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New Patient Application Forms 
 

(You may print these forms, fill them out and bring to CareLink the day of your 

appointment. 

Patient Eligibility 

CareLink is currently registering Paulding County residents and those living in adjacent 

counties age 18 – 65, who have no medical insurance or no Part B Medicare insurance. 

Have you applied, or do you currently have Medicare or Medicaid Insurance?                    

(   ) Yes (   ) No 

Patient Information 

Name: ______________________________________________________ 

SS#: __________________________     Birthdate: ______/_______/______ 

Race: _________________________       Sex: (   ) Male   (   ) Female  

Home Address: _________________________________________________ 

City, State: __________________ Zip: _______ Home Phone: _____________  

Work Phone: ____________________        Cell Phone: ___________________ 

E-mail: _______________________________________________________ 

Would you like for CareLink to send appointment reminders or requests for follow-up 

calls via Text (    ) Yes (    ) No or via E-mail (    ) Yes (    ) No? 

Your Employer: ____________________________ Phone: _______________  

Full Time or Part Time (circle one)          Gross Annual or Hourly Pay: ____________ 
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Spouse’s Name: _________________________________________________ 

Spouse’s Employer: __________________________ Phone: _______________  

Full Time or Part Time (circle one)          Gross Annual or Hourly Pay: ____________ 

Patient Emergency Contact 

Name: _______________________________________________________ 

Contact Phone: ________________ Relation to Patient: ___________________ 

Patient Medical Status 

Please list any medical conditions/diseases you have. 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

 

Please list all medications, herbals, and/or vitamins you are currently taking. 

Name Dose/Strength How often do 
you take it? 
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Medication Allergies Vaccinations 
Medication Reaction Name Date Name Date 

  Pneumococcal  Varicella  
  Influenza  Tetanus  
  Shingles  COVID-19  
      
 

Family History 

Please list all family members including mother, father, sisters and brothers. 

Check if Adopted 

Family 
Member 

Name Medical Problems/ 
Diagnosis 

Age Deceased 

     
     
     
     
     
     
     
     
     

 

Surgical History 

Please list all surgeries or procedures you have had. 

Date Type of Procedure/  
Hospitalization 

Reason for Procedure/ 
Hospitalization 

Hospital Name of 
Surgeon 
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List any other Doctors or Specialists you are currently seeing. 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

Social History 

Marital Status: 

Current Status: (    ) Divorced   (    ) Married   (    ) Single   (    ) Widowed 

Do you live alone? (    ) Yes (    ) No              

Previously Widowed: (    ) Yes (    ) No       Previously Divorced: (    ) Yes (    ) No 

Children: (    ) Yes (    ) No    Number of Sons: ______ Number of Daughters: ______ 

Tobacco:  

Are you a smoker? (    ) Yes (    ) No (    ) Former      Years smoked: ______ 

Years quit: _____       Ever tried to quit? (    ) Yes (    ) No    

Passive smoke exposure: (    ) Yes (    ) No      Type: _________________________ 

Caffeine: 

Do you drink caffeine? (    ) Yes (    ) No 

Type: (    ) Coffee (    ) Tea (    ) Soda   (    ) Chocolate   (    )Tablets (  )High Caffeine 

Drinks 

Alcohol: 

Do you drink alcohol? (    ) Yes (    ) No         Years quit: _____ 
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Type: (    ) Beer (    ) Wine (    ) Hard Liquor  

Frequency: ___________ Amount: ____________ Last Drink: ____________ 

Safety: 

Are there working smoke detectors in the home? (    ) Yes (    ) No 

Are there Carbon Monoxide detectors in the home? (    ) Yes (    ) No      

Is there Radon in the home? (    ) Yes (    ) No 

Do you have firearms in the home? (    ) Yes (    ) No 

Do you wear a seatbelt? (    ) Yes (    ) No 

Recent Travel: 

Any recent travel outside the state? (    ) Yes (    ) No    Where? _________________ 

Any recent travel outside the U.S.? (    ) Yes (    ) No     Where? _________________ 

Lifestyle: 

Activity Level: (    ) Sedentary (    ) Moderate (    ) Vigorous 

Health club member: (    ) Now (    ) Previously (    ) Never 

Type of exercise: ________________________________________________ 

Exercise Frequency: __________________ Duration: ____________________ 

Hobbies/Activities: ______________________________________________ 

Specific type of diet: (    ) Low fat (    ) Low carb (    ) Diabetic (    ) Weight Watchers 

Animals in the home: (    ) Yes (    ) No        Type: __________________________ 

Are you the one who cleans up after the animal(s)? (    ) Yes (    ) No 

Advanced Directives: 

Mark the directives that you currently have in place: 

(    ) None (    ) DNR (    ) Living Will (    ) Durable Power of Attorney (    ) HC Proxy 

Do you agree to a transfusion? (    ) Yes (    ) No 
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CONSENT TO ROUTINE PROCEDURES AND TREATMENTS 

 AND FINANCIAL RESPONSIBILITY FORM 

 
CONSENT TO ROUTINE PROCEDURES AND TREATMENTS 

I consent to routine medical procedures and treatments at CareLink of Northwest 

Georgia Inc., an outpatient 501c3, 100% volunteer run, primary care clinic. Routine 

procedures and treatments can include testing (for example blood sugar and urine 

tests), and evaluation (for example interviews and physical exams). However, this 

consent to routine procedures and treatments does not include consent for any other 

invasive procedures.  

I understand that I may receive treatment and healthcare services given by CareLink 

volunteers (such as nurses and technicians) and by physicians and other independent 

medical professionals who are NOT CareLink employees. I understand that the 

healthcare services provided by these independent medical professionals, using 

independent medical judgment, at CareLink, in no way creates any type of employment 

partnership, or other relationship other than as an independent volunteer. These 

volunteers are responsible for their own actions and CareLink shall not be liable for the 

act or omissions of any such volunteer.  

While I am a patient at CareLink, I understand that I may be observed by or receive 

healthcare services from students enrolled in training programs. Students are 

supervised by licensed instructors, Wellstar employees, or other independent medical 

professionals depending upon the training program the students are enrolled in.  I 

understand that I have the right to request someone other than a student provide my 

care.  

I understand that I retain no property rights to any tissue samples or bodily fluids 

removed from my body (specimens) as a part of procedures or treatments given to me. I 

further understand that CareLink has no obligation to preserve these specimens; that it 

will retain or dispose of specimens according to practices.  

I understand that I have the right to ask questions about a proposed procedure or 

treatment (including the identity of any person providing or observing treatment and 
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his or her affiliation with CareLink at any time). I understand the practice of medicine is 

not an exact science and diagnosis and outcomes of treatment depend upon my medical 

condition and may involve risks or even death. I understand that no guarantees can be 

made as to the outcome of my care. 

ASSIGNMENT OF BENEFITS/FINANCIAL RESPONSIBILITY 

CareLink expects a CASH payment for primary care services at the time of service. I 

understand that I am financially responsible for all other healthcare services. For 

example, the payment of non-covered services (i.e. lab and imaging orders), deductibles, 

and co-payments are the patient’s responsibility. For healthcare services provided by 

independent medical professionals (for example Medical Specialty Groups and 

Procedures), I understand that I will receive separate bills and that I am responsible for 

paying them. I understand that I am financially responsible for collection costs if my 

account becomes delinquent and that all delinquent accounts will bear interest at the 

legal rate, unless prohibited by law. I understand that CareLink of Northwest Georgia, 

Inc. is not responsible for any expenses that may be incurred based on our providers 

recommendation/orders.  

 

Patient Name (Print) 

 

______________________________________ 

 

Signature: 

 

______________________________________Date:__________________ 

 

 

CareLink of Northwest Georgia (Print): 

 

______________________________________ 

 

Signature: 

 

______________________________________Date:__________________ 
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AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION 

Information about the Patient: 

 Patient Name: _______________________________________ DOB:____________ 
   Last               First                Middle 
 
 Address: ___________________________________________________________ 
 
The patient identified above herby authorizes CareLink of Northwest GA, Inc. (“practice”) to release and 
disclose Patient’s Protected Health Information, as defined by HIPAA (“PHI”) to the following person or 
organization (“recipient”): 
 
 Name of Recipient of PHI: _______________________________________________ 
 
 Address: _______________________________________ Phone: ______________ 

This Authorization applies to the following PHI: 

 All Records pertaining to _____________________________________________ 

 Other __________________________________________________________ 

 This Authorization applies only to the following dates of service: __________________ 

This authorization applies only to the dates of service during the period of time from    

______________ to _______________. 

The disclosure of PHI will not include the following information unless the appropriate box is checked.  

 Any records for treatment for drugs or alcohol dependency or abuse. 

Any record of mental health treatment, psychological services, or social services including 

communication to a social worker or psychologist. 

Any record of testing or research pertaining to HIV, AIDS or other communicable disease(s). 

Please provide PHI to recipient in the following manner. (hard copy by mail is default) 

Mailed copy    Faxed copy  Electronic copy        
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Other ____________________ Electronic Format Requested ________________ 

Information about the person or organization authorizing the disclosure of PHI (if other than patient). 

Name: ______________________ Relationship to patient ____________________ 

 Documentation of relationship to patient attached. 

 Address: _______________________________ Phone: _______________ 

I understand that (i) authorizing the disclosure of PHI to the Recipient is voluntary; (ii) this authorization 
covers multiple requests for the disclosures of PHI and authorizes the Practice to make such disclosures; 
(iii) I may refuse to provide authorization for disclosure of PHI to the Recipient, and Practice may 
condition treatment, payment for services, or eligibility for benefits on whether I sign this authorization; 
(iv) any disclosure of PHI carries with it the potential for an unauthorized re-disclosure by the Recipient 
and the information may not be protected by federal or state privacy rules; and, (v) the Practice must 
provide a copy of this signed authorization to me. 
 
The Authorization may be revoked at any time in writing by providing a signed revocation to Practice at 
625 West Memorial Dr. Dallas, GA 30132. The Revocation is effective upon receipt but will have no 
impact on uses and disclosures of PHI made while the authorization was valid. This authorization shall 
expire one (1) year from the date of the Patient’s last visit to Practice. For additional information on uses 
and disclosures of PHI by Practice please refer to our Notice of Privacy Practices. 
 
I acknowledge and agree that if I refuse to provide this authorization or revoke this authorization prior to 
practice’s disclosure of the PHI, Practice is not responsible for any consequences of failure to disclose any 
information to the recipient and is not responsible to notify me or any third party of any such 
consequences. I agree that I will not hold Practice and/or its agents responsible for any liability, loss, 
damage, or expense caused or incurred as a result of my refusal to provide this authorization, revoking 
this authorization, and/or in connection with any disclosure of PHI pursuant to this authorization. 
 
Patient’s Signature: _____________________________________ Date: _________________ 
 
Patient’s Authorized Representative’s Signature: ________________________ Date: __________ 
 
 

For office use only 
 

If Patient is unable to sign, secure signature of the Next of Kin or Legal Agent/Guardian and indicate 
reason why patient is unable to sign. 
 

Minor Incompetent Disoriented   Mentally Unstable 
 
Processor’s Initial’s ________  Date Sent Out ________________ 
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 

The undersigned Patient or legally authorized representative (“Agent”) of the patient 

acknowledges that he or she personally was offered and/or received a copy of CareLink 

of Northwest Georgia, Inc. ‘Notice of Privacy Practices’ on the date indicated below.  

 

Patient Name (Print): _____________________________________________ 

 

Signature: ____________________________________ Date: ____________ 

 

Information about Representative (attach appropriate documentation) 

 

Representative: ________________________ Title: ____________________ 

 

FOR OFFICE USE ONLY 

 

 

 

Patient/Representative Unable to Sign – Notice of Privacy Practices Provided 

 

 

Patient/Representative Refused to Sign – Notice of Privacy Practices Provided 

 

 

Other:  ____________________________________________________ 

 

 

CareLink Representative Signature:  ___________________________________ 

 

Print Name: ____________________________________ Date: ___________ 

 

 

625 W. Memorial Dr.         678-903-5103 
P.O. Box 182                         770-485-7553 (fax) 
Dallas, GA 30132-9998 
www.carelinkga.org          info@carelinkga.org 
  


