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Last Name First Name Middle Initial  Preferred Name Previous Name(s) 

Mailing Address  (Address/P.O. Box, City, State, and Zip code)  

Home Ph# Cell Ph# Work Ph# 

Date of Birth Social Sec # Gender at Birth    Male  Female 

Gender Identity     Male       Female     Choose not to disclose  
    Transgender Male/ Female to Male   Transgender Female/ Male to Female     Other  

Sexual Orientation   Choose not to disclose   Straight   Bisexual   Lesbian or Gay    Something else   Don’t know 

Marital Status   Single     Married    Divorced    Legally Sep.    Widowed    Partner 

Employed?   Yes    No  *If Yes:   PT   FT   Self Employed?   Yes    No   Student?   Yes    No   If Yes:    PT   FT 

Employer Ph# 

Emergency Contact (Name of local relative or friend not living with the pt) Relationship to pt Ph# 

Additional Contacts (Spouse, Parent, etc. You may list more than one.) Relationship to pt Ph# 

Email Address (Preferably not a work email) 
Race   White    Asian   Black/African American    Pacific Islander 

   American Indian   Alaskan Native 
Ethnicity     Not Hispanic/Latino 

   Hispanic/Latino 
Primary Language Spoken      English     Spanish     Other Interpreter services needed        Yes    No 

Are you a Veteran     Yes   No Do you live in public Housing?     Yes   No 

Are you Homeless     Yes    No  *If Yes, mark one:   Doubling Up  Street  Homeless Shelter  Transitional  Other 

Are you a Migrant worker?   Yes    No    Are you a Seasonal Worker?   Yes    No 
Preferred Communication     Phone   Text   E-Mail   Patient portal   Mail 

How did you hear about us (Friend, Advertisement, Facebook, Radio, etc.)   

Preferred Pharmacy (Name, Location, Ph # if known) 

Full names, DOB and relationship of other household members seen at Grand Peaks facilities (Jane Doe, 1/1/2010, child): 
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Guarantor (Person financially responsible for the bill)         Patient is the guarantor/financially responsible, skip to insurance 
Full Name (First, Middle Initial, Last) Ph# Date of Birth SS# Relationship to pt 

Mailing Address  (Address/P.O. Box, City, State, and Zip code)  
 Same as patient
Do you have insurance?   Yes    No  *If Yes, we require a copy of the card.  Complete the following in order to correctly bill your insurance. 
1. Primary Insurance Co. Name/Address Policy# Group# Co-Pay 

Policy Holder Information:   
  Same as patient     Same as guarantor     

Policy Holder’s Name (If not patient or guarantor) 

Policy Holder’s Address Policy Holder Ph# Relationship to pt DOB Policy Holder SS# 

2. Secondary Insurance Co. Name/Address Policy# Group# Co-Pay 

Policy Holder Information:      
  Same as patient     Same as guarantor 

Policy Holder’s Name (If not patient or guarantor) 

Policy Holder’s Address Policy Holder Ph# Relationship to pt DOB Policy Holder SS# 

The above information is true to the best of my knowledge.   

______________________________________________________________________________________________________ 
Patient/Authorized Representative Signature                           Printed Name                                               Date                    Rev 1/26/2021 



ACKNOWLEDGEMENT AND AUTHORIZATION FORM 
Today Date: __________

Patient Name (Full name):   Date of Birth:   

ACKNOWLEDGEMENT OF PRIVACY PRACTICES 

I acknowledge that I have been provided the Grand Peaks Notice of Privacy Practices (i.e. the “Notice”). 
The “Notice” informs me of how Grand Peaks facilities will use my health information for: 

 Purposes of my treatment, payment for my treatment and health care operations.

 Reasons other than treatment, payment and health care operations.

 Use and share health information as required/permitted by law.
I have been provided the opportunity to ask questions and understand I may request and review the “Notice” 
at any time.  I understand this agreement will remain in effect until revoked from me in writing. 

I authorize Grand Peaks facilities to release health information to the following: 

Individual’s Name/Facility Name: Relationship Phone #(s)/Fax #: 

1. 

2. 

3. 

4. 

CONSENT FOR TREATMENT 

I hereby authorize Grand Peaks facilities and its affiliated Providers and staff to examine, test, and treat me or 
my dependent(s) for any medical, dental and/or behavioral/mental health condition.  No guarantees have 
been made to me regarding my treatment or examination.  In case of an emergency, in which I cannot be 
reached, I further authorize Grand Peaks facilities to treat my dependent(s). 

AUTHORIZATION FOR ELECTRONIC COMMUNICATIONS 

Grand Peaks facilities may communicate with our patients via electronic communications, which may include 
email, patient portal, and/or text.  All communication is kept strictly confidential.  Such communications sent 
thru the internet or over phone systems may not be encrypted or secure and could result in unauthorized 
persons retrieving your information.  Grand Peaks facilities are not responsible for the device that the patient 
receives communication on (i.e. phone, laptop, tablet, etc.)

AUTHORIZATION FOR FINANCIAL RESPONSIBILITY 

I understand that I am financially responsible for any charges incurred and the balance on my account.  If I 
have insurance coverage, I authorize my insurance benefits to be paid directly to the Provider/Upper Valley 
Community Health Services DBA Grand Peaks facilities.  I also authorize Grand Peaks facilities or my 
insurance company to release any information required to process my claims. 

I understand the above policies. 

________________________________________________________________________________________________ 
Patient/Authorized Representative Signature    Printed Name      Date 
Relationship to Patient: _____________________________________  Rev 1/26/2021



 APPLICATION FOR SLIDING FEE SCALE / DISCOUNT PROGRAM  Today Date: _________

Our Sliding Fee Scale / Discount program may reduce your cost for services at 

Grand Peaks Medical, Dental, Behavioral Health, & Pharmacy facilities! 
*Even if you have insurance, you may qualify for discounts!*

MEDICAL, DENTAL & BEHAVIORAL HEALTH DISCOUNTS PHARMACY DISCOUNTS 

 Discounts are based on household size & income

 Calculation is based on federal guidelines

 All patients are eligible for discounts

 You must provide proof of income to qualify

TO QUALIFY FOR DISCOUNTS 

1. Apply for the discount(s) by completing this form with your household information.

 *Note: Medicaid patients MUST complete this form!
2. Provide proof of gross income (copies) for all family members living in the household within 3 BUSINESS WEEKDAYS

after the date of this application.  (Gross income: income before taxes are with-held.)  All income is kept strictly
confidential.

 *Note: We DO require proof of income for Medicare participants.

To verify your income, we are required to have a copy on file of: 
 2 Pay-stubs from those working in the household
 OR Disability/Social Security payment statements
 OR Most recent Federal Tax Return showing annual income (Form 1040)
 OR a letter from your employer stating your wages (or a completed Employment Verification Form)
 OR a signed letter from someone (not a family member) stating your living situation/income

HOUSEHOLD INFORMATION 

HOUSEHOLD MEMBERS’ NAME(S) DATE OF BIRTH WEEKLY INCOME MONTHLY INCOME ANNUAL INCOME 

Head of Household: 

Spouse/Partner: 

Child/Other: 

Child/Other: 

Child/Other: 

Child/Other: 

Child/Other: 

Child/Other: 

Total calculated Annual Income:   $   $   $ 

Total number of family members living in your household (Working and Non-Working):  

TO COMPLETE YOUR APPLICATION FOR DISCOUNTS, PLEASE READ AND SIGN BELOW: 

I understand the following: 

 If your application is accepted, it will be valid for ONE year.

 I must re-apply annually and provide documentation in order to continue to receive discounted services.

 A payment is due and will be asked for/collected at the time of service.

To the best of my knowledge, the above information is true and correct. I agree to inform Grand Peaks facilities of any 
changes in my household size, employment or financial status.  If the above information proves to be incorrect, the 
discount will be terminated. 
__________________________________________________________________________________________________ 
Signature Patient/Authorized Representative   Printed Name  Date 

*IF YOU DO NOT WISH TO RECEIVE ANY DISCOUNTED SERVICES OR PROVIDE INCOME INFO, PLEASE SIGN:

I DO NOT wish to provide Grand Peaks with my income.  I understand I will be charged full fees for all services, including 
pharmacy/prescriptions, for each visit.  
____________________________________________________________________________________________________________ 

Signature Patient/Authorized Representative   Printed Name  Date Rev 1/26/2021



  YOUR CURRENT LIFE SITUATION     Today Date: _________ 

Please answer the following questions to help us better understand you and your current life situation.  
The information you provide will be used by your healthcare team to develop a plan to help you maintain or 
improve your health and well-being.  This information is confidential. 

Patient Name (Full name):   Primary Care 
Provider: 

How often do you need to have someone help you when you read instructions, pamphlets or other written 
materials from your doctor or pharmacy? 
 Never  Often  Always

What is the highest level of school that you have finished? 
 Less than high school degree  High school diploma or GED  More than high school
 I choose not to answer this question

What is your current work situation? 
 Unemployed and seeking work  Part time work  Full time work  Student
 Other_________________________________________ I choose not to answer this question

In the past year, have you or any family members you live with been unable to get any of the following 
when it was needed? Check all that apply: 
 I do not have any problems meeting my needs  Medicine or any other healthcare needs  Food
 Clothing  Utilities  Child care  Rent/Mortgage payment  Phone

Has lack of transportation kept you from medical appointments, work or from getting things needed for 
daily living? 
 Yes, it has kept me from medical appointments, or from getting my medications
 Yes, it has kept me from non-medical meetings, appointments, work or getting things needed for daily living
 No
 I choose not to answer this question
How often do you see or talk to people that you care about and feel close to? (For example: talking to 
friends on the phone, visiting friends or family, attending church or meetings) 
 Less than once a month  1 -2 times a month  1-2 times a week  More than 3 times a week

Do you exercise? 
 No  Daily  5 times per week  3 times per week  1 time per week  Occasionally

Do you receive regular dental care? 
 Yes      No                        If no, would you like information about our dental facility?   Yes  No

Do you feel physically and emotionally safe where you currently live? 
 Yes  No  Unsure  I choose not to answer this question

Do you or a family member have a history of substance abuse? 
 Yes  No  Unsure  I choose not to answer this question

Do you have exposure to second hand smoke? 
 Yes  No

Would you like to be contacted regarding resources for any of the above items? 
 Yes      No
If Yes, which items would you like to be contacted about?
 Medications  Food  Housing  Utilities  Clothing  Insurance Coverage
 Other____________________________________________________________________________________

  Rev 1/26/2021 
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