________          

IS YOUR UNEMPLOYMENT DUE TO AN AUTOMOBILE ACCIDENT?         Y     N

IS THERE ANY LAWSUIT OR ATTORNEY INVOLVED?                  Y     N

Briefly describe the result of the accident or injury:

_________________________________________________________________________________

_________________________________________________________________________________


_________________________________________________________________________________ 

DO YOU OR YOUR SPOUSE HAVE A CHECKING OR SAVINGS ACCOUNT?         Y     N

ARE YOU OR YOUR SPOUSE RECEIVING FINANCIAL OR MATERIAL ASSISTANCE FROM ANY PERSON OR AGENCY?  Y    N          (Including food stamps)


Please provide information regarding assistance below:

	NAME
	RELATIONSHIP
	AMOUNT PER MONTH

	
	
	

	
	
	

	
	
	

	
	
	



THE FOLLOWING PAGE EXPLAINS THE DOCUMENTATION THAT MUST ACCOMPANY THIS APPLICATION.  PLEASE BE SURE ALL PAPERWORK IS INCLUDED.

FAILURE TO RETURN ALL NECESSARY INFORMATION COULD RESULT IN A DELAY.   
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PLEASE SUBMIT COPIES OF THE REQUESTED INFORMATION:

·  Family Members you may claim in your household.  One or more persons living in one dwelling place who are related by blood, marriage, law, or conception.  If the dwelling place includes more than one family or more than one unrelated individual guidelines are applied separately to each family or unrelated individual and not the dwelling place as a whole. Cohabiting couples, adult (18+) children living with parents, etc., are considered as separate households.

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	Name:


· A copy of a current correct driver’s license or Florida ID                     

· A copy of your Social Security card.   

· Verification of income for the past eight weeks and a copy of your most current income tax return.

This must include copies of:

· Payroll check stubs, computer printout or a statement from the employer on their company letterhead stating gross wages earned. (current year to date for yourself and your spouse)

· If self-employed, a copy of the most recent income and sales tax returns. (for yourself and your spouse)

· Proof of any fixed-amount checks such as SSI, SSD, SS, Veterans benefits, pension benefits, unemployment etc.

· If you are unemployed or otherwise unable to pay your bills and anyone is providing you with assistance (food, shelter, paying bills, etc.) they must give a notarized statement indicating the dollar value of contribution of assistance they have given you in the past eight weeks.

· Statements for the past three months for any checking or savings accounts IRA’s, CD’s, or any other financial asset.

· Proof that you have lived in Lake County minimum of 6 months. Driver’s license or state ID needs to be the same as your current address. Other means of establishing residency may include a copy of your lease agreement, utility bill or other printed receipts listing your name and address.

· Medicaid Denial Letter dated within 1 year.  Apply online at www.myflorida.com/accessflorida/ or call 1-866-762-2237.
· If you have served in the military. Provide a copy of your DD214. 

When you have collected ALL the above information that relates to you, please return it to Community Primary Health Clinic as soon as possible.  You MUST return this sheet with your documentation also.

By signing below you are aware that Community Primary Health Clinic reserves the right to make credit inquiries and may run your credit report.

Printed Name:______________________________________________

Signature:_________________________________________________

Date of Birth: _________________Phone Number_______________

Social Security #_______ _______ ________

Today’s Date:___________________
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