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ACCEPTABLE INCOME DOCUMENTATION: 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 
 
 
 
 
DON’T HAVE PAYSTUBS….. 
 

 
Your employer paid you in cash? 
 
Provide a letter from employer: 
 

1. On company letterhead 
employer’s name, address, 
and phone number which  

2. states WEEKLY or MONTHLY 
income  

3. With EMPLOYER’S 
SIGNATURE. 

You are self-employed? 
 

1. Provide a completed INCOME 
VERIFICATION SHEET or 

2. Tax Return, including 
Schedule C. 

 
 
 

You or household member 
receives disability, social security 

or pension benefits? 
 
PROVIDE AWARDS LETTER for 
1. Social Security and/or 

disability benefits. 
2. Retirement/Pension benefits 

 

  

 

  Photo ID 

  Current Year FEDERAL INCOME TAX RETURN: 

- FORM 1040EZ, or the first time pages of FORM 1040  AND 

- If married, attach your spouse’s 2019 return   AND 

- If self-employed, attach SCHEDULE C 

  One month of current consecutive paystubs 

Paystub information is needed from YOU and EVERY household member 

contributing to household income. 

 



  
 

 

 

Alliance Medical Ministry’s goal is to provide you with quality, comprehensive healthcare, and enable you 

to lead your healthiest lifestyle. We need you as a partner in this journey.  

 

Review Clinic Information and Patient Responsibilities below. We require all patients to sign and receive a 

copy of Patient Responsibility & Accounting Agreement, and Patient Financial Responsibility Agreement, 

verifying your understanding and agreement of your responsibilities as an Alliance patient.  

 

CLINIC HOURS: Monday- Thursday:  8:30 AM-4:00 PM 

 Friday:  8:00 AM – 12:00 PM 
 Closed on holidays 
 
  

 

If you go to the Emergency Room, take your purple AMM Patient ID Card with you. 

 

Bring ALL prescription medications to ALL appointments. 
 
Do you take medications DAILY? If so, you MUST be seen by a provider at least twice (2) a year. 
 

 If needed, we are able to access other specialty care off-site with area physicians. 
o Note: Not all patients qualify 
o ALL tax and financial information is REQUIRED to determine eligibility for these 

appointments AND to schedule appointments. 
 

 We are able to refer patients off-site for dental care at reduced rates. Ask your physicians for 
more information. 

 

 

 

 

CLINIC PROCESSES, PROCEDURES, & PATIENT RESPONSIBILITIES 

 



 

 

 

PATIENT INFORMATION FORM 

LAST Name:  _______________________________________________________ 

FIRST Name: ________________________  MIDDLE Name: __________________ 

MAIDEN Name: _____________________  Birth Date: ___________(mm/dd/yyyy) 

Home Address: ______________________________________________________ 

City: ________________________________  State: ____   Zip Code: ____________ 

SSN/Tax ID: ________________________   VISA/Green Card #: ________________ 

E-Mail: ___________________________ 

Primary #: __________________________    Cell  ____   Home ____ 

Work #: ___________________________ 

County of Residence (Check One):   

___ Durham 
___ Harnett 
___ Johnston 

___ Orange 
___ Wake 
Other County: _______________ 

 

Gender (M/F/Other): ___________________  

Marital Status: ___Married  ___ Single  ___ Divorced  ___ Separated  ___ Widowed  

Race (Check One): 

__ American Indian or Alaskan Native 
__ Asian 
__ Black or African American 
__ Caucasian or White 

__ Hispanic or Latino 
__ Native Hawaiian or Pacific Islander 
__ Other: ________________________ 

 

Preferred Language:      Speaking: _______________   Reading: __________________ 

FOR OFFICE USE ONLY                  APPROVED: ____/____/______ 
NEW:  WAKE   DR   REX   CCC   SUP  BY: ___________________________________ 
RECERT/FORMER  LAST SEEN:  ____/____/______ 



 

Residency Status (Check One): 

__ US Citizen 
__ Alien with valid Employment Card 
__ Foreign citizen with a valid VISA 
__ Foreign student, tourist or business 
traveler 
__ Student Visa 

__ Foreign citizen with permanent 
residency < 5 years 
__ Foreign citizen with permanent 
residency > 5 years 
__ Undocumented 
 

 

What is your current employment status?    

___ Full Time    ___  Part Time   ___ Temp 
___  Seasonal ___ Self Employed    ___  Unemployed 
 

Employer Name(s): __________________________________________________ 

Are you a full-time student? (Yes/No) ___________ 

If yes, where: _______________________________________________________ 

When was the last year that you filed a tax return? _______________ 

Do you receive Social Security or Disability benefits? (Yes/No) __________   

If Yes, when did you apply for benefits?  _____________________________  

When did your benefits begin? ____________________________________ 

 How much do you receive monthly? ________________________________ 

Veteran Status (Check One): 

___  Active  ___  Never served 
___  Retired  ___  Reservist 
 

Have you applied for Veteran benefits? (Yes/No) ___________   

If Yes, when did you apply for benefits? _____________________________  

When did your benefits begin? ____________________________________ 



Do you have health insurance? (Yes/No) ___________ 

 If Yes, what insurance do you have? 

___ Private insurance (e.g. BCBS, United 
Healthcare, Cigna, Aetna) 
___ Dental care 
___ Vision care 

___ Medicaid 
___ Medicare 
___ Other  
Please specify: ______________ 

 

Is this appointment due to:  ___ car accident   ____ work-related injury 

 If yes, please indicate date/type of injury:_____________________________ 

How did you find out about Alliance? 

___ Internet  
___ Social Media 
___ Community Flyer 
___ Partner Agency: 

___StepUp Ministry 
___Family Table 
___ Other: __________________ 
 

What kind of transportation do you use 
to get to the clinic?  
___private car                 ___walk 
___taxi                              ___other 
___bus  

___ Friend/Family 
___ Place of worship: ________________ 
___ Hospital/Provider Referral: 

___WakeMed ___ UNC-REX 
___Duke Raleigh  ____ Health Dept. 
___ Other: ___________________ 

     

Emergency Contact Information 

Full Name: ________________________________________________________  

Relationship to patient: ______________________________________________ 

Primary #: _____________________ Work #: ____________________________ 

Address: __________________________________________________________   

City/State/Zip Code: _________________________________________________  

 

 



Hospital Use 

 

If you were to go to a hospital, which one would you use: 

___ WakeMed        ____UNC Rex       ____ Duke Raleigh       ____ UNC-CH 

Your last use of an Emergency Department or Inpatient was at which Hospital: 

___ WakeMed        ____UNC Rex       ____ Duke Raleigh       ____ UNC-CH 

 

Additional Household Members  

How many people in your household?  ___________________ 

1.  Full Name: _____________________________Age: ___ Date of Birth: _______ 

Is this person employed? (Yes/No) _____  Monthly Income: __________________ 

Relationship to Patient: _______________________________________________ 

 

2.  Full Name: _____________________________Age: ___ Date of Birth: _______ 

Is this person employed? (Yes/No) _____  Monthly Income: __________________ 

Relationship to Patient: _______________________________________________ 

 

3.  Full Name: _____________________________Age: ___ Date of Birth: _______ 

Is this person employed? (Yes/No) _____  Monthly Income: __________________ 

Relationship to Patient: _______________________________________________ 

 

4.  Full Name: _____________________________Age: ___ Date of Birth: _______ 

Is this person employed? (Yes/No) _____  Monthly Income: __________________ 

Relationship to Patient: _____________________________________________ 

 

Please list any others in available space below/back: 



 
 
 
At Alliance Medical Ministry (AMM), in order to meet the basic requirements necessary to maintain 
doctor-patient relationships, we must hold our patients accountable.  Please read the following policies 
carefully, and INITIAL ON EACH LINE to verify that you have read and understand your responsibilities as a 
patient.  
 
 
I, (print name) ______________________________________________, hereby consent to be examined 
by the medical staff at AMM and to be tested and treated as deemed necessary and appropriate by them. 
 
_____ I understand that it is my responsibility to arrive on time (standard procedure is to arrive 15 

minutes early) for my appointments.  I understand that my appointment may be rescheduled if I 
arrive more than 15 minutes after my scheduled appointment time and charged a $10 fee. 

 
_____ I agree to call at least 24 hours in advance if I need to cancel or reschedule an appointment. 

Missed appointments without a 24 hour will be charged a $10 fee. 
 
_____ I agree to contact my local pharmacy when I have 5 days of medication remaining. This allows 

your Provider to process your refill in a timely manner. 
 
_____ I understand that AMM does not write letters certifying or refuting disability AND AMM does not 

provide disability evaluations. 
 
_____ I understand that AMM cannot treat vehicle accident follow-ups or work injuries. 
 
 
_____ I understand that I can choose to have an in-person visit or a virtual telehealth visit. In case of public health 

emergencies such as those due to viral pandemics, Alliance Medical Ministry may require that I consult 

with my provider using telehealth. I will comply with their requirements in this regard. 

 

 
 
 
 
Patient Signature: __________________________________________   Date:____________ 
 
 
AMM Representative:  _____________________________________    Date: ____________ 
 
 
 

  

PATIENT RESPONSIBILITY & ACCOUNTABILITY AGREEMENT 

 



 
 
 
At Alliance Medical Ministry (AMM), our mission is to serve the working uninsured of Wake County in 
need of affordable, quality healthcare.  We are not a free clinic but we strive to keep our fees as low as 
possible. Please read the following policies carefully, and INITIAL ON EACH LINE to verify that you have 
read and understand your financial responsibilities as a patient. (NOTE: If patient is unemployed, then the 
working family member must be the guarantor). 
 
 
I, (print patient/guarantor name) ______________________________________________, hereby 
consent to be financially responsible and obligated to the following: 
 
 
_____ I agree to pay my co-payment, based on a sliding fee scale, at the time of each appointment. 
 
_____ I agree to update my Patient Information Form and to provide documentation and/or evidence of 

my household income every year as a requirement for my continued care at AMM.  Failure to do 
so will result in my no longer being eligible for a sliding scale fee with a reduced co-payment and I 
will be charged double my current co-payment or dismissed. 

 
_____  I agree that any outstanding balance MUST be paid before I can renew my annual enrollment with 

AMM. 
 
_____  I agree that if my financial obligations cannot be met, this may disqualify me for services at AMM.  
 
_____  I agree that if I arrive more than 15 minutes after my scheduled appointment time, I will pay a $5 

fee. 
 
Patient/Guarantor Signature: _________________________________   Date:____________ 
      
NOTARY:  (only required if patient/Guarantor is not present at time of enrollment) 
 
 Signature :________________________________________________  Date: ___________ 
 
 
SEAL:        Expiration Date:____________ 
 
AMM Representative: _______________________________________  Date: ___________ 
 

 

 

 

 

 

PATIENT FINANCIAL RESPONSIBILITY AGREEMENT 

 



 

 

I, (print name) ___________________________________, hereby authorize Alliance Medical Ministry to 

release my medical information, including test results, doctor recommendations, and treatment to the 

following person(s): 

 

1)_______________________________________(relationship to patient: _________________) 

2)_______________________________________(relationship to patient: _________________) 

3)_______________________________________(relationship to patient: _________________) 

 

I authorize the following person(s) to pick up my medications on my behalf: 

1)_______________________________________(relationship to patient: _________________) 

2)_______________________________________(relationship to patient: _________________) 

3)_______________________________________(relationship to patient: _________________) 

 

I understand this medical release is valid for one year from date of signature and may be revoked or 

cancelled by me at anytime. 

 

Patient Signature___________________________ Date of Signature______________ 

 

 

 

 

 

 

 

 

 

MEDICAL RELEASE FORM 

 



Limited Power of Attorney – English 

 
 

I, ____________________________________________, appoint the Patient Assistance Coordinator, agent of 
Alliance Medical Ministry, to be my attorney-in-fact, to sign applications and letters for me for the purposes of 
evaluating and obtaining prescription medications at low cost or no cost from pharmaceutical companies’ 
prescription assistance programs. 
 
 
Patient 

 
By:  _________________________________________ 
        Patient Signature 
       
       _________________________________________ 
        Patient Printed Name 
 
 

 
 
Date: _____________________ 

 

 

Alliance Medical Ministry 

 
By: _________________________________________ 
      Patient Assistance Program Coordinator 
 
 

 
 
 
 
Date: _____________________ 

 

 

Witness 

 
By: _________________________________________ 
      Witness Signature 

 
 
 
 
Date: _____________________ 
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 All patients of Alliance Medical Ministry are eligible to participate in our Healthy 

Steps Wellness Program.  These programs help improve, educate, and empower all patients 

to take the actions needed to achieve a healthy lifestyle. 

 Our community garden is the focal point of our Garden and Wellness Programs, 

and is located right outside of our clinic doors.  All produce is free of charge to patients and 

we encourage and welcome you into our garden at any time to harvest! 

Name: _______________________________________________  Date: _______________________ 

  

Phone number: _____________________________________  DOB: _______________________ 

  

E-mail address: ________________________________________________ 
Our wellness programs—Please mark the boxes to indicate programs of interest to you.  All 

programs take place at Alliance and are free to patients. 

  

  

  

Chair Yoga: Every Thursday @ 6:30-7:30 PM.  Great for strength, balance, and 

stretching.  Modifications available to suit each individuals’ needs. 

Garden Work Days: Held one Saturday a month (9:30 AM—12:30 PM) 

Healthy Steps Walks: A one-mile community walk series held every spring & fall. 

Cooking Matters: A 4-week cooking and nutrition course offered in the spring, 

summer, and fall; includes a meal and groceries to take home each class.   

Seed to Supper: A 5-week gardening course providing knowledge and support 

for growing your own vegetables; includes compost, seeds, and plants.  

Gardening beds are available for patients in the Alliance Community Garden. 

Zumba: Weekly dance and exercise class, every Thursday (5:30-6:15 PM) 

Questions? Contact Nora Miller, Garden and Wellness Coordinator 

(919) 277-0501 nmiller@alliancemedicalministry.org 
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Communication Needs  

1) Do you experience difficulty 
hearing – even with a 
hearing aid?  
 
-No- no difficulty     
-Yes – some difficulty    
-Yes- much difficulty   
-I cannot hear at all 

2) Do you experience 
difficulty seeing?     
 

       -No- no difficulty    
       -Yes – some difficulty    
       -Yes- much difficulty   
       -I cannot see at all 

3) Do you experience difficulty 
concentrating? 
 
-No- no difficulty    
-Yes – some difficulty    
-Yes- much difficulty  
-I cannot concentrate at all 

4) Do you experience difficulty communicating  
(i.e. understanding others or them understanding you)?  

                                                                      -No- no difficulty 
                                                                                   -Yes – some difficulty 
                                                                                   -Yes- much difficulty   
                                                                                  - I cannot communicate at all 

Behaviors Affecting Health 

1) Do you practice good 
nutrition (i.e. healthy eating 
habits such as consuming 
fruits and vegetables and 
limiting sugary and fatty 
foods)? 
 
-Yes – I maintain a very 
healthy and nutritious diet  
-Yes – for the most part, but 
I will indulge at times  
-No – I’ve tried, but it 
doesn’t work for me  
-No – I’ve never thought 
about it 
 

2) Do you practice good oral 
hygiene (i.e. brushing your 
teeth) 
 
-Yes – twice a day  
-Yes – but only about once 
a day or when I remember   
-No – not regularly 
-No – not at all 

3) Are you practicing safe sex? 
(i.e. condoms) 
 
-Yes – every time  
-Sometimes  
-No  
-Not applicable 

4) Are you exposed to second-hand smoke?  
-Yes  
-No  

If “Yes”: How often are you around second-hand smoke and where is it most frequently taking place?  
 

__________________________________________________ 
 

__________________________________________________ 
 
 
 
 
 

NAME: _______________________ 

 

DOB:_________________________ 



 

 
 
 

Social Determinants of Health  

1) Do you experience difficulty 
getting to and from places 
(aka. transportation)? 
 
-Yes – All the time 
-Yes – Sometimes  
-No – I walk to most places 
from where I live/work 
-No – I have a car or 
consistent way of getting 
around 

2) Do you experience times 
of food scarcity (aka. 
having little food in the 
house and the inability to 
buy more)? 
 
-Yes – regularly  
-Yes – every few months  
-No – not really. Maybe 
once or twice. 
-No – not at all 

3) Do you have housing?  
 
-Yes – I have my own house  
-Yes – but it is temporary  
-No – I stay with friends or 
other family members  
-No – not at all 

 

Advanced Care Planning  

1) Do you have an Advance Directive?  
 

                                                                        -Yes – if so, please provide us with a copy 
                                                                        -No  
                                                                        -No – But I would like to make one 
 
*an Advance Directive is a “written statement of a person’s wishes regarding medical treatment, often including a 
living will, made to ensure those wishes are carried out should the person be unable to communicate them to a 
doctor”. 

NAME: _______________________ 

 

DOB:_________________________ 


