SFPA Patient ID #__________


SANTA FE PROJECT ACCESS


MEMBER ENROLLMENT FORM

Patient Name __________________________
Address__________________________________________________







Street or P.O. Box
          City

          State
Zip
US Citizen __________

Legal US Resident __________

Other  ____________

Phone _____________  Work Phone _______________  Date of Birth __________   Gender _____ SS#____________
Date of Screening _________ Referred by___________________________Office Phone ________________________

Referral to ____________________________ Specialty Area  _____________________________________________

SCI Application Given to Patient _____Yes  ____ No   SCI Application Completed and Sent to HSD?   Date_____
Is patient receiving services through County Indigent Fund?  _____Yes  _____ No

Ethnicity 
         Black ___   Caucasian ___
   Hispanic ___
 Asian
___   Native American ___  Other ___

Education Level
Less than High School ___   High School Grad/GED___   Some College ___    College Grad ____

Marital Status
Married ____
Separated ____
   Divorced ____   Single ___
Widowed ____

Housing 
Own your home ____       Rent ____        Homeless ____      Other____

Does patient have any other insurance or Medicaid or Medicare ___ No  ____Yes  (list what type) ___________________
Does patient receive any disability benefits?
No ____    Yes ____    If yes, which? ____________________________
Previous ER Usage:  How many times has patient used ER in last 5 years ____ 1 year _____ 6 months_____

Please list ALL sources of income including full and part time jobs.

Total family members in household: _______ Total monthly gross income: $_______________


Source of Income:_________________________________

Income verification required by copy of pay stubs for last 4 weeks or most recent income tax return.  

Attach income verification to application.  (If patient has zero income, have them complete attached income certification form)
I certify that the above information is a full and complete disclosure of my income and address for the identified period.  I certify that I am a resident of Santa Fe County and that the address listed above is current.  I certify that the above information is true to the best of my knowledge and there is no intent to commit fraud.  I understand that appropriate action will be taken if the above information is misrepresented, including, but not limited to disenrollment and responsibility for any medical care received under the program.  
__________________________________________________
______________

Applicant Signature



             


Date

__________________________________________________________________________________________________________________
SFPA Official Use Only

_______________________________________________
_________


Reviewing Staff Signature





Date


Please Fax to Santa Fe Project Access fax 505. 474.4663
or mail to P.O. Box 32145 Santa Fe, NM 87594
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Post Office Box 32145

 Santa Fe, NM 87595

Note: Please have patient sign this form and give them one copy to keep.

Patient Rights and Responsibilities

All the providers for Santa Fe Project Access are donating their services to help you get well and stay well.  Santa Fe Project Access is not a government program, an insurance program, or an entitlement program.  Donated care may end at any time, for any reason.  The plan does not cover expenses associated with emergency care, ambulance services, or prescription drugs.  By signing this form, you authorize SFPA to verify any information reported during the application process.  Should you access services which are not currently being donated to SFPA, you may receive bills for which you are responsible.  

You agree that you (as an SFPA enrollee): 

1. Will not schedule appointments with any doctor, clinic or hospital unless you have been referred and approved by SFPA and that provider has been contacted regarding your visit by SFPA.  You will call SFPA or your physician if you need to be seen anywhere else for care.  You will present your SFPA patient enrollment card each time you see a doctor and follow the treatment plan prescribed for your care.

2. Will promptly supply any information which may be requested by SFPA.

3. Will allow all information regarding your participation in this program to be shared with other individuals, organizations and agencies at the discretion of SFPA in accordance with state and federal laws.

4. Will contact SFPA as soon as you know that your income changes or if you become covered by any government or private health insurance benefit.

5. Will apply for Medicaid or SCI or any other affordable insurance that is available and recommended to you by SFPA.

6. Will contact SFPA immediately if you have a change of address or phone number.

7. Will keep each appointment (if you miss or cancel two or more appointments during your enrollment, SFPA may disenroll you from the program).

SFPA does not discriminate based on race, religion, color, sex, disability, age, national origin or ancestry, or in any other manner as described in state and federal guidelines. SFPA does not provide medical care or services and does not make any medical decisions regarding medical treatment plans. All voluntary providers are independent contractors and not considered to be agents or employees of SFPA.  They may withdraw from program participation at any time. SFPA is not responsible for bodily injury or negative outcomes potentially experienced within the provision of services by voluntary care providers.  SFPA cannot guarantee the skill, training or care of voluntary providers. SFPA is hereby authorized to share any information on your application or care received with any provider participating in the SFPA program.

Patient Signature: _____________________________________________
Date: ____________________
Certification of No Income

Date_______________

I hereby certify that I currently have no income and am not working.  My last employment was as follows:

Employer:__________________________

Location: ___________________________

Monthly Income:_____________________

Reason for Not Currently Working:__________________________________________________

_______________________________                          _________________________________

Patient name
Signature

