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WNeighbors MISSION STATEMENT

Portsmouth Community Health Center, Inc.
(Park Place Medical Center)

Is a not for profit, community based primary medical care
organization dedicated to providing quality health care while maintaining
patient safety fo the residents of Portsmouth, Norfolk and surrounding
areas without regard to their ability to pay.

*Our goal is to keep families healthy through expert care and healthy lifestyle education®

Park Place Medical Center opened the doors Jor patient care in January 2002, Park Place Medical
Center is a non-profit community health center which offers primary care to uninsured as well as the
insured. Park Place Medical Center is operated by the Portsmouth Community Health Center, a non-
profit organization dedicated to providing good quality health care to the community.

SERVICES WE OFFER:

-Adult Health Care

-Pediarric Health Care (Immunizations and Vaccinations)
-Diagnosis and Treatment of minor and chronic illnesses
-Laboratory Services

-Health Education

-Flu and pneumonia vaccines

-Medication Assistance

-Referval program to specialty care providers

-Health Disparities Collaborative with a focus on diabetes
-Patient Care and Case Management for the Homeless Program

ALL QUR PHYSICIANS ARE BOARD CERTIFIED:

-Dr. Subir Vij, (Medical Director) Internal Medicine and Geriatrics
-Dr. Saundra Winstead, Family Physician

-Dr. Anoj Goel, Internal Medicine, Endocrinologist

-R.C. Kapoor, Internal Medicine

QUR CURRENT STAFF HOURS OF CARE:
-8 full time employees Monday, Wednesday, Friday 8am to Spm
-{ part time employee Extended Hours; Tuesday and Thursday 8am to 8pm

First and Third Saturday 8am to 12 noon



Park Place Medical Center
Health Care for the Homeless
NEW PATIENT ENROLLMENT PROCESS
The person is deemed homeless by a referring agency
The referring agency’s case worker completes the PPMC referral form and faxes it to

(757) 622-6381.
(PPMC fax number)

The referring agency calls PPMC at (757) 533-9108 to schedule an appointment for
the new patient.

The referring agency should help the new patient complete the PPMC’s
patient registration packet.

The patient should come to PPMC with the following documents ready to give to the front
desk patient registration person:

* The intake form that was completed by the agency.

= The completed PPMC patient registration application packet.

* A picture ID (Federal Requirement for Community Health Centers)

Once a patient has been registered at Park Place, they will be given a special Park Place HCH

Health Plan card. Patient should bring this card back with them for future visits and this will
cut down on their registration time.

PARK PLACE MEDICAL CENTER 5.1
HCH - HEALTH PLAN ‘
LD.CARD

Insurer:

Insurance:

Call for Appointment; 533-9108
Portsmouth Community Health Center, Inc.
WARNING: This is not an insurance card!
Present this card during every visit

PLEASE NOTE: The person must be deemed homeless through an agency in order not to be
classified as a sliding fee patient.

Any questions about the above instructions please contact
Yvonne Price, LPN Case Manager/Qutreach Worker by phone at (757) 232-1196 or
email yprice@portshealth.org

See Attachments
Instructions prepared: October 8§, 2007




Park Place Medical Center
3415 Granby Street
Norfolk, Virginia 23504
Telephone # (757) 533-9108
Fax (757)622-6381

HCH REFERRAL

CLIENT NAME

REFERRED BY

CONTACT PERSON

AGENCY PHONE #

DATE REFERRED

SOCIAL SECURITY NUMBER

DATE OF BIRTH

APPOINTMENT DATE AND TIME

Notes/Additional Information -

Patient Resides? Please Check one below...
___ Shelter Street Transitional Other:




PORTSMOUTH COMMUNITY HEALTH CENTER, INC.

Date _ (PARK PLACE MEDICAL CENTER) HCH # 5
' ' ' New

HEALTH CARE FOR THE HOMELESS
BASELINE INFORMATION

'So that we can help you get care, please answer these guestions Hampion Roads

Last Name First Name , Mi Je. Sr, Ul
' {Gircle)

Alias (AKA) Date of birth . Social Security # - _ - -

Sex (Check one) L] mate [ Femate

Race (Chiock one) (1 wmite L1 piack [ Hispanic [lasian (1 American indian (3 pacifc isander Other

Education (Gheck © 01 the ONE that best describes the highest level cqﬁapfeted) )
| None . I Grade séhool D Some high school O High school grad / GED
D _ Vocational fTech School L] Some college D College gréd,

Father's full name (First Name, Mi, Last Name)

Mother's maiden name (First Name, MI, Last Name)

Where were you born? City State -(If U.S.)

Country (If outside U.S)

What is your marital status? (Check one} O Single El Married DSeparatédlDivorcedl\Nidowed U 'Unknown

How marny children do you have? How many under 18 years old? How many stay with you?

DO you have any relatives or friends in, Hampton Roads O ves Q w Unknown

Areyou currently living . . . (Check one) By yourself L1 with a partner L1 with family  #of family members

Where did you spend last night? (Check one) Q sheter L1 street [ Hospital [ Jaivprison. U] Friend
: [ Retatives 3. betox 1 Other 0 Unknown

Current address : L1 None
] Address Lty State Zip .
Phone number ' _
Mailing address . ' QO None
Address City - Staze z L Same as above
How long have you been in Hampton Roads [ Less than 1 month 10 15 months [ 6-12 months

15 years O More than 5 years a Unl_(nown




Do you have a regular place to stay? (Not a mission or a sheiter) {Check one)
Cl Yes l
U No When was the last time you had a regular place to stay?
[ Less than 1 week [ 14 weeks U s months U 8-12 months s years

What is your main reason for not having a regular place to stay? (Check up to three)

O Trensient or traveling out of town l My lifestyle il Physical abuse [ Family confiict
0T Released from psychiatric hospital O Released from jail or prison D Financial problems E] Ofther
[ eviction or foreciosure O Drug / alcohol abuse O Unemployed

Have you ever been employed? (Check ong)

U v whatis your usual occupation? U o
Are you currently employed? (Check one)

Cf Yes What kind of work are you doing? _ . L1 wo
What is your monthly incomea? [ none

Are you a veteran of the military? (Chack one) O ves [ wo

Have you ever applied for public housing? {Check ong)

U ves Where? Date U w
Where do you usually receive your health care? (Check one)
D Emergency room D Clinic or hosgital El Private doctor D Prison D Haven't teceived care in years
Who can we contact in case of emergency?
First Name Last Name
Address ' Phone Number
This person listed aboveis....... "7 {Check one) [ Mother [J Father O sisterld  Brother M| Spouse

D Oiher relative ¥ U friend E] Other

Are you receiving anyone of the following benefits? (Check one response for gach)

Yes Pending

Medical Assistance Number INENERER RN

Number R ERENNEERN

Medicare

State Public Assistance

551 /88Di

Food Stamps

Social Security

Veterans Retirement/Disability
Workers Compensation
Unemployment

Other

COoOCcoOoOooCo
ol onl sl sl sl sl ou ) a5
CoUO0O0CO0000 0

Thank you for taking the timei to provide HCH with this information
It allows usito serve you better

Interviewed by

512



PERSONAL DATA

AGENCY USEONLY

INTAKE APPLICATION

HCH
Norfolk (757) 533-9108 « Portsmouth (757) 393-6363

1. Name _ Sex Racial/Fthnic Background,
2. Address Telephone
3. Date of Birth Age SS# Veteran___Yes _ No
4. Marital Status (S)_ M)__ (SEP)_. (W)_ (D) _
5. U.S. Citizen Yes No Other: Explain
6. List number of family members living with you Responsible Party.
7. Do you receive (Check and fill in amount): TANF____ Food Stamps GR

SSI SSA___ VAPension Other Pension WwIC

Medicaid Medicare Other Health Insurance

Reason for homelessness?
9. Currently Employed Income__ (weekly) (monthly)
10. What is your usual occupation?
11. List all drug allergies
12. Indicate medications you currently take
13. Do you consume alcohol [ ] drugs [ ] When did you last use?
14. Are you receiving services from another doctor [ ] hospital [ JHealth Dept. [ ]? __Yes __No
15. Describe any medical problems(s} you need assistance with,
16. Are you receiving services from: Churches [ ] Commiunity Services Board [ ] PCHC, Inc. | ]

Social Services [ ] Other [} ?

Have you had the following:

TB Skin Test {1 (1 1] If yes, date of last TB Skin Test
HIV Test E1 [1 [1] If yes, date of last HIV Test
Physical [1 11 [1 If yes, date of last Physical
Immunizations [T 11 [1 If yes, date of last Immunization

Yes No Decline

If you do not wish to have test completed check
decline, otherwise check no

T authorize the release of any medical information necessary to process this application.
I consent to examination, ancillary and/or tertiary services as designated herein.

Signature Date
Case Manager Notes
Status

Office Copy - White Referral Copy - Canary  Mobile Unit Copy - Pink  Clients Copy - Gold




