
NEW PATIENT PACKET FORMS AND INSTRUCTION 
This packet includes items below, please read carefully.  

1. New Patient Education and Orientation from CEO 
2. Notice of Privacy Practice  

a. This notice describes how your medical information may be used and disclosed and how 
you can get access to this information. PLEASE REVIEW IT CAREFULLY.  

3. Notice of Privacy Practice Acknowledgement from 
a. It is required by law that we give you a Notice of privacy practice and we need to proof 

that you’ve received it. Please fill and sign.  
4. PCMH Patient-Care Team Agreement 

a. Patient/Care Team Agreement: Island Health Care is a certified Patient-Centered Medical 
Home. You are a member of your care team. At your first visit to transition into care with 
IHC you will meet your new health care provider, and be asked to enter into an 
agreement to participate in growth toward your healthiest lifestyle.  

5. Patient Registration  
a. Please complete all areas including email address. Do not forget to sign and date the 

back side/2nd page of the form. 
b. Please provide a photo ID and copy of Insurance card with the form. 

6. Patient Medical History form 
a. Please fill out so your care team has the most complete medical history to care for you.  

7. Authorization for Requests and Disclosure of PHI 
a. Why do you have this form? 

i. To request past medical records from previous PCP (required) or 
ii. To release your medical records to your family and friends (optional). 

b. If you are filling out for both purpose, please fill out 2 separate forms.  
8. Permission to Verbally Discuss Protected Health Information 

a. This is different than #6, it’s for verbal discussion only.  
9. Permission to leave messages 

a. We would like to be able to communicate with you on a number that does not have your 
name set up on a voicemail greeting.  

10. C3 Screening form 
a. Please fill out so your care team has the most complete information to care for you.  

11. ARE YOU ELIGIBLE FOR A DISCOUNT? Form 
a. Island Health Care Community Health Center (IHC) provides discounted fees for patients 

who are income eligible. We call these “sliding fees.” EVEN IF YOU HAVE HEALTH 
INSURANCE, YOU MAY QUALIFY!!  

12. Advanced Directive - To plan for the future possibility of accidents or illness, all adults (aged 18 
and older) should use a health care proxy form to appoint their health care agent.  

a. Health Care Proxy – is a document in which a person appoints a health care agent to 
make future medical decisions in the event that the person becomes incapacitated. This 
may be an outcome of the advance care planning process and is expressly authorized in 
Massachusetts by statute (MGL 201D). 

b. MOLST – is a document intended for seriously ill patients that documents decisions for 
life-sustaining treatment based on the patient’s current condition. A MOLST form 
becomes effective immediately upon signing and is not dependent upon a person’s loss 
of capacity. It does not take the place of a health care proxy. Consideration of MOLST 
may be an outcome of the advance care planning process.  
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New Patient Education/Orientation 
Welcome from the CEO 

Welcome to Island Health Care (IHC), Martha’s Vineyard’s Federally Qualified Community Health Center (FQHC). We are 
proud to be part of a national system of health centers with common patient -centered standards, goals and performance 
requirements.  Health centers like ours currently serve nearly 25 million Americans – the largest primary health care 
system in the country. 

Our highly-trained and qualified Nurse Practitioners are our health center’s primary care providers (PCPs), supported by 
Registered Nurses, Licensed Practical Nurses, Certified Nursing and Medical Assistants, Mental Health/Substance Use 
Disorder Coaches/Community Health Workers and Public Health Nurses.  In addition, IHC provides strong patient support 
through our front desk Practice Associates, Referral Coordinators, Outreach and Enrollment Specialists and 
administrative staff, as well as numerous community collaborations and programs.  We work with other health care 
providers and organizations in the community to help lead and sustain efforts to offer our patients a strong continuum of 
care and support.  

Our mission is to provide the highest quality of primary health care to all in our community, including the underserved, 
uninsured and most vulnerable, regardless of ability to pay. We believe that our success lies in consistently meeting and 
exceeding our patients’ needs, and helping them to improve and maintain their health and wellbeing.  

We are so pleased that you have chosen us to partner with you in your care and look forward to your sharing in our 
mission. 

Welcome to the Island Health Care family! 

Cynthia Mitchell, CEO 

About Island Health Care 

Island Health Care is accepting new patients and welcomes you to the Vineyard’s community health center!  

At Island Health Care, our mission is to ensure all islanders and visitors, regardless of income or insurance status, have 
access to high quality health care. Our clinicians – nurse practitioners, nurses, psychiatrists, and collaborating physicians 
– are here when you need them, ready to provide the care you deserve.  In addition to the information included here, 
please visit our website at www.ihimv.org for more details and background on our health center staff.  

Island Health Care has adopted the Patient Centered Medical Home (PCMH) model of care and is officially recognized by 
the National Committee for Quality Assurance.  PCMH is a new way of providing care in which you are a member of the 
care team.  Together, our goal is to prevent illness and keep you healthy. In a PCMH, you participate in your plan of care 
with a provider and a care team. As a team, we will closely track your progress and rely on you to actively participate in 
decisions about your care.  Your care team will also coordinate the care you receive from other doctors. 

Our Offices 

245 Edgartown-Vineyard Haven Road, PO Box 9000, Edgartown, MA 02539 

Phone: 508-939-9358 Fax: 508-939-8644 

 

 

 

http://www.ihimv.org/


2 
Revised 09/14/2020 
 

Our Primary Care Provider Team 

Karen Gauvin, FNP – Karen is a Family Nurse Practitioner and sees patients of all ages.  

Barbara Colocino – Barbara is a Nurse Practitioner who sees patients ages 18 and older. 

Susan McSweeney, FNP – Susan is a Family Nurse Practitioner and sees patients ages 16 and older. 

Carol Forgione, ACNP – Carol is an Acute Care Nurse Practitioner. She sees patients ages 18 and older. 

Marcia Denine, WHNP – Marcia is a Women’s Health Care Nurse Practitioner. She sees patient ages 16 and older. 

Office Hours 

Monday – Thursday: 8:00am – 8:00pm 

Friday and Saturday: 8:00am – 4:00pm 

Closed Daily: 12:00 pm – 1:00 pm 

Closed Sunday 

Insurances 
 
Different insurance plans have different definitions of what services are covered. Please be aware of the limits and 
conditions of your own policy. In the event your health plan determines a service to be “not covered ,” you will be 
responsible for the fee. In that event, we will bill you and the payment is due upon receipt of that statement.  

We cannot accept any insurance that cannot be verified. Please bring proof of insurance to each and every office visit. 
Without it, we will have to bill you directly until you can provide proof of insurance.  

Due to insurance rules, all required payments and co-payments must be collected at appointment check-in. Any other 
arrangements must be made in advance with our billing staff.  For payments, we accept cash, personal checks, 
MasterCard, Visa, and Discover. 

The parents or legal guardians of a child are responsible for fees incurred for the child, whether accompanying the child to 
the visit or not. If your child will be brought to an appointment by a babysitter, grandparent, etc., be sure he or she is 
aware of this policy. 

We are currently in-network with many insurance providers. Contact our office for the most up-to-date list.   

Our Outreach and Enrollment Specialist, Shawn Scherer, is a certified Massachusetts Insurance Navigator.  She can 
quickly provide up-to-date information, help patients choose an insurance plan, and, best of all, help complete the online 
enrollment that can often result in immediate, affordable coverage. Shawn can be reached by calling the Insurance 
Enrollment and Eligibility Assistance department at 508-627-5797; extension 117. 
 
IF YOU DO NOT HAVE INSURANCE or even if you do and your co-pay is higher than you can afford, Island Health Care 
offers a SLIDING FEE DISCOUNT for those who are income eligible.  Ask the front desk for a sliding fee application (or 
download it from our website at www.ihimv.org ) if you think you might qualify. If your attested income falls within the 
sliding fee discount scale, you are immediately eligible and will only be charged the discounted fee for the visit. After this, 
you would have 14 days to follow up with income documentation (2 most recent pay stubs or adjusted gross income figure 
from last filed tax return).  

Calling the Office: Telephone tips and phone menu 

The most efficient way to talk to the right person is to select an option from our telephone menu to be transferred directly 
to the correct extension.  Our staff are committed to answering their phones when they are at their desks but if you reach 
our voicemail system, please leave a detailed message including your full name, date of birth and phone number and you 
will get a call back as soon as possible. 

 

http://www.ihimv.org/
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Primary and Preventive Care Services 

Appointments 508-939-9358 

When you make an appointment, be sure to let our staff know the nature of your visit (sports physical, ear pain, etc.) and 
also if you have several questions or concerns to discuss at your visit. We want to be sure to schedule enough time to 
meet your needs!  

If you anticipate being late for an appointment, please call us.  If you will be less than 5 minutes late, you will be seen in 
order by arrival time.  If you are more than 5 minutes late, we may suggest your appointment be rescheduled, or ask you 
to wait, depending on the availability of a walk-in time slot. 

Missed appointments dramatically impact our other patients and the office staff, as well as your own health care. If you 
are unable to make it to your appointment, please call to cancel.  If you do not call to cancel prior to your scheduled 
appointment time, you will be charged a $25 missed appointment fee.  

In response to COVID-19, our practice has expanded services. We are able to offer telehealth which include telephone 
and video visits. Our Island Health Care team will contact with the options that will fit best for you.  

Before Your First Visit 

1. All new patients should complete the Patient Registration Form, Authorization to Disclose Patient Health 
Information Form, Patient Medical History Form, Notice of Privacy Practice Acknowledgement Form, and Consent 
Form included in this packet before their first appointment. You can also pick up the forms from the Island Health 
care clinic or download it from our website at www.ihimv.org, fill it out, and return it to the office prior to your 
first visit.  

2. When you book your first appointment, Island Health Care will assign you to a provider/care team based on 
current appointment availability.  You are free at any time to request another provider/care team, understanding 
that appointment availability among providers and teams varies somewhat.  We will work with you to 
accommodate your request as soon as availability occurs. Your care team provides access to evidence-based 
care, patient-family education, and self-management support.  

3. In order to make Island Health Care your primary care provider (PCP), you may need to contact your insurance 
company to notify them IN ADVANCE of your first visit and make any changes. 

First Visit Tips 

1. Bring a photo ID and your insurance card (if you have one). 
2. Bring all of your medications you are taking with you. Bring the actual containers or a list of the medications with 

the dosage and number of times a day the medications are to be taken.  Include any over-the-counter 
medications. 

3. Bring vaccination/immunization records. 
4. Come prepared to review our New Patient Education/Orientation packet and sign the Patient/Care Team 

Agreement. This information can also be downloaded from our website at https://www.ihimv.org/access-care/ in 
advance. 

Medical Records Transfers  

Before or as part of your first visit, you will need to arrange to get your prior medical records. The practice functions most 
effectively as a medical home if patients provide a complete medical history and information about care obtained outside 
the practice. 

In order to transfer them to us from previous/other current providers, you will need to complete and sign an Authorization 
to Disclose Patient Health Information included in this packet (form also available at the clinic or on our website at 
https://www.ihimv.org/access-care/). You may submit this form directly to your previous PCP or the Island Health Care 
team will fax it over to that provider for you.  It is important to include a contact name at that practice (the form requests 
this) to help us to coordinate the transition.  

http://www.ihimv.org/
https://www.ihimv.org/access-care/
https://www.ihimv.org/access-care/
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You may also request copies of all or part of your medical records as needed.  Depending on the volume and method of 
transfer, there may be a charge for this service. 

A Patient’s Responsibilities and the Patient/Care Team Agreement 

We expect our patients to be patient, courteous, and respectful, and to keep personal information updated (insurance, 
phone numbers, email address, mailing address) and be on time for appointments.  Most importantly, we want you to 
understand your role as the key partner in all of your health care.  As part of your first visit, you will be asked to review 
and sign the Patient/Care Team Agreement which outlines what you can expect from us as your Patient Centered 
Medical Home provider as well as what we expect from you.  

After Your Visit 

Prescriptions/Refills 

Please be prepared to provide the name and dose of the medication and your preferred pharmacy.  Prescription refill 
requests require at least 24-48 hours; plan ahead so you do not run out! 

We cannot refill medications we did not prescribe, or medications for patients we have never seen or haven’t seen in the 
past year.  We do not prescribe new medications over the telephone; you must make an appointment.  

Please note that many prescriptions now require prior authorizations and this may cause a delay in processing your refill 
request. 

Lab Results 

Your lab results will be posted on the secure patient portal.  Your provider will contact you by telephone if necessary. 

Other Test Results 

Your imaging results will be posted on the secure patient portal.  Your provider will contact you by telephone if necessary.  

Other Services  

Patient Portal “FollowMyHealth” 

We are happy to offer a patient portal for our medical patients. A patient portal is a secure online website that gives 
patients convenient 24-hour access to personal health information from anywhere with an internet connection. Using a 
secure username and password, patients can view health information, such as:  

x Upcoming appointments 
x Recent visit summaries 
x Medications 
x Immunizations 
x Allergies 
x Lab and Other Results 

It’s easy to sign up using your email address.  Just call the office at 508-939-9358 or ask about it during your next visit. 

24/7 Clinical Advice   508-939-9358  

During regular hours (M – Th 8 am – 8:00 pm, F and Sat 8 -4), you may call the health center at 508-939-9358 and ask to 
speak to the RN Patient Care Manager.  To receive clinical advice by phone when the health center is closed, you can call 
the same number (508-939-9358) and choose option 3 to reach our call center. When the call center answers, ask to 
speak to the nurse on call.  A nurse will call you back within 30 minutes.  Sometimes the nurses have many calls come in 
at one time, so if you do not receive a call within 30 minutes, call again.  

Please limit night-time and Sunday calls to emergencies, urgent problems that can’t wait, or if you are truly worried about 
something.  
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Same-day Visits   508-939-9358 

If you need to be seen on short notice, please call the office at 8am to try to book a same-day visit.  Limited same-day 
appointments are available. These same-day visits cannot be booked in advance. 

Referrals 508-627-5797 extension 112  

We are pleased to provide comprehensive primary care.  We also routinely recommend referrals to a specialist. We will 
obtain the necessary authorization from your insurance company and set up the referral for you. This can sometimes take 
several days to complete. We cannot authorize referrals to patients we have never seen or for problems we have never 
discussed in the office. Also, because of insurance rules, we cannot give retroactive referrals for consultations which one 
of our providers did not initially recommend. 

Culturally/Linguistically Competent Care 

We employ trained and certified Medical Interpreters in order to best serve our non-English-proficient patients. There are 
Portuguese-speaking interpreters available and on-site whenever the health center is open. We can also interpret in 
Spanish, French, and Italian on-site—and by phone and video in other languages—at no charge to patients. 

Appointment Reminders 

In order to best offer appointments to our patients when needed, please keep your scheduled appo intments.  Island 
Health Care will remind you by phone call, text message, or patient portal message.  If you would like a text message 
reminder, you can choose this option in the patient portal under “notification preferences.”   Be sure we have your cell 
phone number. 

Mental & Behavioral Health /Substance Abuse Counseling 

Island Health Care uses the latest evidence-based screening tools and assessments to help patients identify possible 
substance use or mental health issues. Our Nurse Practitioners and clinical staff are trained to provide empathetic and 
compassionate care. Our Mental Health / Substance Use Access Coordinator can provide confidential support, and 
help individuals and families navigate all available behavioral health resources. We offer psychiatric services on site 
(limited hours) by appointment. 

IHC also offers services and supports relating to behavioral health and substance abuse and prevention to health center 
patients that include: 

x Primary health care with patient-centered teaching and counseling, and medication therapies;  
x Use of Vivitrol, an opioid antagonist specifically designed to address addiction; 
x Behavioral health and substance counseling through a contract for integrated care with Island Counseling Center 

(ICC) at MV Community Services; 
x Collaboration with other substance abuse services including transition from detox and in-patient care; 
x Care management, patient advocacy and referral services;  
x Accepting new patients recently discharged from the hospital emergency room and acute care who need a 

medical home. 

Dental & Oral Health Services 

Island Health Care connects health center patients by referral to the MV Hospital Dental Clinic, and the Community Health 
Center of Cape Cod in Bourne and Mashpee.  Call our offices for more information. 

Public Health Nurse 

The Public Health Nurse is responsible for serving all six island towns, providing home visits (newborn to elderly) and 
conducting Wellness Clinics. The Public Health Nurse is also charged with following reportable diseases on the island, 
including monitoring test results and performing contact tracing as part of the ongoing COVID-19 testing initiative. 
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Department of Transportation Physical Exams 

IHC contracts with several employers to perform Department of Transportation (DOT) physical exams to both patients and 
non-patients. Individuals may request a DOT physical exam for a fee of $175. Several forms must be completed and 
returned to our office (these forms can be found at https://www.ihimv.org/services/) with copies of your driver’s license and 
your insurance card before an appointment is scheduled. 
 

Prevention, Wellness Coaching & Nutrition Counseling  
 
Island Health Care staff places the highest value on prevention and wellness. We actively work with patients in two 
different ways—as part of routine care in nearly every patient visit, and through programs developed under a hospital-
initiated grant project known as the MV Partnership for Health. The Partnership, now operated under the health center 
organizational umbrella, includes walking groups, cooking classes, stress management sessions and one-to-one 
counseling with a certified Wellness Coach.  

___________________________________________________________________ 

https://www.ihimv.org/services/
https://www.vineyardhealth.org/


 
 

NOTICE OF PRIVACY PRACTICES 
 

THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED AND DISCLOSED 
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW IT CAREFULLY. 

This Facility is required by law to provide you with this Notice so that you will understand how we may use 
or share your information from your Designated Record Set.  The Designated Record Set includes financial 
and health information referred to in this Notice as “Protected Health Information” (“PHI”) or simply “health 
information.” We are required to adhere to the terms outlined in this Notice. If you have any questions about 
this Notice, please contact us.  

UNDERSTANDING YOUR HEALTH RECORD AND INFORMATION 

Each time you are admitted to our Facility, a record of your stay is made containing health and financial 
information. Typically, this record contains information about your condition, the treatment we provide and 
payment for the treatment. We may use and/or disclose this information to: 

x plan your care and treatment  
x communicate with other health professionals involved in your care 

x document the care you receive 

x educate health professionals  

x provide information for medical research  

x provide information to public health officials  

x evaluate and improve the care we provide   

x obtain payment for the care we provide 

Understanding what is in your record and how your health information is used helps you to:  

x ensure it is accurate  

x better understand who may access your health information  

x make more informed decisions when authorizing disclosure to others  

 
HOW WE MAY USE AND DISCLOSE PROTECTED HEALTH INFORMATION ABOUT YOU 

The following categories describe the ways that we use and disclose health information. Not every use or 
disclosure in a category will be listed.  However, all of the ways we are permitted to use and disclose 
information will fall into one of the categories.   

x For Treatment.  We may use or disclose health information about you to provide you with medical 
treatment. We may disclose health information about you to doctors, nurses, therapists or other Facility 
personnel who are involved in taking care of you at a Facility.  For example, a doctor treating you for a 
broken leg may need to know if you have diabetes because diabetes may slow the healing process.  In 
addition, the doctor may need to tell the dietitian if you have diabetes so that we can plan you meals. 
Different departments of a Facility also may share health information about you in order to coordinate 
your care and provide you medication, lab work and x-rays.  We may also disclose health information 
about you to people outside the Facility who may be involved in your medical care after you leave a 
Facility.  This may include family members, or visiting nurses to provide care in your home.  

 

 



x For Payment.  We may use and disclose health information about you so that the treatment and 
services you receive at a facility may be billed to you, an insurance company or a third party.  For 
example, in order to be paid, we may need to share information with your health plan about services 
provided to you.  We may also tell your health plan about a treatment you are going to receive to obtain 
prior approval or to determine whether your plan will cover the treatment.  

x For Health Care Operations.  We may use and disclose health information about you for our day-to-
day health care operations.  This is necessary to ensure that all residents receive quality care.  For 
example, we may use health information for quality assessment and improvement activities and for 
developing and evaluating clinical protocols.  We may also combine health information about many 
residents to help determine what additional services should offer, what services should be discontinued, 
and whether certain new treatments are effective.  Health information about you may be used by our 
corporate office for business development and planning, cost management analyses, insurance claims 
management, risk management activities, and in developing and testing information systems and 
programs.  We may also use and disclose information for professional review, performance evaluation, 
and for training programs.  Other aspects of health care operations that may require use and disclosure 
of your health information include accreditation, certification, licensing and credentialing activities, 
review and auditing, including compliance reviews, medical reviews, legal services and compliance 
programs.  Your health information may be used and disclosed for the business management and 
general activities of the Facility including resolution of internal grievances, customer service and due 
diligence in connection with a sale or transfer of the Facility.  In limited circumstances, we may disclose 
your health information to another entity subject to HIPAA for its own health care operations. We may 
remove information that identifies you so that the health information may be used to study hea lth care 
and health care delivery without learning the identities of residents.  We may disclose your age, birth 
date and general information about you in the Facility newsletter, on activities calendars, and to entities 
in the community that wish to acknowledge your birthday or commemorate your achievements on 
special occasions.  If you are receiving therapy services, we may post your photograph and general 
information about your progress.   

OTHER ALLOWABLE USES OF YOUR HEALTH INFORMATION 

x Business Associates. There are some services provided in our Facility through contracts with 
business associates. Examples include medical directors, outside attorneys and a copy service we use 
when making copies of your health record. When these services are contracted, we may disclose your 
health information so that they can perform the job we’ve asked them to do and bill you or your third -
party payer for services rendered. To protect your health information, however, we require the business 
associate to appropriately safeguard your information. 

x Providers.  Many services provided to you, as part of your care at our Facility, are offered by 
participants in one of our organized healthcare arrangements.  These participants include a variety of 
providers such as physicians (e.g., MD, DO, Podiatrist, Dentist, Optometrist), therapists (e.g., Physical 
therapist, Occupational therapist, Speech therapist), portable radiology units, clinical labs, hospice 
caregivers, pharmacies, psychologists, LCSWs, and suppliers (e.g., prosthetic, orthotics).   

x Treatment Alternatives.  We may use and disclose health information to tell you about possible 
treatment options or alternatives that may be of interest to you.   

x Health-Related Benefits and Services and Reminders.  We may contact you to provide appointment 
reminders or information about treatment alternatives or other health-related benefits and services that 
may be of interest to you.  

x Fundraising Activities.  We may use health information about you to contact you in an effort to raise 
money as part of a fundraising effort.  We may disclose health information to a foundation related to 
the Facility so that the foundation may contact you in raising money for the Facility.  We will only release 
contact information, such as your name, address and phone number and the dates you received 
treatment or services at the Facility.  

x Facility Directory.  We may include information about you in the Facility directory while you are a 
resident.  This information may include your name, location in the Facility, your general condition (e.g., 
fair, stable, etc.) and your religion.  The directory information, except for your religion, may be disclosed 
to people who ask for you by name.  Your religion may be given to a member of the clergy, such as a 
priest or rabbi, even if they don’t ask for you by name.  This is so your family, friends and clergy can 
visit you in the Facility and generally know how you are doing.   

 



x Individuals Involved in Your Care or Payment for Your Care .  Unless you object, we may disclose 
health information about you to a friend or family member who is involved in your care.  We may also 
give information to someone who helps pay for your care.  In addition, we may disclose health 
information about you to an entity assisting in a disaster relief effort so that your family can be notified 
about your condition, status and location.  

x As Required By Law.  We will disclose health information about you when required to do so by federal, 
state or local law. 

x To Avert a Serious Threat to Health or Safety.  We may use and disclose health information about 
you to prevent a serious threat to your health and safety or the health and safety of the public or another 
person. We would do this only to help prevent the threat.  

x Organ and Tissue Donation.  If you are an organ donor, we may disclose health information to 
organizations that handle organ procurement to facilitate donation and transplantation.  

x Military and Veterans.  If you are a member of the armed forces, we may disclose health information 
about you as required by military authorities.  We may also disclose health information about foreign 
military personnel to the appropriate foreign military authority.  

x Research.  Under certain circumstances, we may use and disclose health information about you for 
research purposes.  For example, a research project may involve comparing the health and recovery 
of all residents who received one medication to those who received another, for the same condition. All 
research projects, however, are subject to a special approval process.  This process evaluates a 
proposed research project and its use of health information, trying to balance the research needs with 
residents' need for privacy of their health information.  Before we use or disclose health information for 
research, the project will have been approved through this research approval process.  We may, 
however, disclose health information about you to people preparing to conduct a research project so 
long as the health information they review does not leave a Facility.   

x Workers' Compensation.  We may disclose health information about you for workers' compensation 
or similar programs.  These programs provide benefits for work-related injuries or illness.  

x Reporting Federal and state laws may require or permit the Facility to disclose certain health 
information related to the following:  

o Public Health Risks.  We may disclose health information about you for public health purposes,  
including: 

¾ Prevention or control of disease, injury or disability  

¾ Reporting births and deaths; 

¾ Reporting child abuse or neglect; 

¾ Reporting reactions to medications or problems with products;  

¾ Notifying people of recalls of products;  

¾ Notifying a person who may have been exposed to a disease or may be at risk for contracting 
or spreading a disease; 

¾ Notifying the appropriate government authority if we believe a resident has been the victim of 
abuse, neglect or domestic violence.  We will only make this disclosure if you agree or when 
required or authorized by law. 

o Health Oversight Activities.  We may disclose health information to a health oversight agency for 
activities authorized by law.  These oversight activities may include audits, investigations, 
inspections, and licensure.  These activities are necessary for the government to monitor the health 
care system, government programs, and compliance with civil rights laws.  

o Judicial and Administrative Proceedings:  If you are involved in a lawsuit or a dispute, we may 
disclose health information about you in response to a court or administrative order.  We may also 
disclose health information about you in response to a subpoena, discovery request, or other lawful 
process by someone else involved in the dispute, but only if efforts have been made to tell you 
about the request or to obtain an order protecting the information requested.   

o Reporting Abuse, Neglect or Domestic Violence:  Notifying the appropriate government agency if 
we believe a resident has been the victim of abuse, neglect or domestic violence. 

 



x Law Enforcement.  We may disclose health information when requested by a law enforcement official:  

x In response to a court order, subpoena, warrant, summons or similar process;  

x To identify or locate a suspect, fugitive, material witness, or missing person;  

x About you, the victim of a crime if, under certain limited circumstances, we are unable to obtain 
your agreement;  

x About a death we believe may be the result of criminal conduct;  

x About criminal conduct at the Facility; and  

x In emergency circumstances to report a crime; the location of the crime or victims; or the identity, 
description or location of the person who committed the crime.   

x Coroners, Medical Examiners and Funeral Directors .  We may disclose medical information to a 
coroner or medical examiner.  This may be necessary to identify a deceased person or determine the 
cause of death.  We may also disclose medical information to funeral directors as necessary to carry 
out their duties.   

x National Security and Intelligence Activities.  We may disclose health information about you to 
authorized federal officials for intelligence, counterintelligence, and other national security activities 
authorized by law.   

x Correctional Institution:  Should you be an inmate of a correctional institution, we may disclose to the 
institution or its agents health information necessary for your health and the health and safety of others. 

 

OTHER USES OF HEALTH INFORMATION 

Other uses and disclosures of health information not covered by this Notice or the laws that apply to us will 
be made only with your written permission.  If you provide us permission to use or disclose health 
information about you, you may revoke that permission, in writing, at any time.  If you revoke your 
permission, we will no longer use or disclose health information about you for the reasons covered by your 
written authorization.   You understand that we are unable to take back any disclosures we have already 
made with your permission, and that we are required to retain our records of the care that we provided to 
you. 

YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT YOU 

Although your health record is the property of the Facility, the information belongs to you.  You have the 
following rights regarding your health information: 

x Right to Inspect and Copy. With some exceptions, you have the right to review and copy your health 
information. 

You must submit your request in writing to medical records department. We may charge a fee for the 
costs of copying, mailing or other supplies associated with your request.   

x Right to Amend.  If you feel that health information in your record is incorrect or incomplete, you may 
ask us to amend the information.  You have this right for as long as the information is kept by or for the 
Facility.   

You must submit your request in writing to Medical Records Department.  In addition, you must provide 
a reason for your request.   

We may deny your request for an amendment if it is not in writing or does not include a reason to 
support the request.  In addition, we may deny your request if you ask us to amend information that:  

x Was not created by us, unless the person or entity that created the information is no longer 
available to make the amendment; 

x Is not part of the health information kept by or for the Facility; or 

x Is accurate and complete. 

 

 



x Right to an Accounting of Disclosures.  You have the right to request an "accounting of disclosures".  
This is a list of certain disclosures we made of your health information, other than those made for 
purposes such as treatment, payment, or health care operations.  

You must submit your request in writing to Medical Records Department.  Your request must state a 
time period which may not be longer than six years from the date the request is submitted and may not 
include dates before April 14, 2003.  Your request should indicate in what form you want the list (for 
example, on paper or electronically).  The first list you request within a twelve month period will be free.  
For additional lists, we may charge you for the costs of providing the list.  We will notify you of the cost 
involved and you may choose to withdraw or modify your request at that time before any costs are 
incurred.   

x Right to Request Restrictions.  You have the right to request a restriction or limitation on the health 
information we use or disclose about you.  For example, you may request that we limit the health 
information we disclose to someone who is involved in your care or the payment for your care. You 
could ask that we not use or disclose information about a surgery you had to a family member or friend.  

We are not required to agree to your request.  If we do agree, we will comply with your request 
unless the information is needed to provide you emergency treatment. 

You must submit your request in writing to Medical Records Department.  In your request, you must tell 
us (1) what information you want to limit; (2) whether you want to limit our use, disclosure or both; and 
(3) to whom you want the limits to apply, for example, disclosures to your spouse.  

x Right to Request Alternate Communications.  You have the right to request that we communicate 
with you about medical matters in a confidential manner or at a specific location.  For example, you 
may ask that we only contact you via mail to a post office box.   

You must submit your request in writing to Medical Records Department.  We will not ask you the 
reason for your request.   Your request must specify how or where you wish to be contacted. We will 
accommodate all reasonable requests. 

x Right to a Paper Copy of This Notice.  You have the right to a paper copy of this Notice of Privacy 
Practices even if you have agreed to receive the Notice electronically.  You may ask us to give you a 
copy of this Notice at any time.  

x You may obtain a copy of this Notice at our website, www.ihimv.org.   

To obtain a paper copy of this Notice, contact Medical Records Department 508-939-9358 ext. 127.  

 

CHANGES TO THIS NOTICE 

We reserve the right to change this Notice.  We reserve the right to make the revised or changed Notice 
effective for health information we already have about you as well as any information we receive in the 
future.  We will post a copy of the current Notice in the Facility and on the website.  The Notice will specify 
the effective date on the first page, in the top right-hand corner.  In addition, if material changes are made 
to this Notice, the Notice will contain an effective date for the revisions and copies can be obtained by 
contacting the Facility administrator.   

COMPLAINTS 

If you believe your privacy rights have been violated, you may file a complaint with the Facility or with the 
Secretary of the Department of Health and Human Services.  To file a complaint with the Facility, contact 
Medical Records Department.  All complaints must be submitted in writing. You will not be penalized for 
filing a complaint. 
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 

 

Patient Name:  _____________________________ Medical Record No.___________________ 

Address: _________________________________________________________________________ 

I have been given a copy of Island Health Care’s Notice of Privacy Practices (“Notice”), which describes how my 
health information is used and shared.  I understand that Island Health Care has the right to change this Notice at 
any time.  I may obtain a current copy by contacting the Island Health Care Privacy Official, or by visiting the 
Island Health Care web site at www.ihimv.org.  

My signature below acknowledges that I have been provided with a copy of the Notice of Privacy 
Practices: 

_____________________________________________      _____________________________ 
Signature of Patient or Personal Representative                                    Date  
 
______________________________________________________ 
Print Name 
 
______________________________________________________ 
Personal Representative’s Title (e.g., Guardian, Executor of Estate, Health Care Power of Attorney)  
 

For Island Health Care Use Only:  Complete this section if you are unable to obtain a signature.  

1. If the patient or personal representative is unable or unwilling to sign this Acknowledgement, or the 
Acknowledgement is not signed for any other reason, state the reason: 

____________________________________________________________________________ 

____________________________________________________________________________ 

2. Describe the steps taken to obtain the patient’s (or personal representative’s) signature on the 
Acknowledgement: 

____________________________________________________________________________ 

____________________________________________________________________________ 

Completed by: 

___________________________________________ ____________________________ 
Signature of Island Health Care Representative  Date 
 

___________________________________________ 

Print Name 

File in the patient’s Business Office Records  

http://www.ihimv.org/


Rev. 09/14/2020 
 

 

Patient Centered Medical Home (PCMH) 
Patient/Care Team Agreement 

A medical home is a new way of providing care with the goal to prevent illness and keep you healthy.  In a 
medical home, you receive care planned just for you with a lead provider and a care team.  Your team will closely 
track your progress, include you in all decisions about your care and coordinate the care you receive from all of 
your providers.  
 
YOUR CARE TEAMLET:  ______________________________              ___________________________ 

                 Provider       Health Coach 
Your health care team will: 

x Provide safe and timely evidence-based primary care, education and self-management support 
x Explain medications, treatments, diseases and test results so you can understand them 
x Listen to you and encourage you to ask questions and share your feelings to help us make good 

decisions about your care together 
x Look at all of your needs, including behavioral health, connect you with other trusted specialists and 

resources, and coordinate that care 
x Provide 24/7 access to clinical advice 
x Keep all of your personal health information secure and private 
x Provide equal access to all patients regardless of insurance status or income level 
x Assist you in obtaining health insurance coverage 
x Facilitate transfer of medical records from and to other providers 

We ask that you: 
x Take charge of your own health 
x Ask questions, share your feelings, and be part of your care 
x Call us first with all health problems unless it is a medical emergency 
x Be honest and complete when sharing your medical history, care obtained from other providers, 

symptoms, current medications including over the counter, vitamins, and supplements, and any changes 
in your health 

x Be willing to make healthy decisions to promote wellness and prevent disease 
x Work with your care team to help develop and follow your care plan 
x Let your provider know if you are unable to take medications or follow through with your care plan 
x Keep your scheduled appointments 
x Provide feedback on how we can better serve you 
x Use our FollowMyHealth patient portal to access your chart and communicate with staff 

 
 
 

_______________________________      ___________________                              ______________ 
            Patient Name (print)       DOB         Date 
 
 

_______________________________ 
 Patient Signature 

 

 

 

 

 



The information in your medical record is confidential 
and is protected under Massachusetts General Laws 
Ch. 111, Sec 70. Your written consent will be required 
for release of information except in the case of a court 
order. 

 

Patient Registration 
 

Legal Name (Printed) Last First Middle Initial Name used (if different): 

Legal Sex (please check one)* ( ) Female ( ) Male 
*While Island Heath Care (IHC) recognizes a number of genders / sexes, many insurance companies and 
legal entities unfortunately do not. Please be aware that the name and sex you have listed on your 
insurance must be used on documents pertaining to insurance, billing and correspondence. If your 
preferred name and gender reference are different from these, please let us know in the space to the right. 

Preferred (if different): 

Date of Birth  Month Day Year 
/ / 

Social Security # 

Your answers to the following questions will help us reach you quickly and discreetly with important information. 
Home Phone 
( ) 
OK to leave a voice message 

Cell Phone 
( ) 
     OK to text or voice message 

Work Phone 
( ) 
    OK to leave a voice message 

Best number to reach you: 
  Home  Cell  Work 

Address (P.O. Box if you have one) City State ZIP 

Email address: 

Occupation Employer/School Name Are you covered under school or employer’s insurance? 
 Yes No 

Emergency Contact’s Name Phone Number Relationship to you 

If you are under 18, the Department of Public Health requires that you provide parent/guardian contact information. 
Parent/Guardian Name Phone Number Relationship to you 

This information is for demographic purposes only, without personal identifiers and does not affect your care. 
 1) What is your annual income? 
 
$____________________  

 
� No income 

 
1a) How many people (including   
 you) does your income support 

 
 #    

  3) Insurance 
  3a) Primary Insurer: 
  ____________________ 
  Subscriber name:  
  ____________________ 
  Member ID:  
  ____________________ 
   
   
 3b) Secondary Insurer:  
  ____________________ 
  Subscriber name:  
  ____________________ 
  Member ID:  
  ____________________ 

4) Racial Group(s) 
(check all that apply) 

 
��African-American / Black 
��Asian 
��Brazilian/African- 

          American Black 
��Brazilian / White 
��Caucasian / White 
��Native American /  
      Alaskan Native / Inuit 
��Pacific Islander 
��Other    

5) Ethnicity 
��Hispanic/Latino/Latina 
��Not Hispanic/Latino/Latina 
��Brazilian/Not Hispanic 

 
6) Housing Status 
��Rent 
��Public housing? 
��Is rent based on income? 
��Own home 
��Living in transitional housing 
��Homeless or homeless   
     shelter 

 2) Veteran Status 
��Veteran 
��Not a Veteran 
��Other 

7) What is your gender? 
��Female 
��Male 
��Genderqueer or not  
     exclusively male or female 

 
8) What was your sex assigned at 
birth? 

��Female 
�     Male 

9) Do you think of 
yourself as: 
��Lesbian, gay, or   
     homosexual 
��Straight or   
     heterosexual 
��Bisexual 
��Something else 
��Don’t know 

10) Do you identify as 
transgender or transsexual? 
���No 
���Yes – Male to Female 
���Yes – Female to Male 
���Yes – Non--binary 
���Don’t know 

11) Referral Source (how did 
you hear about us?) 
��Self 
��Friend or Family Member 
��Health Provider 
��Emergency Room 
��Ad/Internet/Media 
��Outreach Worker 
��School 
��Other    

12) Marital Status 
�    Married 
�    Partnered 
�    Single 
�    Divorced 
��Other   

13) Preferred 
Language (choose 

one) 
��English 
��Español 
��Português 
��Other    

  14) Are you a seasonal  
  farm worker? 
��   Yes 
��    No 

 
Please turn over 

Medical Record # 
(For office use only) 

 
V. 4_9_2020 



 

Island Health Care – Consent for Treatment 
 
Patient Name  Date of Birth:  _Time:  (A.M./P.M.) 

(Printed) MM/DD/YYYY 
I hereby give my consent and authorize Island Health Care to treat any medical condition providing that the care 
provider has explained my condition to me, the treatment procedures and alternative methods of treating my 
condition. The care provider has discussed with me foreseeable risks of the above stated treatment and that there 
may be undesirable results. 

 
I authorize the care provider to perform any additional or different treatment, which is thought necessary should, 
during treatment, a condition be discovered which was not known previously. 

 
I understand that Island Health Care operates a primary care practice that integrates behavioral health services, 
which means behavioral health staff are part of my medical team and experience, and that being seen by a 
behavioral health provider through primary care may result in additional charges to my insurance. This may also 
result in an additional copayment or coinsurance. I acknowledge that in cases of insufficient coverage, I will be held 
responsible for the remaining balance. 

 
I have carefully read and fully understand this Informed Consent Form and all of my questions have been 
adequately answered. 

 
Treatment, Payment and Data Agreement 

�� I authorize examination and treatment for this and all following medical visits. 
�� I understand I am personally responsible for all charges and deductibles. Financial assistance is available for 

those who qualify. 
�� I am personally responsible for providing accurate and current insurance information. 
�� I authorize a photocopy of this statement to serve as the original and the use of this signature on all insurance 

submissions. 
�� I authorize release of all information necessary to secure payments of benefits. 
�� I understand that Island Health Care may use data developed for and/or provided by clients to determine 

general characteristics of the communities it serves and that none of this information will in any way identify 
individual clients. 

�� I may request a copy of IHC Patient Rights and Grievance Resolution process. 
 
I certify that the above information is true and correct. 

 
 
Patient Signature:   Date:    

 

General Information: Informed consent will be obtained from all patients accessing medical, behavioral health, and/or research 
services/activities. Informed consent is not merely a signed document. It is an ongoing process that considers patient needs 
and preferences, compliance with law and regulation, and patient education. 

 
The patient and/or family, as appropriate, are given information about: 

�� The patient’s condition;; 
�� Proposed treatments, procedures, or research activities;; 
�� Potential benefits and drawbacks of proposed treatments or procedures;; 
�� Problems related to recuperation;; 
�� Alternative treatment(s) or procedure(s);; 
�� The physician or other practitioner primarily responsible for the patient’s care;; 
�� Others authorizing or performing procedures or treatments;; and 
�� Any business relationships among individuals treating the patient, or between the organization and any other health facility. 



TODAY’S DATE:__________________ 

NAME: ___________________________________________ DATE OF BIRTH:___________________ 

ISLAND HEALTH CARE PATIENT MEDICAL HISTORY FORM 

Are you allergic to latex or rubber?     Ƒ Yes     Ƒ No 
ALLERGIES TO MEDICATIONS:        Ƒ None   Ƒ Yes, please list ______________________________ 
                                                                   ____________________________________________________ 
 

 
CURRENT MEDICATION LIST 
Please list all medications taken, including “Over The Counter” supplements. 
,I��121(��FKHFN�KHUH��Ƒ 

MEDICATION        DOSAGE     COMMENTS  

   

   

   

   

   

   

   

   

   

   

   

   
 

Do you have or have you ever been treated for any of the following health problems? (Check box) 
Ƒ�$QHPLD����������������Ƒ�&DQFHU����������������������Ƒ�+HDGDFKHV����     Ƒ High Blood Pressure    Ƒ Seizure Disorder 
                                                                                                                                                          
Ƒ�$UWKULWLV����������������Ƒ�&KHVW�SDLQ��$QJLQD����Ƒ�+HDUWEXUQ����        Ƒ�.LGQH\�'LVHDVH��          Ƒ�6WURNH 
 
Ƒ�$VWKPD����������������Ƒ�'HSUHVVLRQ����������������Ƒ�+HDUW�PXUPXU�     Ƒ�/LYHU�'LVHDVH���            Ƒ�7K\URLG�'LVHDVH 
 
Ƒ�%ORRG�'LVRUGHU����Ƒ�'LDEHWHV�                   Ƒ�+HSDWLWLV�$�RU�&�  Ƒ�0Hntal illness                Ƒ�7XEHUFXORVLV 
 
Ƒ�%URQFKLWLV������������Ƒ�*ODXFRPD�����������       Ƒ�+,9�$,'6             Ƒ�3QHXPRQLD�                  Ƒ�8OFHUV 
 
Ƒ�%RZHO�'LVHDVH����Ƒ�*RXW���                        Ƒ�+LJK�&KROHVWHURO�Ƒ�3URVWDWH�(QODUJHPHQW�� Ƒ�Impaired Vision  
 
Ƒ�2WKHU��OLVW��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
  
Ƒ�I HAVE NONE OF THE ABOVE 
 
*If you have had cancer, what type? ______________________________________________ 
 
 



For women��,V�WKHUH�D�SRVVLELOLW\�\RX�DUH�SUHJQDQW"��Ƒ�<HV���Ƒ�1R 
                     When was your last menstrual period? _____________________ 
                     Ƒ�3RVWPHQRSDXVDO�RU�+\VWHUHFWRP\  

 

HEALTH HABITS AND PERSONAL SAFETY  
Exercise: Ƒ�6HGHQWDU\��QR�H[HUFLVH� 
              Ƒ�0LOG�([HUFLVH��L�H��FOLPE�VWDLUV��ZDON���EORFNV��JROI� 
              Ƒ�2FFDVLRQDO�YLJRURXV�H[HUFLVH��L�H��ZRUN�RU�UHFUHDWLRQ��OHVV�WKDQ��[�ZN�IRU����PLQ�� 
              Ƒ�5HJXODU�YLJRURXV�H[HUFLVH��L�H��ZRUN�RU�UHFUHDWLRQ���[�ZN�IRU����PLQ�) 
 
Diet:  Are you dieting?   Ƒ�<HV������Ƒ�1R 
                                    ,I�\HV��DUH�\RX�RQ�DQ\�SK\VLFLDQ�SUHVFULEHG�PHGLFDO�GLHWLQJ"��Ƒ�<HV�����Ƒ�1R 
        Number of meals you eat in an average day: ________________________________________________ 
        5DQN�RI�VDOW�LQWDNH����Ƒ�+LJK�����Ƒ�0HGLXP�����Ƒ�/RZ 
        5DQN�RI�IDW�LQWDNH����Ƒ�+LJK������Ƒ�0HGLXP������Ƒ�/RZ 
        5DQN�RI�IUXLW�DQG�YHJHWDEOH�LQWDNH�����Ƒ�+LJK�����Ƒ�0HGLXP�������Ƒ�/RZ 
$UH�\RX�VH[XDOO\�DFWLYH"�Ƒ�<HV�Ƒ�1R 
Any discomfort with intercourse? 
Illness related to the Human Immunodeficiency Virus (HIV) such as AIDS has become a major public health 
problem. Risk Factors for this illness include intravenous drug use and unprotected sexual intercourse. Would 
you like to VSHDN�ZLWK�\RX�SURYLGHU�DERXW�\RXU�ULVN�IRU�WKLV�LOOQHVV"�Ƒ�<HV�Ƒ�1R 
'R�\RX�OLYH�DORQH"���Ƒ�<HV���Ƒ�1R 
'R�KDYH�YLVLRQ�RU�KHDULQJ�ORVV"���Ƒ�<HV����Ƒ�1R 
'R�\RX�KDYH�DQ�DGYDQFHG�GLUHFWLYH�RU�/LYLQJ�:LOO"���Ƒ�<HV�����Ƒ�1R����� 
Would you like information on WKH�SUHSDUDWLRQ�RI�WKHVH�GRFXPHQWV"��Ƒ�<HV����Ƒ�1R 
Physical or mental abuse have also become a major public health issue in this country. This often takes the form 
of verbally threatening behavior or actual physical or sexual abuse. Would you like to discuss this issue with your 
SURYLGHU"�Ƒ�<HV�Ƒ�1R 
 
 

Do you currently have any of the following symptoms? 
General  ƑIHYHU� Ƒ�ZHLJKW�ORVV Ƒ�PDODLVH� Ƒ�H[FHVVLYH�GD\WLPH����

sleepiness 
Eye Ƒ�YLVLRQ�ORVV Ƒ�GRXEOH�YLVLRQ Ƒ�IORDWHUV Ƒ�IODVKHV�RI�OLJKW 
Ears, nose, 
mouth, throat 

Ƒ�KHDULQJ�ORVV/ear 
    pain 

Ƒ�VQRULQJ� Ƒ�sore throat Ƒ�sinus/face conges- 
   tion 

Heart  Ƒ�FKHVW�SDLQ/dis- 
    comfort 

Ƒ�SDOSLWDWLRQV Ƒ�SDVVLQJ�RXW Ƒ�VKRUWQHVV�RI�EUHDWK�
with exertion 

Lungs Ƒ�cough Ƒ�pain with  
   breathing 

Ƒ�ZKHH]LQJ Ƒ�short of breath 

Stomach/ 
Intestines 

Ƒ�KHDUWEXUQ Ƒ�constipation Ƒ�GLDUUKHD Ƒ�WURXEOH�VZDOORZLQJ 

Genital/ Kidney Ƒ�EORRG�LQ�XULQH Ƒ�frequent  
   urination 

Ƒ�SDLQIXO�XULQDWLRQ Ƒ�PDOH��IHPDOH�
issues 

Muscles/ joints Ƒ�MRLQW�SDLn/swelling Ƒ�muscle ache Ƒ�back pain  
Skin  Ƒ�UDVK Ƒ�LWFK\�HDUV Ƒ�QRQ�KHDOLQJ�wound Ƒ�FKDQJH�LQ�PROH 
Neurological Ƒ�GL]]LQHVV Ƒ�ZHDNQHVV Ƒ�KHDGDFKH Ƒ�PHPRU\�ORVV 
Psychiatric Ƒ�GHSUHVVHG Ƒ�DQ[LHW\/panic Ƒ�focus/memory problm Ƒ�irritability 
Hormones Ƒ�KHDW�LQWROHUDQFH Ƒ�FROG�LQWROHUDQFH Ƒ�moodiness Ƒ�WKLUVW 
Blood/ Lymph Ƒ�HDV\�bruising Ƒ�VZROOHQ�JODQGV Ƒ�EOHHGLQJ Ƒ�VZROOHQ�DUPV�OHJV 
Allergic Ƒ�VSULQJ�DOOHUJLHV Ƒ�IDOO�DOOHUJLHV Ƒ�VXPPHU�DOOHUJLHV Ƒ�ZLQWHU�DOOHUJLHV 
Other (list)     

 



&DIIHLQH��Ƒ�None  Ƒ�Coffee Ƒ�Tea Ƒ Coke  
                             # of cups/ cans per day 
 
Alcohol: Do you GULQN�DOFRKRO"�Ƒ�<HV��:KDW�NLQG"�_______________________________________ Ƒ�1R 
             How many drinks per week? ____ 
             $UH�\RX�FRQFHUQHG�DERXW�WKH�DPRXQW�\RX�DUH�GULQNLQJ"�Ƒ�<HV�Ƒ�1R 
             Have you considered stopping?    Ƒ�<HV��    Ƒ�1R 
             Have you ever experienced blackouts?     Ƒ�<HV�    Ƒ�1R 
             Are you prone to “binge” drinking?    Ƒ�<HV�    Ƒ�1R 
             Do you drive after drinking?    Ƒ�<HV�     Ƒ�1R 
 
Tobacco: Do \RX�XVH�WREDFFR"�Ƒ�YES     Ƒ�&LJDUHWWHV�BBB�SNV�GD\���Ƒ�&KHZ�BBB��GD\�����Ƒ�3LSH�BBB�#day       
                                                    Ƒ�&LJDUV�BBB�#day   # of years: ____ 
                                                    
                                                    Ƒ�NO      How many years quit? ____ 
Drugs: Do you currently use recreational or street drugs?   Ƒ�<HV�    Ƒ�1R 
             Have you ever given yourself street drugs with a needle?    Ƒ�<HV�    Ƒ�1R 

 

Childhood Illnesses:     Ƒ�0HDVOHV�    Ƒ Mumps   Ƒ�5XEHOOD������Ƒ�&KLFNHQSR[�������Ƒ�5KHXPDWLF�IHYHU������Ƒ�3ROLR 
 

 
Education: Last year of school _______________________ 
 
Family Health History: :HUH�\RX�DGRSWHG"��Ƒ�<HV�����Ƒ�1R 
 
Please note the ages and significant health problem any of these close relatives have been diagnosed with: 
 Age  Significant Health Problem     Age   Significant Health Problem 
Father  
   

  Children  Ƒ�0 
Ƒ�) 

 

Mother  
 

   Ƒ�0 
Ƒ�) 

 

Siblings  
 

Ƒ�0 
Ƒ�) 

  Ƒ�0 
Ƒ�) 

 

 Ƒ�0 
Ƒ�) 

  Ƒ�0 
Ƒ�) 

 

 Ƒ�0 
Ƒ�) 

 Grandmother  
Maternal 

  

 Ƒ�0 
Ƒ�) 

 Grandfather 
Maternal 

  

 Ƒ�0 
Ƒ�) 

 Grandmother  
Paternal 

  

 Ƒ�0 
Ƒ�) 

 Grandfather 
Paternal 

  
 

 

How can we help you today? 

 



 

V. 9_2019. Adopted 1_28_2020.  
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AUTHORIZATION TO REQUEST AND/OR DISCLOSE HEALTH INFORMATION 
245 VINEYARD HAVEN ROAD. EDGARTOWN, MA. 02539 

TEL: 508-939-9358, FAX: 508-939-8644 
 
Patient Name: ___________________________________ Date of Birth: ____________ MRN# ______________ 
 

Address: ______________________________________________________________________________________ 
 

Facility name (obtaining from): ___________________________________________________________________ 
 

Fax:____________________________________________ Phone: _______________________________________ 
 
I  give my permission to release the following information if present in my record: 
 
1. Type of information:  The type of information to be used or disclosed is as follows (check the appropriate circle(s) 

and include other information where indicated):  
 

○ The entire medical record (all information)  
○ Clinic visit notes/Care Plan 
○ Physician and professional consult progress  
    Notes 
○ Diagnostic reports (lab, x-ray, etc.)  

○ Hospital records (Discharge summary, ED records, etc.) 
○ Medication and treatment records   
○ Other: (Describe as specifically as possible) 
 

 
Please read very carefully: Check below to give permission to release this information if present in your record: 
 

○ HIV/AIDS information (Patient authorization required for each release request) 
○ Sexually Transmitted Diseases (STD) 
○ Alcohol and Drug Abuse Records Protected by Federal Confidentiality rules 42 CFR part 2. (Federal  rules  
   prohibit any further disclosure of this information unless further disclosure is expressly permitted by   
   written consent of the person to whom it pertains or as otherwise permitted by 42 CFR part 2) . This  
   consent may be revoked upon written request.  
○ Details of Mental Health Diagnosis and/or Treatment provided by a Psychiatrist, Mental Health Clinical  
   Nurse Specialist, or Licensed Mental Health Clinician. (I understand that my permission may not be  
   required to release my mental health records for payment purposes)  
○ Confidential communications with a Licensed Social Worker 
○ Details of Domestic Violence Victims’ Counseling 
○ Details of Sexual Assault Counseling 
○ None of the above 

 
2. Recipient of information – The information identified above may be released to the following 

individual(s) or organization(s): 
 

Name: _________________________________ 

Facility: ________________________________ 

Address: _______________________________               

_______________________________________ 

_______________________________________ 

Phone: _________________________________ 

Fax: ___________________________________ 
 
Or via Mass Hiway Direct address:    
 
_______________________________________

 
 
 

Continued on page 2 
 

 

MEDICAL RECORDS 508-939-9358 

 
EDGARTOWN, MA 02539 
P.O. BOX 9000 
ISLAND HEALTH CARE 508-939-8644 

medicalrecords@ihc.allscriptsdirect.net 
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Patient Name: ___________________________________ Date of Birth: ____________ 
 

AUTHORIZATION TO REQUEST AND/OR DISCLOSE HEALTH INFORMATION 

3. Purpose of use/disclosure - This information described on the previous page will be used for the following 
purpose(s): 
○ My personal records 
○ Sharing with family and friends (named on front) 
○ Self-referral 
○ Legal purposes 
○ Changing Primary Care Provider 

* What is the reason for changing? 
 __________________________________ 

__________________________________      
 

 
○ Continuity of Care (Sharing with other health  
   care providers as needed)  
○ Other (please describe): 
(ex: insurance changes; availability of appointments; 
moving) 
_____________________________________________ 

 

Authorization Statements/Signatures: 
4. I understand that once the above information is disclosed, it may be re-disclosed by the recipient and the HIPAA 

Privacy Rule is no longer protect by Island Health Care. 
5. I understand that the Facility will not condition the provision of treatment or payment on the provision of this 

authorization. My treatment, payment, health plan enrollment, or eligibility for benefits will not be affected if I do not 
sign this form.  

6. I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization, 
I must do so in writing and present my written revocation to a licensed Facility staff member. I understand that the 
revocation will not apply to information that has already been released in response to this authorization.  

7. I understand that my revocation will not apply to my insurance company when the law provides my insurer with the 
right to contest a claim under my policy.  

8. This authorization is valid for Protected Health Information: 
  A onetime disclosure expires in 60 days       Ongoing disclosure expire upon written revocation. 
  Expire in 1 year   Expire in 2 years          Expire on date (specify): _____________________  

9.  How would you like to receive records?    
           Paper ($0.15 per page + Postage if need it mailed)           CD ($7.00 flat rate)             Fax ($0.15 per page) 
           Free Electronic transfer via “Mass Hiway Direct Messaging” (Only available for recipient with active direct  
          Address. Please confirm with recipient before selecting this option) 
10.  I have carefully read and understood the above, have had any questions answered to my satisfaction, and do herein 

expressly and voluntarily authorize disclosure of the above information about/  for medical records of my condition to 
recipient.   

 
______________________________________________________     ___________________ 
Signature of Patient or Personal Representative                                         Effective Date  
 

_____________________________________________________ 
Print Name 
 

______________________________________________________ 

Personal Representative’s Title (e.g., Guardian, Executor of Estate, Health Care Power of Attorney) 
  
* Other than the patient’s signature, a copy of legal paper work verifying the patient’s personal representative MUST 
accompany the request. Exception: parent or guardian authorized to sign for patient under the age of 18.  
 

For Internal Use Only 
Date request received: ________________________ Received by:   ○ Mail      ○ email     ○ Dropped off in person 
Date released: ____________________ Information released/ reviewed by: ________________________________ 
Records sent by:  ○ Mail   ○ Fax     ○ Picked up in person    ○ Direct Messaging 
 

Revocation 
Date Revoked: __________________ 

Initials of Privacy Official___________ 



 
 
 

Permission to Verbally Discuss Protected Health Information  
 
 

 

I, _______________________________, give my permission for you to 
disscuss my medical information with the following person(s):  
 
 

1. ___________________________________ 
 

2. ___________________________________ 
 

3. ___________________________________ 
 

4. ___________________________________ 
 

5. ___________________________________ 

  
 
I understand that this permission is valid until there is a written revocation.  
 
 
 
_________________________       ________________ 
           Patient Signature         Date 
 

 



 
 
 

Permission to leave a message 
 

 
☐ Yes, you may leave a message on my voicemail/answering machine at 
the following phone number(s): 
 
____________________________________________________________  

____________________________________________________________ 
 
☐ No, you may not leave a message on my voicemail/answering machine.  
 
 
 
 
_________________________    ________________ 
           Patient Signature         Date 
 

 



1.  Today’s Date:  ____/____/_______

2.  What is your housing situation today?
� I do not have housing (staying with  

others, in a hotel, in a shelter, living 
outside on the street, on a beach,  
in a car, or in a park)

� I have housing today, but I am worried 
about losing housing in the future

� I have housing
� I am not sure

3. Think about the place you live. Do you  
have problems with any of the following? 
(Check all that apply)
� Pests such as bugs, ants, or mice
� Mold
� Lead paint or pipes
� Inadequate heat
� Oven or stove not working
� No or not working smoke detectors
� Water leaks
� None of the above
� I am not sure

4. Within the past 12 months, you worried  
that your food would run out before you  
got money to buy more.
� Often true
� Sometimes true
� Never true

5. Within the past 12 months, the food you 
bought just didn’t last and you didn’t have 
enough money to get more.
� Often true
� Sometimes true
� Never true

6. In the past 12 months, has lack of  
transportation kept you from medical  
appointments, meetings, work or from  
getting things needed for daily living?  
(Check all that apply)
� Yes, it has kept me from medical 

appointments or getting medications
� Yes, it has kept me from non-medical 

meetings, appointments, work, or 
getting things that I need

� No
� I am not sure

7. In the past 12 months has the electric, gas, 
oil, or water company threatened to shut off 
services in your home?
� Yes
� No
� Already shut off
� I am not sure

ȉɍ�'ū�ǋūƭ�ǅîŠƥ�ĺĚŕƎ�ǶŠēĿŠĳ�ūƑ�ŒĚĚƎĿŠĳ�ǅūƑŒ�
or a job?
� Yes, help finding work
� Yes, help keeping work 
� I do not need or want help 
� I am not sure

English 06/19

Completed:
� In-person     � By mail
� By phone     � By Email 
� Other

STAFF ONLYName _______________________________
DOB ________________________________
Medical Record # ____________________

Directions:  ¡ŕĚîƙĚ�Ƕŕŕ�ūƭƥ�îŕŕ�ƥĺĚ�ƐƭĚƙƥĿūŠƙɈ�
ǅĺĚƥĺĚƑ�ǋūƭ�îƑĚ�îŠƙǅĚƑĿŠĳ�ĲūƑ�ǋūƭƑƙĚŕĲ�ūƑ� 
ĲūƑ�î�ČĺĿŕēɈ�ƙū�ƥĺîƥ�ǋūƭƑ�ČîƑĚ�ƥĚîŞ�ĺîƙ�ƥĺĚ� 
Şūƙƥ�ČūŞƎŕĚƥĚ�ĿŠĲūƑŞîƥĿūŠ�ƥū�ČîƑĚ�ĲūƑ�ǋūƭɍ

ENGLISH



 
Date of Application: ___________ 
Temporary Sliding Fee: $_______ 
Health Insurance: Yes/No 
Type of Insurance: ____________ 
Date of Service______________ 

       2/2020 

                                    ARE YOU ELIGIBLE FOR A DISCOUNT? 
Island Health Care Community Health Center (IHC) provides discounted fees for patients who are income 
eligible. We call these “sliding fees.” EVEN IF YOU HAVE HEALTH INSURANCE, YOU MAY QUALIFY!!  
 
    Head of Household Name____________________________ 

Patient:(First, Middle, Last) ________________________________ Date of Birth_____________________       
Address:___________________________________________City/State/Zip____________________________ 
Best telephone number to reach you______________________ # family members in household: ______ 
Annual Family Income$_________________ 

 
Household Information: List all family members in household including yourself in line 1. 
Name                                           Date of Birth          Relationship      Employed   Annual Income 
1.________________________ _____________ _____________    Yes/No     $____________ 

 
2.________________________  ____________  _____________    Yes/No     $____________ 

 
3.________________________ _____________ _____________    Yes/no      $____________ 

 
4.________________________ _____________ _____________    Yes/No      $____________ 
 
5.________________________ _____________ _____________    Yes/No      $____________ 
 
ZERO INCOME? IF SO, ALL OF THE FOLLOWING QUESTIONS MUST BE ANSWERED TO QUALIFY. 
Name of last employer:______________________________ Date of last employment__________ 
Income earned so far this year____________Please explain how your basic needs have been met:(How do 
you pay for)Food:____________ Utilities:_________Shelter:_________ Non-Food Items:____________ 
I ___________________________,certify that I have had no source of income since_______ 

    Do you expect to become employed_____ , if so when ______  expected weekly income________     

You are required to verify* and report your income when you become employed. Failure to 
provide this information will result in the termination of your sliding fee. 

Please sign the following simple attestation: I certify that the information provided is accurate to the best 
of my knowledge, and that if I pay a discounted fee for today’s visit, I will provide the required 
documentation to IHC within 14 days or by the time of my next visit, whichever is sooner. If upon review 
IHC determines that I am NOT eligible for a discount or I fail to submit the required follow-up documentation, I 
agree that I am responsible for the non-discounted fee for today’s visit. I understand that I will be asked to 
update this information on annual basis. I understand I am fully responsible for my bill if I do not comply with 
the above requirements. 

_____________________________________     __________________________________ _______________ 

Full Name (Print)                                                       Signature                                                      Today’s Date 

*One of the following forms of proof of income MUST be provided within 14 days of this application. 

a. Most recent Income Tax Return with attached W2’s and/or 1099”s 
b. Pay check stubs: Two or more recent consecutive pay stubs. 
c. Employer Letter: For those not receiving an actual pay check, a letter from employer detailing current gross 
income and frequency of pay periods may be accepted. Contact information must be provided so that 
information can be verified.                                                                  
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I, ________________________________________________________________________(the principal),
residing at________________________________________, __________________ County, Massachusetts, 
pursuant to Massachusetts General Laws Chapter 201D, appoint the following person to be my Health Care 
Agent:

Name: ___________________________________  Phone #: ___________________________________

Address: ______________________________ City/State/Zip: ___________________________________

If my Health Care Agent named above is not available, I name as an alternate Health Care Agent:

Name: ___________________________________  Phone #: ___________________________________

Address: ______________________________ City/State/Zip: ___________________________________

I give my Health Care Agent authority to make all health care decisions on my behalf if I become incapable 

of making such decisions for myself, including but not limited to decisions concerning initiation, continuing, 

withdrawing or refusing any life-prolonging care, treatment, service or procedure, EXCEPT (here list the 

limitations, IF ANY, you wish to place on your Agent’s authority):

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

My Health Care Agent shall make health care decisions for me in accordance with my Health Care Agent’s 
assessment of my wishes, including my religious and moral beliefs. If my wishes are unknown, my Health 
Care Agent shall make such decisions for me only in accordance with my Health Care Agent’s assessment of 
my best interests.

My Agent may obtain any and all medical information, including confidential medical information, as I 
would be entitled to receive. Photocopies of this Health Care Proxy shall have the same force and effect as the 
original and may be given to other health care providers.

My Health Care Agent’s authority to act on my behalf shall exist only for the period during which my attending 
physician determines that I lack capacity to make or communicate health care decisions for myself.

I sign this Health Care Proxy on ________________, 20_____ in the presence of two witnesses.

Signed: ___________________________________________________________

(If the Principal cannot sign) The principal is unable to sign and at the direction of the principal I have signed 
his/her name in his/her presence and in the presence of two witnesses.

 Name: ______________________________________________________________________

   Street:  _____________________________ City/Town: ______________________________

MASSACHUSETTS HEALTH CARE PROXY FORM



MASSACHUSETTS HEALTH CARE PROXY FORM

We, the undersigned witnesses, each declare in the presence of the principal that neither of us has been named 
as Health Care Agent or alternate Health Care Agent in this Health Care Proxy, and we further declare that 
the principal signed this instrument as his/her Health Care Proxy, or directed its execution, in the presence 
of each of us, that each of us signs this Health Care Proxy as witness in the presence of the principal, and 
that to the best of our knowledge  he/she is eighteen (18) years of age or over, of sound mind, and under no 
constraint or undue influence.

 Witness: ________________________________  Printed Name: _____________________________

 Address:  ___________________________________________________________________________

 Witness: ________________________________  Printed Name: _____________________________

 Address:  ___________________________________________________________________________

STATEMENT OF HEALTH CARE AGENT (OPTIONAL)

Health Care Agent: I have been named by ______________________________________ (the “principal”) 
as the principal’s Health Care Agent by his or her Health Care Proxy and I hereby accept this appointment. Health Care Agent by his or her Health Care Proxy and I hereby accept this appointment. Health Care Agent
The principal has communicated to me his/her health care wishes at a time of possible incapacity, and I will 
try to give effect to the principal’s wishes. I am not an operator, administrator or employee of a hospital, 
nursing home, rest home, Soldiers Home or other health facility where the principal is presently a patient or 
resident or has applied for admission; or if I am such a person, I am also related to the principal by blood, 
marriage or adoption.

Signature of Health Care Agent: ______________________________________  Date:  _____________

STATEMENT OF ALTERNATE HEALTH CARE AGENT (OPTIONAL)

Alternate: I have been named by __________________________________________________________

(the “principal”) as the principal’s Alternate Health Care Agent by his or her Health Care Proxy and I hereby Alternate Health Care Agent by his or her Health Care Proxy and I hereby Alternate Health Care Agent
accept this appointment. The principal has communicated to me his/her health care wishes at a time of 

possible incapacity, and I will try to give effect to the principal’s wishes. I am not an operator, administrator or 

employee of a hospital, nursing home, rest home, Soldiers Home or other health facility where the principal 

is presently a patient or resident or has applied for admission; or if I am such a person, I am also related to 

the principal by blood, marriage or adoption.

 Signature of Alternate Health Care Agent: ______________________________  Date: ____________

This Health Care Proxy Form was prepared by The Central Massachusetts Partnership to Improve Care at the End of Life.  The Partnership grants permission to 
reproduce this document in its entirety, so long as the source, including this statement, is shown.  12/03
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MASSACHUSETTS MEDICAL ORDERS  
for  LIFE-SUSTAINING TREATMENT  
 
(MOLST)  www.molst-ma.org  

 
Patient’s Name _________________________________ 
Date of Birth  ___________________________________  
Medical Record Number if applicable: ______________   

INSTRUCTIONS:  Every patient should receive full attention to comfort. 
ĺ This form should be signed based on goals of care discussions between the patient (or patient’s representative signing below) and the 

signing clinician. 
ĺ Sections A–C are valid orders only if Sections D and E are complete. Section F is valid only if Sections G and H are complete. 
ĺ If any section is not completed, there is no limitation on the treatment indicated in that section.   
ĺ The form is effective immediately upon signature. Photocopy, fax or electronic copies of properly signed MOLST forms are valid. 

A 
Mark one circle Î 

CARDIOPULMONARY RESUSCITATION: for a patient in cardiac or respiratory arrest 

 o  Do Not Resuscitate                               o  Attempt Resuscitation    

B 
Mark one circle Î  

 

Mark one circle Î 

VENTILATION:  for a patient in respiratory distress  

  o  Do Not Intubate and Ventilate                                                    o  Intubate and Ventilate    

  o  Do Not Use Non-invasive Ventilation (e.g. CPAP)                      o  Use Non-invasive Ventilation (e.g. CPAP) 

C 
Mark one circle Î 

TRANSFER TO HOSPITAL 

  o  Do Not Transfer to Hospital (unless needed for comfort)            o  Transfer to Hospital    

PATIENT  
or patient’s 

representative 
signature 

D 
Required   

 
Mark one circle and 

fill in every line  
for valid Page 1. 

 

Mark one circle below to indicate who is signing Section D: 
o  Patient             o  Health Care Agent           o  Guardian*         o  Parent/Guardian* of minor 
Signature of patient confirms this form was signed of patient’s own free will and reflects his/her wishes and goals of care as 
expressed to the Section E signer. Signature by the patient’s representative (indicated above) confirms that this form reflects 
his/her assessment of the patient’s wishes and goals of care, or if those wishes are unknown, his/her assessment of the 
patient’s best interests.  *A guardian can sign only to the extent permitted by MA law. Consult legal counsel with 
questions about a guardian’s authority. 

___________________________________________________________________       ________________________________ 
Signature of Patient (or Person Representing the Patient)                                            Date of Signature 

_________________________________________________________    ____________________________ 
Legible Printed Name of Signer                                                                                        Telephone Number of Signer 

CLINICIAN  
signature 

E 
Required  

Fill in every line for 
valid Page 1.  

Signature of physician, nurse practitioner or physician assistant confirms that this form accurately reflects his/her discussion(s) 
with the signer in Section D.   
___________________________________________________________________         ________________________________ 
Signature of Physician, Nurse Practitioner, or Physician Assistant                              Date and Time of Signature 

_______________________________________________________         ____________________________ 
Legible Printed Name of Signer                                                                                         Telephone Number of Signer 

 
Optional 

Expiration date (if 
any) and other 

information 

This form does not expire unless expressly stated.   Expiration date (if any) of this form:  ______________________ 
Health Care Agent Printed Name ___________________________________    Telephone Number ________________ 
Primary Care Provider Printed Name ________________________________    Telephone Number ________________ 

SEND THIS FORM WITH THE PATIENT AT ALL TIMES. 
HIPAA permits disclosure of MOLST to health care providers as necessary for treatment. 
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Patient’s Name: ______________________ Patient’s DOB ___________ Medical Record # if applicable__________________ 
                               

F 
 

Mark one circle Î  
 
 

 

Mark one circle Î  
 

 

 

Mark one circle Î  

 
 

Mark one circle Î  
 

 

 

Mark one circle Î  
 

Statement of Patient Preferences for Other Medically-Indicated Treatments 
INTUBATION AND VENTILATION  
o Refer to Section B  on 

Page 1 
o Use intubation and ventilation as marked 

in Section B, but short term only 
o Undecided 
o Did not discuss 

NON-INVASIVE VENTILATION (e.g. Continuous Positive Airway Pressure - CPAP) 
o Refer to Section B  on 

Page 1 
o Use non-invasive ventilation as marked in 

Section B, but short term only 
o Undecided 
o Did not discuss 

DIALYSIS 
o No dialysis o Use dialysis 

o Use dialysis, but short term only 
o Undecided 
o Did not discuss 

 ARTIFICIAL NUTRITION  
o No artificial nutrition o Use artificial nutrition 

o Use artificial nutrition, but short term only 
o Undecided 
o Did not discuss 

ARTIFICIAL HYDRATION  
o No artificial hydration o Use artificial hydration 

o Use artificial hydration, but short term only 
o Undecided 
o Did not discuss 

Other treatment preferences specific to the patient’s medical condition and care  ________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 

PATIENT  
or patient’s 

representative 
signature 

 

G 
Required 

Mark one circle and 
fill in every line 

for valid Page 2. 

Mark one circle below to indicate who is signing Section G: 
o  Patient                 o Health Care Agent            o  Guardian*        o  Parent/Guardian* of minor 
Signature of patient confirms this form was signed of patient’s own free will and reflects his/her wishes and goals of care as 
expressed to the Section H signer. Signature by the patient’s representative (indicated above) confirms that this form reflects 
his/her assessment of the patient’s wishes and goals of care, or if those wishes are unknown, his/her assessment of the 
patient’s best interests.  *A guardian can sign only to the extent permitted by MA law. Consult legal counsel with 
questions about a guardian’s authority. 
_______________________________________________________        ____________________________ 
Signature of Patient (or Person Representing the Patient)                                              Date of Signature 

_______________________________________________________        ____________________________ 
Legible Printed Name of Signer                                                                                          Telephone Number of Signer 

CLINICIAN  
signature 

H 
Required 

Fill in every line for 
valid Page 2. 

Signature of physician, nurse practitioner or physician assistant confirms that this form accurately reflects his/her 
discussion(s) with the signer in Section G.   
_______________________________________________________         ____________________________ 
Signature of Physician, Nurse Practitioner, or Physician Assistant                               Date and Time of Signature 
_______________________________________________________         ____________________________ 
Legible Printed Name of Signer                                                                                          Telephone Number of Signer 

Additional Instructions For Health Care Professionals  
ĺ Follow orders listed in A, B and C and honor preferences listed in F until there is an opportunity for a clinician to review as described below.  
ĺ Any change to this form requires the form to be voided and a new form to be signed. To void the form, write VOID in large letters across both sides of 

the form.  If no new form is completed, no limitations on treatment are documented and full treatment may be provided. 
ĺ Re-discuss the patient's goals for care and treatment preferences as clinically appropriate to disease progression, at transfer to a new care setting or 

level of care, or if preferences change.  Revise the form when needed to accurately reflect treatment preferences. 
ĺ The patient or health care agent (if the patient lacks capacity), guardian*, or parent/guardian* of a minor can revoke the MOLST form at any time 

and/or request and receive previously refused medically-indicated treatment.  *A guardian can sign only to the extent permitted by MA law.  
Consult legal counsel with questions about a guardian’s authority. 
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�
IMPORTANT�INFORMATION�ABOUT�MASSACHUSETTS�MOLST�

�
The�Massachusetts�MOLST�form�is�a�MA�DPHͲapproved�standardized�medical�order�form�for�use�by�
licensed�Massachusetts�physicians,�nurse�practitioners�and�physician�assistants.���
�
While�MOLST�use�expands�in�Massachusetts,�health�care�providers�are�encouraged�to�inform�patients�
that�EMTs�honor�MOLST�statewide,�but�that�systems�to�honor�MOLST�may�still�be�in�development�in�
some�Massachusetts�health�care�institutions.���
��
PRINTING�THE�MASSACHUSETTS�MOLST�FORM�
������������������������������������������������������������������������������������������������������������������������������������������������������������������������������������������� �����������������������������������
� Do�not�alter�the�MOLST�form.�EMTs�have�been�trained�to�recognize�and�honor�the�standardized�

MOLST�form.�The�best�way�to�assure�that�MOLST�orders�are�followed�by�emergency�medical�
personnel�is�to�download�and�reproduce�the�standardized�form�found�on�the�MOLST�web�site.�
�

� Print�original�Massachusetts�MOLST�forms�on�bright�or�fluorescent�pink�paper�for�maximum�visibility.��
Astrobrights®�Pulsar�Pink*�is�the�color�highly�recommended�for�original�MOLST�forms.��EMTs�are�
trained�to�look�for�the�bright�pink�MOLST�form�before�initiating�lifeͲsustaining�treatment�with�
patients.����

�
� Print�the�MOLST�form�(pages�1�and�2)�as�a�doubleͲsided�form�on�a�single�sheet�of�paper.��
�
� Provide�an�electronic�version�of�the�downloaded�MOLST�form�to�your�institution’s�forms�department�

or�to�personnel�responsible�for�copying/providing�forms�in�your�institution.�
�
FOR�CLINICIANS:��BEFORE�USING�MOLST�
�
MOLST�requires�a�physician,�nurse�practitioner,�or�physician�assistant�signature�to�be�valid.��This�
signature�confirms�that�the�MOLST�accurately�reflects�the�signing�clinician’s�discussion(s)�with�the�
patient.�The�MOLST�form�should�be�filled�out�and�signed�only�after�inͲdepth�conversation�between�the�
patient�and�the�clinician�signer.���
�
Before�using�MOLST:��
�
� Access�the�Clinician�Checklist�for�Using�MOLST�with�Patients�at:�http://www.molstͲma.org/healthͲ

careͲprofessionals/guidanceͲforͲusingͲmolstͲformsͲwithͲpatients.���
�
� Listen�to�MOLST�Overview�for�Health�Professionals�at:�http://www.molstͲma.org/molstͲtrainingͲline.��

�
� Access�the�MOLST�website�at:�http://www.molstͲma.org�periodically�for�MOLST�form�updates.��

�
� For�more�information�about�Massachusetts�MOLST�or�the�Massachusetts�MOLST�form,�visit�

http://www.molstͲma.org.��
�
*�Astrobrights®�Pulsar�Pink�paper�can�be�purchased�from�office�suppliers,�including:���

Staples�Ͳ�Item�#491620�Wausau™�Astrobrights®�Colored�Paper,�8�1/2"�x�11",�24�Lb,�Pulsar�Pink,�in�stores�or�at�
http://www.staples.com,�and�

Office�Depot�–�Item�#420919�Astrobrights®�Bright�Color�Paper,�8�1/2�x�11,�24�Lb,�FSC�Certified�Pulsar�Pink,�in�
stores�or�at�http://www.officedepot.com.�

http://www.molst-ma.org/health-care-professionals/guidance-for-using-molst-forms-with-patients
http://www.molst-ma.org/health-care-professionals/guidance-for-using-molst-forms-with-patients
http://www.molst-ma.org/molst-training-line
http://www.molst-ma.org/
http://www.molst-ma.org/
http://www.staples.com/
http://www.officedepot.com/

