Juniper Health

Dear Parent or Guardian,

Juniper Health, Inc. is proud to offer comprehensive School-based Health Services to support your
child’s physical, behavioral, and dental health—right at their school. Our goal is to make high-quality
care more accessible and convenient for families in our communities.

Would you be interested in your child receiving any of these services? Please check any of the following

services:
All Services
Medical Only
Dental Only
Behavioral Health Only
Decline All

These services are provided during the school day, helping to reduce time away from learning.

To enroll your child:

Please complete the attached registration packet and return it to your child’s school as soon as possible.
If you prefer to complete the registration electronically, we can help! Just check the box below and ateam

member will reach out to assist you.

Student Information

Please complete the information below to help us begin the registration process:
| Student Name:
| School:
| Grade:

| Parent/Guardian Name(s):

| Best Contact Number:

Iwouldlike aJuniper Health team member to help me complete theregistration electronically.

If you have any questions or need assistance, feel free to contact us at (606)464-2401, ext. 5437.

Thank you for choosing Juniper Health!

BREATHITT e ELLIOTT e LEE e MENIFEE ¢ MORGAN e WOLFE

PO Box 690 e Beattyville, KY 41311
Phone (606) 464-0151 e Fax (606) 464-0152 ¢ www.juniperhealth.org
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Juniper Health Inc. Patient Information

Thank you for choosing our office. In order to serve you properly, we request you provide the following information:
Photo ID and ALL Insurance and Prescription Cards

Patient Name: SSN: Birthdate: Gender:
Mailing Address: City State Zip
Home Phone: Cell Phone: Other Phone:

Email Address:

Legal Guardian Name: Legal Guardian SSN:

Emergency Contact (Please list the nearest friend or relative NOT living with you)

Name of person to contact in case of emergency: Phone Number:

Responsible Party (if different from patient)

Name of person responsible forthis account: Relationship topatient:

Address: SSN: Date of Birth:
Employment

Employer: Work Phone:

Business Address: City: State: Zip:
Check Appropriate Box. We are REQUIRED by our federal funding agency to ask these questions.
Marital Status: dSingle OMarried ODivorced OWidowed OSeparated
Are you a student? OFull-Time OPart-Time ONot a Student

Income (to determine eligibility for our DISCOUNT program, even if you have insurance)

Household Size: Household Yearly Income Amount:

Race: OWhite oBlack/African American oAsian Indian oOther Asian  OChinese
oFilipino OJapanese oKorean oVietnamese OSamoan oONative Hawaiian
oOther Pacific Islander oGuamanian or Chamorro oAmerican Indian/Alaskan Native
OMore than one race oDecline to specify oOther Race

Ethnicity: ONot Hispanic  oOOther HispanicoChicano/a OPuerto Rican OCuban OMexican
OMexican American oDecline to specify oUnknown

Language: OEnglish OSpanish OFrench OCreole OOther

Are you a Veteran? OYes ONo

Are you a migrant or seasonal laborer? ONot Migrant or Seasonal OMigrant OSeasonal

Are you homeless? ONon-homeless ClHomeless Shelter OTransitional ODoubling Up OStreet

Are you a resident of public housing? OYes ONo

Gender: OMale oFemale oTransgender Male/Female-to-Male oTransgender Female/Male-to-Female

oGender Queer  OOther OChoose not to disclose

Sexual Orientation: OStraight or heterosexual OLesbian, gay orhomosexual OBisexual OSomething else

oDon’t know OChoose not to disclose

Signature of Patient/Legal Guardian Date




JHI

PATIENT REGISTRATION INFORMATION Juniper Health, Inc.

CONSENT TOTREATMENT

I/we voluntarily authorize the rendering of such health care, including diagnostic procedures and health care treatment, by authorized agents and
employees of Juniper Health, Inc. (hereafter referred to as the Clinic), the health care staff, or their designees, as may in their professional judgment be
deemed necessary or beneficial and may include testing for HIV (the virus that causes AIDS) and other blood borne diseases. I/we acknowledge that no
guarantees have been made as to the effect of such examination of treatment on my condition or the condition of the person for whom guarantees
have been made as to the effect of such examination or treatment on my condition or the condition of the person for whom | am duly authorized to
sign. I/we understand that I/we have the right to make decisions concerning my health care or the health care of the person for whom | am duly
authorized to make such decisions, including the right to refuse medical and surgical procedures. |/we acknowledge that JHI may use scribe services

or other Al (artificial intelligence) assisted technology to enhance the patient experience.

ADVANCE DIRECTIVES

I:l | have formulated Advance Directives (living will, health care surrogate declaration, durable power of attorney, DNR order) and request
that these directives govern my course of care, in as much as is possible under state or federal law. | understand that it is my responsibility to
provide the Clinic with a copy of my Advance Directive and that those directives will not govern my course of car e until they have been filed in my
medical record.

|:| Advance Directives attached D Advance Directives not attached
I:l I have not formulated Advance Directives (living will, health care surrogate declaration, durable power of attorney, DNR order), but |
understand that it is my right to make decisions regarding my course of treatment, including the executing of Advance Directives.

ASSIGNMENT OF BENEFITS

| hereby assign to Juniper Health, Inc. any insurance or other third-party benefits available for health care services provided to me. | understand that

Juniper Health, Inc. has the right to refuse or accept assignment of such benefits. If these benefits are not assigned to Juniper Health, Inc., | agree to
forward to Juniper Health, Inc., all health insurance and other third-party payments that | receive for services rendered to me immediately upon receipt.
NSURANCE COVERAGE WAIVER

I understand that if my eligibility for coverage cannot be confirmed at the time of service, but | still wish to receive treatment from Juniper Health, |

will be responsible for payment of all services provided if it is later determined that | am not eligible for coverage.

PATIENT CENTERED MEDICAL HOME MODEL - SELECTION OF PERSONAL CLINICIAN
As a new patient, the first step in managing your own care is to choose a team of care providers that you wish to provide your care. Each care team

is led by your own personal clinician. Please select your personal clinician from the list below:
Juniper Health Breathitt County Clinicians:

Derrick Hamilton, DO Allison Manning, APRN Kimerli Plumb-Moore, MD E. Allan Mendoza, MD
Brittany Fugate, DO Tami Osborne, APRN Jennifer Dickey, APRN Scotty Combs, APRN
Heather Banks, APRN Courtney Addison, APRN Crystal Meyer, APRN Allie Clevenger, PA
Ashley Turner, APRN Travis Johnson, MD

Juniper Health Lee County Clinicians:
|:| Jessica Botner-Wilson, PA I:I Brittany Fugate, DO |:| Kelsea Combs, PA-C l:l Tami Osborne, APRN

Juniper Health Wolfe County Clinicians:
Alissa Bell, APRN Teresa Gevedon, APRN Brittany Fugate, DO Tami Osborne, APRN
Crystal Meyer, APRN

Juniper Health Morgan County Clinicians:
Sandra McClure, APRN George Chapman, DO Tami Osborne, APRN Travis Johnson, MD
Allie Clevenger, PA

Juniper Health Elliott County Clinicians:
I:I Laken Nickell, APRN |:| George Chapman, DO I:I Tami Osborne, APRN

Juniper Health Menifee County Clinicians:
I:I Wendy Withrow, APRN

Dental Only:
| do not see a Juniper Health medical provider. My dentist is:
|:| Lisa Hall, DMD |:| Leigh Ann Gunnell, DMD

PATIENT SIGNATURE CONFIRMATION
| hereby confirm that | have read the following Juniper Health Policies and acknowledge that these Policies are posted in the clinic lobby, may be

made available upon request and may be accessed through the Juniper Health website (www.juniperhealth.org) or scan the QR code: =]t =]
e Patient Rights and Responsibilities ® Insurance Waiver Policy e Assignment of Benefits Policy
o Advance Directives e Notice of Privacy Practices e Patient Grievance Procedure [=
Signature of Patient or Legal Guardian: Date:

If patient is unable to sign, secure consent of Next of Kin or Legal Agent and indicate reason by checking the appropriate box:
Minor Disoriented |:| Medically Unstable |:| Incompetent

Revised 04/2026
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Juniper Health

AUTHORIZATION FOR TREATMENT/RELEASE OF MEDICAL INFORMATION

Patients 18 vears of age and older please complete this section:

I, give Juniper Health permission to release medical information and/or
treatment information to the following person(s):

Name Date of Birth Relationship

Patient Signature: Date:

For patients UNDER 18 years of age please complete this section:

l, , parent/legal guardian of authorize Juniper
Health, Inc., to provide medical services to said child. | give permission for the following adults, acting as my agent, to bring my
child for treatment. | authorize Juniper Health, Inc., to release my child’s medical information concerning the treatment that my
child received on that date to the person who brings my child for treatment.

I understand that this person may be asked to present Picture ID when they bring my child for treatment. This authorization expires
one calendar year from the date of the execution.

Name Date of Birth Relationship

For patients UNDER 18 years of age please sign this section:

Signed , Parent/Legal Guardian

Date:




Juniper Healt

Informed Consent for Telehealth Services

Introduction

Telehealth involves the use of electronic communications to enable health care providers and patients at different
locations to share individual patient medical information for the purpose of improving patient care. Providers may
include medical, behavioral health, dentists, pharmacists, or others. The information may be used for diagnosis,
therapy, follow-up and/or education, and may include any of the following, but not limited to:

e Patient health records

e Health images

e Live two-way audio and video

e  Output data from health devices and sound and audio files

Electronic systems used will have network and software security protocols in place to protect the confidentiality of
patient identification and imaging data. It will include measures to protect the data and to ensure its integrity
against unintentional corruption.

Expected Benefits

e Improved access to health care when patient and provider are not in the same location.
e  More efficient health evaluation and management

Possible Risks

As with any medical procedure, there are potential risks associated with the use of telehealth. These risks include,
but may not be limited to:

e Inrare cases, information transmitted may not be sufficient (e.g., poor resolution of images) to allow for
appropriate health care decision making by the physician and consultant(s);

e Delays in health evaluation and treatment could occur due to deficiencies or failures of theequipment;

e In very rare instances, security protocols could fail, causing a breach of privacy of personal health
information;

e Inrare cases, a lack of access to complete health records may result in adverse drug interactionsor
allergic reactions or other judgment errors.

I understand the risk and benefit of telehealth and its associated technology. I understand that I may incur charges
for messaging and data rates may apply as a result of using telehealth services.

I acknowledge that telehealth is not intended to function for medical emergencies, and if I am having a health
emergency to call 911 or seek immediate health care attention.

I consent to the use of text messaging and other forms of communication to assist in facilitating my healthcare.

I understand that I have the right to decline and/or withdraw my consent to the use of telehealth in the course of my
care at any time. This will not affect my right to future care or treatment.

o I consent to the use of telehealth
o I decline the use of telehealth
o I withdraw my consent for telehealth

Patient’s Name Patient’s Date of Birth

Signature of Patient/Legal Guardian Date



JUNIPER HEALTH, INC.

DENTAL MEDICAL HISTORY

Patient Name: Birth Date: Date:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or
medication that you may be taking, could have an important relationship with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physician’s care now? oYes oNo If yes,Physician’s name:
Have you ever been hospitalized or had amajor operation? oYes oNo Ifyes,

Have you ever had a serious head orneck injury? oYes oNo Ifyes,

Are you taking any medications, pills, or drugs? oYes oNo Ifyes,

Do you take or have you taken, Phen-Fen or Redux? oYes oNo Ifyes

Have you ever taken Fosamax, Boniva, Actonel orany other oYes oNo Ifyes

medications containing bisphosphonate?

Are you on a special diet? oYes oNo

Do you use tobacco? oYes oNo

Do you use controlled substances? oYes oNo Ifyes

Women: Are you......... oPregnant/Trying to get pregnant? oNursing? oTaking oralcontraceptive?

Are you allergic to any of the following?

OAspirin OPenicillin OCodeine OAcrylic OMetal OLatex OSulfa Drugs OLocal Anesthetics
oOther oYes oNo  If Yes

Do you have or have you had, any of the following medical conditions?

AIDS/HIV Positive oOYes | Cold Sores/Fever Blisters oYes | Glaucoma oYes | Leukemia oYes |Shingles oYes
Alzheimer’s Disease OYes | Congenital Heart Disorder oYes |Hay Fever OYes | Liver Disease oYes |Sinus Trouble oYes
Anaphylaxis oYes | Convulsions OYes |Heart Attack/Pressure oYes | Low Blood Pressure oYes |Spina Bifida oYes
Anemia oYes | Cortisone Medicine oYes |Heart Murmur OYes | Lung Disease OYes [Stomach/Intestinal Issue OYes
Angina OYes | Diabetes oOYes |Heart Pacemaker OYes | Mitral Valve Prolapse  oOYes [Stroke oYes
Arthritis/Gout oOYes | Drug Addiction OYes | Heart Trouble/Dyspnea  TYes | Osteoporosis oOYes Swelling of Limbs oYes
Artificial Heart Valve  0Yes | Easily Winded oYes |Hemophilia oYes | Pain in Jaw Joints oYes [Thyroid Disease oYes
Artificial Joint oOYes | Emphysema oOYes |Hepatitis A OYes | Parathyroid Disease oOYes [Tonsillitis oYes
Asthma OYes | Epilepsy or Seizures oOYes |Hepatitis B or C oOYes | Psychiatric Care oOYes [Tuberculosis oYes
Blood Disease oOYes | Excessive Bleeding oYes |Herpes OYes | Radiation Treatments  OYes [Tumors or Growths oYes
Blood Transfusion OYes | Excessive Thirst oOYes |High Blood Pressure OYes | Recent Weight Loss oYes |Ulcers oYes
Breathing Problems OYes | Fainting Spells/Dizziness  TYes | High Cholesterol OYes | Renal Dialysis oOYes [Venereal Disease oYes
Bruise Easily oYes | Frequent Cough oYes |Hypoglycemia oYes | Rheumatic Fever oYes [Yellow Jaundice oYes
Cancer oOYes | Frequent Diarrhea oOYes |Hives or Rash oYes | Rheumatism oOYes |Other serious illness not listed:
Chemotherapy oYes | Frequent Headaches oYes |Irregular Heartbeat oYes | Scarlet Fever oYes
Chest Pain oYes | Genital Herpes oYes |Kidney Problems oYes | Sickle Cell Disease oYes
Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be dangerous

to my (or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

Patient/Legal Guardian Signature Date



Juniper Health

General Supervision Consent

First Name: Last Name: Birthdate:

To increase access to care, it is the policy of Juniper Health to allow a licensed dental hygienist to
provide services to patients without the supervising dentist being present in the clinic if the dentist has
examined the patient within the last seven (7) months per KRS.313.040.

Please read the following statements and initial each:

| acknowledge that | was made aware that the supervising dentist would not be
present in the clinic at the time of my appointment.

| agree to be seen without the supervising dentist being present in the clinic atthe
time of my appointment.

Patient /Guardian Signature: Date:

Relationship toPatient:

INSURANCE INFORMATION

Primary Dental Insurance Company Name: ID Number:

Group Number:

Policy Holder’s Name: Policy Holder’s Date of Birth:
Policy Holder’s Address (if different than patient): Relationship to Patient:
Primary Medical Insurance Company Name: ID Number:

Group Number:

Policy Holder’s Name: Policy Holder’s Date of Birth:

Policy Holder’s Address (if different than patient): Relationship to Patient:

[J Please check this box if you do not have dental or medical insurance. Our staff will discuss the sliding fee scale program withyou.
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