Uninsured Adult

C RO S STO V E R Revised 07/2025

To Renew Online, Healthcare Ministry

scan this QR COMPASSIONATE HEALTHCARE FOR PEOPLE IN NEED

CrossOver Healthcare Ministry Financial Application

Application screening by appointment only

Our Locations

Henrico (near Regency Mall) Richmond
8600 Quioccasin Rd. Suite 105 108 Cowardin Avenue
Richmond, VA 23229 Richmond, VA 23224
[serves 3 years old and older] [serves 18 years old and older]

For New Patient Eligibility Screening appointment and Eligibility Renewals

Call (804) 655-2794

Please speak with a staff member
immediately if you are
* Pregnant
* Recently been in the ER or Hospital
+ Have Medicaid

After scheduling your financial screening appointment
You Must Bring a proof of income - Use this checklist to ensure that your screening is completed

] A Completed Application [below]

[] Fhoto 1D

AND One of the following proofs of income

[] Pay Stubs Most recent two months of consecutive paystubs from current job
[8 paystubs for weekly pay / 4 paystubs for every other week pay]

M Most Recent Tax Return 1040 form, self-employed required to include schedule C

[7] Letter from Employer The letter must include:

States your title, hours worked per 1. aprofessional letterhead 2. signature of your supervisor

week, hourly rate, and pay frequency | If not on letterhead, it must be notarized, or with your supervisor’s
business card
It must be dated within one month of your screening appointment.

Letter from Social Services or Must be on letterhead; includes notice of unemployment award
Social Security Administration Agency letter, disability, or retirement benefits.
] SNAP Benefits Award Letter Mostrecentaward letter. Notthe EBTcard. Ifzeroincome, include a supportletter
] Notarized Support Letter Must be notarized and signed by the person providing financial

support. The date of the letter should be within one month of the
date of your screening appointment.

] Other Proof of income

If you do not have any of the above, please speak with a staff member at (804) 655-2794
Please note that additional documentation may be required depending on your financial situation.




A Guide to Richmond/Metropolitan Area Community Resources

CRISIS LINES

Suicide Crisis Line 988

Richmond City: (804) 819-4100
Henrico: (804) 727-8484
Chesterfield: (804) 748-6356

Crisis Intervention Lines for Mental Health (open 24/7)
Emergency Services Program

HOSPITALS

CJW Chippenham Campus (804) 483-0000 Retreat Doctor’s Hospital (804) 254-5100

CJW Johnston Willis Campus (804) 483-5000 St. Mary’s Hospital (804) 285-2011

John Randolph Medical Center (804) 541-1600 Memorial Regional Medical Center (804) 764-6000

Henrico Doctors’ Hospital Forest Campus (804) 289-4500 | Richmond Community Hospital (804) 225-1700

St. Francis Medical Center
(804) 594-7300

Henrico Doctors’ Hospital Parham
Campus (804) 747-5600

VCU Medical Center (804) 828-9000

COUNSELING AND MENTAL HEALTH

VCU Center for Psychological
Services and Development

(804) 828-8069 [To be seen, call
for an application]

612 N. Lombardy St
Sliding scale available

Daily Planet

(804) 783-2505

517 W Grace St. — Mental health
services for uninsured.

Richmond Behavioral Health

(804) 819-4000

107 S. Fifth St.- behavioral health
services

Henrico Mental Health

(804) 727-8500
For same day services:
(804) 727-8515

Henrico residents only-
six area locations

Chesterfield Mental Health

(804) 748-1227

6801 Lucy Corr Blvd.
Chesterfield residents only

MEDICAL SERVICES

Bon Secours Care-A-Van

New and established patients
seeking a same day appointment
call: 804-545-1923
[Monday-Friday, 7:00AM- 8:30 AM].
For other questions, please call our

main office at:
804-545-1920

Health Brigade

(804) 358-6343
https://www.healthbrigade.org

STI & HIV testing; STI treatment,
birth control, reproductive health,
physical exams, Trans care

Capital Area Health Network

For all locations, it is best to call
this central number:
(804) 780-0840

Multiple clinic locations
Accepts both Medicaid and
Medicare, uninsured on a
sliding scale fee, and private
insurances.



https://www.healthbrigade.org/

**** USE BLACK INK ONLY TO COMPLETE APPLICATION ****

CrossOver Healthcare Ministry

Universal Financial Screening Form

Which is your home clinic Today’s Date

[ JHenrico

[ ]Richmond

First name

Middle name

Last name Date of birth (mm/dd/yyyy)

Home address

Apartment or suite number

City

County

State

Zip code

Home phone

Cell phone

Email address

Social Security Number (SSN)

don’t have one or prefer not to answer

Emergency Contact Name

Relationship

Phone number

|:|Male

Sex?

|:|Female

|:| Other

Prefer not to answer

Hispanic or Latino

Marital Status? Single Legally Married Legally Divorced eparated Widowed
What is your primary language? Do you need an interpreter?

English ﬁSpanish |:|Arabic |:|Other: Yes |:| No |:| N/A
Race?

White African American Asian American Indian/Alaskan DHawaiian/Pacific Islander Other
Ethnicity?

Non-Hispanic or Latino

Employment Status?

Full-time Part-time Seasonal Disabled Retired Student Unemployed Decline to answe
Do you have health Insurance ? Do you have a prescription coverage?
O Yes 0 No O Yes O No
Country of Origin? How long have you lived in the Greater Richmond area?
ecline to answer __ Years — Months

What is your Religion?

Decline to answer

Are you traveling in the U.S. on a temporary Visa?
Yes No

How were you referred to us? (If you were referred by a hospital or been to the ER recently, please bring the discharge notes to your first visit)

Have you ever ap

lied for Social Security Disability?

Have you ever applied for Medicaid?

Yes

No If yes, effective date:

DYGS

No If yes, effective date:

Are you a veteran

of the United States?

Yes No N/A

Have y

u ever applied or are

benefits Applied

No

ou eligible for SNAP.

N/A

Was your current health concern caused by any of the following?
[C]Recent accident (car crash, fall, etc.) [Date: ]

[INo, it's unrelated to an accident or injury

Workplace injury

Act of violence

Other:

CrossOver Healthcare Ministry reviews all applications fairly, regardless of your background.
All responses are confidential and protected under federal HIPAA privacy laws.
If you have concerns about your application or information privacy, contact info@crossoverministry.org



mailto:info@crossoverministry.org

Household Information: Please list household members based on your most recent tax return or (family
members living in your house).

Name (First, MI, Last name) Date of Birth Relationship to patient |Monthly income

self

R

Patient Signature: Please have the patient sign the following certification statement.

Patient: | CERTIFY that this information is true and accurate to the best of my knowledge.

| understand that the information is subject to verification. | understand that if my financial situation, household size
changes or | obtain health insurance, my eligibility status will need to be re-evaluated. | understand it is my
responsibility to notify CROSSOVER HEALTHCARE MINISTRY of any changes in my financial situation, household
size or insurance status.

| authorize the release of my financial records (including Social Security Number) to RX Partnership, Direct Relief,
pharmaceutical companies, Access Now and/or their agents to determine my eligibility for financial assistance for
medicines and verification during routine audits.

This review is a check on eligibility only. It is not a guarantee that | will receive benefits from any source, and
CROSSOVER HEALTHCARE MINISTRY offers no such guarantees. | understand that falsification of information
submitted will jeopardize my consideration for the program.

CLINIC POLICIES
I read, understand, and AGREE to the patient intake policies and patient responsibilities, including:

¢ Missed Appointments

e CareContributions

e Outgoing Referrals

e Patient Code of Conduct

¢ Missed Dental Appointments

e Controlled Substance Policy

e Grievance Procedure

e Patient Consent

¢ Receipt of Notice of Privacy
Signature of Patient/Guardian Date

** For Clinic Use Only **

Monthly Gross Income Annual Gross Income (Projected) Poverty Level: [10-138% [ 139-200%
$ $

HH #

| certify that based upon the information provided, the individual is eligible for Access Now Services, Direct
Relief, RxPartnership and the pharmaceutical assistance programs that assist Crossover clients:

Screener’s Printed Name:

Signature of Screener: Date:




Authorization for Release of Protected Health Information

Patient’s Name: DOB:

CrossOver Healthcare Ministry and Access Now is authorized to release protected health information (excluding
mental health information) as described below for the identified patient.

Entity to Receive Information.
e Check each person or class of persons that you approve to receive information.

Description of information to be released.
¢ Check each that can be given to person/entity on the left in the same section or write acomment.

JVoice Messages on number. Appointment Reminders/Info
Lab Results
Other:
Spouse or Significant Other: Appointment Reminders/info
Name: Lab Results

Treatment Notes and Record

Phone Number: Discuss Treatment

Other Person: Appointment Reminders/Info
Name: Lab Results
Relationship: LI[Treatment Notes and Record
Phone Number: ] Discuss Treatment

Other Person: [ | AppointmentReminders/Info
Name: ] LabResults
Relationship: |E|Treatment Notes and Record
Phone Number: [ TJ| Discuss Treatment

Please review the NPP pamphlet thoroughly before signing this acknowledgement form. If terms of the Notice change, a revised copy
will be made available to you. By signing this form, you acknowledge that our Practice may use and disclose PHI about you for
treatment, payment, and healthcare operations. You have the right to restrict how PHI is used or disclosed for treatment, payment or
healthcare operations. This authorization will remain in effect until | revoke it in writing.
Patient Rights:
1. | have the right to revoke this authorization at any time.
2. | may inspect or copy the protected health information to be disclosed as described in thisdocument.
3. Revocation is not effective in cases where the information has already been disclosed but will be effective going forward.
4. Information used or disclosed as a result of this authorization may be subject to redisclosure by the recipient and may no
longer be protected by federal or state law.
5. | have the right to refuse to sign this authorization and that my treatment will not be conditioned on signing.
For the continuity of your health care, do you authorize us to share your health information with other health care providers

through PRISMA, a shared information platform? (This authorizing a CrossOver Healthcare Ministry representative to sign my
name or make corrections on the necessary Access Now form(s) that may be required to maintain continuity of my healthcare.)

Yes No

Signature of Patient Date

CROSS"'OVER

Healthcare Ministry

COMPASSIONATE HEALTHCARE FOR PEOPLE IN NEED



CROSSTOVER

Healthcare Ministry

COMPASSIONATE HEALTHCARE FOR PEOPLE IN NEED

We want to make sure that we provide the best care possible. Below are some non-medical questions
to support your health goals and meet your needs. Your responses are completely confidential.

Patient’s Name: Date of Birth:

Social Determinants of Health

1. Are you having difficulty affording food or need assistance with food stampapplication?

Yes No|:| Decline to answer

2. Are you having trouble affording a place to live? Yes No|:|DecIine to answer
3. Are you experiencing anxiety or depression? |:|Yes|:| No[ _]Decline to answer
4. Are you having family trouble which might be affectingyour health [ ]Yes |:|No|:|Decline to answer
5. Are you or your children having trouble in school? Yes |:|No|:|DecIine to answer|:|N/A
6. Do you ever feel unsafe in your home forany reason? |:| Yes |:|No|:|Decline to answer
7. Do you have access to Internet? |:|Yes |:|No|:|Decline to answer

Patient Health Questionnaire — PHQ2

Over the past 2 weeks, how often have you been bothered by any of the following problems?

Little interest or pleasure in doing things Feeling down, depressed, or hopeless
|:|0 = Not at all 0 = Not at all
|:|1 = Several days 1 = Several days
|:|2 = More than half the days |:| 2 = More than half the days
|:| 3 = Nearly every day |:| 3 = Nearly every day
|:| | decline to answer |:| | decline to answer

Spiritual Care

We have team members who may offer spiritual care (such as prayer or sharing scripture.) Would you
like to be offered this optional type of care? Yes No Declined to answer




CRoss‘l'OVER

Healthcare Ministry

COMPASSIONATE HEALTHCARE FOR PEOPLE IN NEED

AKNOWLEDGEMENT OF PRESCRIBER SERVICES / SIGNATURE AUTHORIZATION

CrossOver HealthCare Ministry is able to fill prescriptions for uninsured, eligible patients through the
volunteer services of licensed pharmacists who are helping us meet the needs of our uninsured patients.
Medication is obtained via donation from various pharmaceutical companies through Rx Partnership,
Direct Relief, Americares, the Virginia Healthcare Foundation and other pharmaceutical company
donation programs.

o |l understand that my prescription will be filled by a licensed, volunteer pharmacist.

| understand that | have the right to take my prescription to a retail pharmacy of mychoice.

o However, CrossOver Healthcare Ministry does not accept responsibility of charges for
prescriptions filled at other pharmacies.

o | understand that, in order for my medications to be provided by the CrossOver Pharmacy, my
financial screening must have been updated within the past 12 months.

o lauthorize representatives of CrossOver Healthcare Ministry to share medical and financial
information with Rx Partnership, Direct Relief, Americares, the Virginia Healthcare Foundation and
pharmaceutical assistance programs (or their designees) as required for eligibility verification
during routine audits.

o When appropriate, | authorize CrossOver Healthcare Ministry to transport my medication between
the two clinics in order to facilitate medications pick up.

o | hereby authorize a CrossOver Healthcare Ministry representative to sign my name and date
necessary form(s) that may be required for ordering my medications or scheduling medical
appointments and/or tests.

o

Signature of Patient/ Parent/ Guardian Date

Signature of interviewer Date



CROSS.I.OVER

Healthcare Ministry

COMPASSIONATE HEALTHCARE FOR PEOPLE IN NEED

Self-Declaration of Virginia Residency

CrossOver Healthcare Ministry (CrossOver) serves patients who are residents of Virginia who meet specific
eligibility requirements for household income and insurance coverage.

Due to capacity restraints, CrossOver cannot accommodate patients who are visiting or temporarily residing in
Virginia.

As a patient at CrossOver, |,

(print first and last name)

declare that Virginia is my primary state of residence and constitutes my permanent and principal home,
for legal purposes. My current address is

Home address Apartment or suite number

City County State Zip code

Furthermore, | declare that | intend to be permanent resident of Virginia (and | reside in Virginia for at least 7
months of the year) and | am not here on a tourist visa and do not anticipate moving to another state or
country for the foreseeable future.

Signature of Patient Date

“Primary State of Residence” is defined as: the state of a person’s declared fixed permanent
and principal home or domicile for legal purposes.



£
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1, , understand and agree to the following:
(Patient name, please print)

1 will promptly supply all information requested by Access Now.
+ If | see a doctor or receive care in a hospital and am asked to provide any
additionalinformation and/or complete any additional paperwork, even though
| have an Access Now card, | will provide this information as requested.

+ |l authorize all individuals and entities to share my medical and financial
information with Access Now.

+ lauthorize Access Now to share my financial and medical information with medical
clinics, doctor’s offices and hospitals to coordinate my treatment.

+ | will notify Access Now and my primary care clinic if my income changes or if |
become covered by an insurance plan (including Medicaid/Medicare). lunderstand
that failure to do so may result in disenroliment from the program.

+ | will keep all appointments with Access Now specialists or cancel an appointment at
least 24 hours in advance.

* lunderstand that if | miss any two appointments, consecutively or not, without
appropriate advance notice, | will be disenrolled from Access Now and no
services will be available to me anylonger.

+ | will present my Access Now identification card to the physician’s office
at the time ofmy appointments.

| will behave appropriately while at and in communication with the physician’s office
and understand that failure to do so will result in disenrolilment from Access Now.

+ | will follow my doctor’s treatment plan, including taking prescribed medications.

+ | will return to my primary care clinic prior to the expiration date on my
enrollment card if | need continued or additional care.

* l understand that if | receive a bill related to Access Now services, | need to call 804-622-
8145 to report the bill to Access Now.

By signhing below, you indicate that you understand and agree to all patient rights
and responsibilities in this document.

Signature of Patient/Guardian: Date:

| am currently seeing a doctor through Access Now.
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Access Now

Patient No-Show Policy

, understand and agree to the following:

(patient name, please print)

I will keep all appointments with Access Now specialists because available appointments through
the
Access Now program are limited.

If I need to cancel or reschedule, | must contact the specialists’ office directly as soon as
possible and will give no less than 24 hours notice.

If a surgery appointment needs to be changed | understand more than 24 hours notice needs to
be given and | will try to give at least one week’snotice.

If there is an emergency and | cannot keep an appointment | will let the specialists’ office
know immediately.

My specialist’s office may have a different no show policy than Access Now and Access Now will
follow my specialists’ office policy.
% No-show policies can be different for each office | may go to and some may refuse to continue
treating me or require that | pay a no-show fee which | will be responsible for paying

% The decision of the specialist’s office isfinal

If I miss two appointments within one year without giving appropriate notice that | cannot make it to
the appointments, | will be disenrolled for oneyear.

% If ' am disenrolled for one year after missing two or more appointments, | can re-apply for
the Access Now program and if | qualify, | will be on a one year trial period where, at any
point, if | have one no-show, | will be disenrolled from Access Nowpermanently.

o Ifl comFIete my onedyear trialdperiod without any no-shows, | will be reinstated fully which
means | will not be disenrolled again unless | no-show to two appointments within a one
¥ear time frame. If | no-show to two appointments within one year again, | will be disenrolled
rom the program permanently.

By signing below, you indicate that you understand and agree to comply with the Access Now — Patient No-

Signature of Patient/Guardian: Date:

Show policy.
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