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Welcome to My Community Health Center (MCHC)

Thank you for choosing us for your healthcare needs.

Attached you will find a letter with your appointment date and time and a medical history
form. Please complete the medical history form and bring it with you to your
appointment, along with:

All medications you are currently taking in their original bottles
Insurance Card and a Photo ID

NOTE: If your insurance plan has a co-pay for office visits, your co-pay will be collected
at the time of your visit.

Please arrive 15 minutes before your scheduled appointment time.

If you are unable to keep your scheduled appointment, please call our
office at 330-639-1071, to cancel or reschedule. You may also electronically
cancel your appointment via your appointment reminder text or email.

If you do not cancel your appointment and do not attend your scheduled visit, this
will be considered a “no-show” visit. After three no-show visits in a calendar year,
appointment scheduling will be limited to the same day or next day for one
calendar year. If you maintain your scheduled visits during that time, this
restriction will be lifted.

We ask you to arrive 15 minutes before your routine scheduled appointment time
to allow for check-in. If you arrive late for your scheduled appointment time, we
will make every effort to see you at that time, but you may be asked to
reschedule.

We will be answering calls Monday through Thursday from 8:30 AM until noon
and 1:00 — 4:30 PM. The answering service will be taking calls all other hours. If
you have difficulty with transportation or getting to appointments, please ask to
be connected with our population health team for assistance.

We are pleased to offer integrated behavioral health services. Behavioral health
services include individual counselors who provide independent counseling
services, and psychiatry providers (at the Canton office) for medication
management. If you choose to engage in counseling services, two missed



counseling sessions in one month or three missed counseling sessions over a
three-month period may result in discontinuation of counseling services.

¢ Please see the attached instructions for our pre-registration process through
Phreesia.

e Our Follow My Health Portal will allow you to receive visit summaries, lab results,
appointment information, and clinical team communication electronically. It just
takes an active email! Call us at: 330-363-6864 to get your access. Then use the
QR code below to connect you to our portal.
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Once again, thank you for choosing My Community Health Center for your health care needs.
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Save time! Pre-register for your scheduled appointment.

Below are the steps to pre-register using Phreesia for your upcoming appointment:

1. Up to 2 days prior you will receive a text and email (if you provided a cell phone
or email address) with a link to pre-register.
a. The message will say the following:
i. [Your Name], Time to check in! [appt. information]
Save Time! Pre-register Now!
Link to register

2. Answer the questions on each screen. These questions include:
a. Demographic information
b. Insurance information
i. Scan or take a picture of Insurance Card and ID to upload
Social Determinates of Health Needs
Patient Disclosures, Agreements & Consents

o o

Once you have initially registered, future registrations will just confirm the data you
previously entered.



.'g MY COMMUNITY Pharmacy Hours

HEALTH Monday-Friday
PHARMACY 8:30 a.m. to 5:00 p.m.

Our pharmacy’s friendly and knowledgeable staff will quickly
fill your prescriptions and answer any questions you may
have. They take pride in serving our community and will work 12:30-1:00 p.m.

with you to help you be an advocate for your own health.

Closed for Lunch

Our pharmacy participates in the cost savings program called
340B for underprivileged and uninsured patients that will
certianly help get discounts for prescriptions. Please speak
with a MCHC staff member to see if you are eligible!

All insurances Accepted!
Discounts available to self-pay patients!

Free delivery to our Patients

- The delivery service is available weekdays, between 11 a.m. and 4 p.m.

« Our driver you before the delivery and give you a 30-minute window.
« You must be present at home to receive and sign for your prescriptions.

Call 330-363-3500
for more information Q
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Patient’'s Name:
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Patient’s Date of Birth:

Medical Intake Form

EDUCATION

Last grade completed: Reading ability: [1Good [1Fair [1Poor

Preferred Language: [1English [1Spanish [1Other:

Do you want to learn more about your conditions? [1Yes [INo

How would you like us to teach you? (Check all that apply)
[IVerbal/Oral LWritten/Handouts/Pamphlets LIShow me/ Demonstration/Videos [1Teach my family/caregiver
[1Other:

OTHER PROVIDERS/SPECIALIST

Dentist: Eye Doctor: Primary Care Provider:

Specialist's Name: , (Specialty)

Examples of
Specialist's Name: , (Specialty) Specialty would be

cardiologist,

Specialist's Name: , (Specialty)

endocrinologist,

Specialist's Name: , (Specialty) | heurologist, etc.

MEDICAL HISTORY: List major diseases, illnesses, and problems that you have now or in the past (with date if known)

6.
7.
8.
9.
10.
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SURGERIES/HOSPITALIZATIONS: List date, type of surgery, surgeon, diagnosis, and hospital

1. Date: , Type: , Surgeon: Dx: Hosp.:
2. Date: , Type: , Surgeon: Dx: Hosp.:
3. Date: , Type: , Surgeon: Dx: Hosp.:
4. Date: , Type: , Surgeon: Dx: Hosp.:

5. Date: , Type: , Surgeon: Dx: Hosp.:
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Patient’s Date of Birth:
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MEDICATIONS: List all prescriptions & over the counter medicines you take and if known, their dosage and frequency
(include, vitamins, herbs, laxatives & natural supplements)

9.

10.
11.
12.
13.
14.
15.
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DRUG ALLERGIES: List medication allergies, type of reaction & date if known.

1.Date: Medication: Reaction:
2.Date: Medication: Reaction:
3.Date: Medication: Reaction:
4 Date: Medication: Reaction:
5.Date: Medication: Reaction:

HEALTH RISK APPRAISAL: Mark and answer if applicable

CCurrent Smoker: ___ cigs/day____yrs. Adult Seatbelt Use: CJAlways [(JUsually CINever
[IEx-Smoker: ____ cigs/day____yrs. Children’s Seatbelt Use: CJAlways (Usually CINever
Quit Date: Guns in the home? (IYes CINo

[1Smokeless Tobacco Use OExercise____ days/wk.

LlExposure to Smokers _____ hrs./day Type of Exercise:

[LIDrug Use: [JPast LICurrently OWork___ hrs./day

What Type of Drugs: Occupation:

[JAlcohol Use _ drinks/wks. OSleep hrs./day

[ICoffee/Tea _____ cups/day

SCREENING/PREVENTATIVE: Note approximate date of last vaccine or test if known

[1Tetanus LIA1C [1Colonoscopy
[1Hepatitis vaccine LIHIV screening [1Sigmoidoscopy
[JPneumonia vaccine [ICholesterol [1Cologuard/Fit DNA
[IFlu Vaccine LIPSA [IEye Exam

LIPap/HPV LIMammogram




Patient's Name:

Patient’s Date of Birth:
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PERSONAL CONCERNS: Mark if any of the following are concerns for you

[IHealth
LIFamily
LIFinances
LIChildren
[LIWork/Job

LJRetirement

[JLiving Situation [1Sex Life
JFood
[JSchool issues O Other:

[1Spiritual Life
LISignificant Other

Have you ever been emotional or physically abused by your partner or someone important to you? [1Yes [LINo

Do you have a Durable Power of Attorney and/or Medical Living Will? [1Yes [INo

Do you want information regarding life support options? [1Yes [INo

Are you an organ donor? [Yes [LINo

FAMILY HISTORY: If any blood relatives have/has any of the following, please mark and indicate which relative

[IDiabetes:

JGlaucoma:

OHeart Issues:

[IStroke:

[IHigh Blood Pressure:

[IHigh Cholesterol:

O Tuberculosis:

[ICancer:

[IThyroid Issues:

[IKidney Disease:

ClLiver Disease:

[1Seizure/ Epilepsy:

CJAsthma:

[1Drug/Drinking Addiction:

LIEmphysema:

[IMental/Emotional llinesses:

PERSONAL MEDICAL HISTORY: Mark current problems. If not a problem now, put your age when it was.

If choice is offered, circle the one that is a problem for you. If you have any questions, please ask your doctor.

GENERAL

OWeight change-recent
LJAppetite change-recent
OFever/chills/night sweats
OChronic fatigue/ tiredness

OSleeping difficulty/Insomnia

INFECTIOUS DISEASE
OChicken Pox OPolio
[OMeasles COMumps
ORheumatic Fever
OHIV/AIDS OHepatitis C
OOHad a blood transfusion

[OExposed to body fluids or
blood at work

NERVOUS SYSTEM
OSeizures/epilepsy

OStroke

OTremors/hand shaking
COMuscle weakness/paralysis
CONumbness/Tingling

[OHeadaches- Frequent &
Severe
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CONT. PERSONAL MEDICAL HISTORY: Mark current problems. If not a problem now, put your age when it was.

If choice is offered, circle the one that is a problem for you. If you have any questions, please ask your doctor.

GRANDULAR
CDiabetes

OThyroid Disease
OHeat/ cold intolerance

OSwollen glands

EENT (EYES, EARS, NOSE,
THROAT)

OFailing vision
ODouble/blurry vision
CEye pain
OTearing/dryness

OEye infections-frequent
OCataracts

OGlaucoma
ODecreased hearing
ORinging/ pain in the ear
CEar infections- frequent
[CINose bleeds-frequent
OSinus troubles

CINasal polyp
OGum/tooth disease
OSore throat/infection- frequent
COHay fever/allergies
[OHoarseness-prolonged
CHearing aid

OGlasses

CDentures (upper/lower)

BLOOD/CANCERS

[IBleeding problems

SKIN

[OHair/nail changes

OAnemia [JRashes
[1Bruise easily [IPsoriasis
CCancer COEczema
CINon-cancerous tumor(s) CIHives
DIGESTION RESPIRATORY

OIndigestion/heartburn
[ONausea-persistent
OVomiting-persistent
OUlcer

COHemorrhoids
CBloody/black stools
COChange in bowel habits
OPencil thin stool

OBelly pain-chronic
CIDiarrhea or constipation
OJaundice/hepatitis
ClDiverticulosis
OCrohn’s/ulcerative colitis
CHernia (inguinal/hiatal)

OPain/ difficulty swallowing

OPneumonia
LIPleurisy
OBronchitis
CChronic cough
OAsthma/wheezing
COCough up blood
OEmphysema
OTuberculosis
OShortness of breath
OWith activity

OLying flat

MUSCLES/BONES
OArthritis

CChronic back pain
[OBone fracture/joint injury
OGout

COFoot pain

OMotion limitations
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CONT. PERSONAL MEDICAL HISTORY: Mark current problems. If not a problem now, put your age when it was.

If choice is offered, circle the one that is a problem for you. If you have any questions, please ask your doctor.

GENITOURINARY
OUTIs-frequently

OBlood in urine

[Kidney stones
OGonorrhea/chlamydia/herpes
OPain/burning urination
OUrinate at nigh > 2 times
ODecreased urine flow/stream

ODribbling urine/lose control

MALES ONLY

Have you had testicle exams?
OYes CONo

OLump/swelling on testicle(s)
CDischarge from penis
OChange in sex drive

ODifficulty getting erection

CARDIOVASCULAR
CChest pain/tightness
OHeart attack

OHigh blood pressure
OBlood clots in legs/lungs
OHeart murmur

Olrregular/fast heartbeat

OSwelling in the legs

PSYCHOLOGICAL
CINervousness/panic attacks
ODepression

CExcessive moodiness
OPhobias

CIBipolar

OAnxiety

OOther mental illness

FEMALES ONLY
Menstrual Flow

Age at onset

Days of flow

Days between periods

Date of last period

CPain/cramps

COHeavy flow
OModerate flow

ClLigh flow

OVaginal discharge
OPain with ovulation/sex
COIBreast lumps

CIBreast discharge
[OIBreast pain

Menopause at age:

Do you get breast exams?

OYes CONo

Is there anything else we should know about you that will affect how we care for you?

If previously pregnant or currently pregnant, please complete the next page (page 6)
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Patient’s Date of Birth:

PRENATAL HISTORY: Continue on back if >7 pregnancies
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Gestational Labor Sex of | Vaginal or Which
Child’'s Name Date of Birth Birthweight Complications
Age Duration Child C-Section hospital?
Birth Control Method/year: If pill, name:

CURRENT PREGNACY: Complete if currently pregnant

Recent Hospitalizations: [1Yes [INo

Family History & Genetic Screening:

Ethnicity:

Have you ever had:

History of Anesthesia Complications: [1Yes [INo

Baby’s Father’s Ethnicity:

Genetic Counseling: [1Yes [LINo Chromosomal Analysis: [1Yes [INo

Indicate which applies to you, the baby's father, or anyone in either family from the following:

COBaby’s father is 45 years old or older

CCystic Fibrosis
CODown Syndrome

OOMental Retardation

OCongenital Heart Defects

OThalassemia

OCanavan Disease

[ IHemophilia

CIFragile X
[1Spina Bifida/ Neural Tube

[ITray-Sachs Disease

CIFamilial Dysautonomia

[JSickel Cell Disease

Mark any infection history that applies to you:

OGonorrhea
COChlamydia

[IHerpes or exposure

OPrior GBS infected child

OTrichomonas

OSyphilis

OHIV/AIDS

CIMuscular Dystrophy

[IRecurrent Pregnancy Losses (>3)
[1Strong Family History of Diabetes
LIOther Inherited Disease:

[IRecent travel to Zika infected areas outside the country

UTuberculosis History
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