
PLEASE PRINT.  ASK A STAFF MEMBER IF YOU WOULD LIKE HELP COMPLETING THIS FORM. THANK YOU! 

DATE:  ________________     RECORD # ____________________ 

Have you EVER been seen at the Sheep Inc Health Care Clinic before?:      
      □ No         □ Yes          Is this your first visit in 2026?     □ No        □ Yes    

DEMOGRAPHICS 

First Name: ______________________Middle Name: _____________________   Last Name:  ___________________     

Email: ___________________________@________________________     

Date of Birth:	 _______/_______/_________        Marital Status:   □ Married    □ Single    □ Partnered    □ Widowed                                                   

Social Security Number (if you have one):  _________-_________-__________               

Address:  ____________________________________________________     City:  _________________________         

State:  __________________________________    Zip Code:  __________________County:___________________ 

Primary Phone to contact you:  (_______) ________-__________     

Is this phone a:  □ Cell Phone   □ Home Phone    □ WhatsApp 

Emergency Contact Person  à  Name & Relationship to You:  ______________________________________________        

Emergency Contact Phone Number:  (________) _________-__________   

How did you hear about the clinic? __________________________________________ 

Level of education?:      □ Grade School      □ High School      □ Bachelor      □ Masters                             

□ Other___________                     
RACE and ETHNICITY and GENDER 

Ethnicity:    □ Hispanic/Latino or other Spanish Origin        □ Mexican/Mexican American      □ NOT Hispanic/Latino     □ 
Cuban   □ Puerto Rican 

Race: 	□ African      □ Black/African American    □ White    □ American Indian/Alaskan Native     □ Asian                   □ 
Native Hawaiian    □ Pacific Islands      □ Middle Eastern or North African    □ Chinese   □ Japanese    □ More than one  

Preferred Language:   □ English      □ Spanish     □ Other:  _________________________ 

Gender:    □ Male     □ Female               

Are you a US Citizen?   □ Yes   If No, what is your country of origin?  _____________________________ 
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INSURANCE HELP 

Do you have any health insurance?    □  Yes    □  No   

Did you recently lose your health insurance?      □ Yes      □ No   
	    

If YES, WHEN did you lose your insurance?    □ Within 1 month    □ 1-3 months ago    □ More than 3 months ago 

            If YES, what insurance DID you have:     □ From my work      □ Medicaid/Medical Assistance		 	 	
	 	 	 	      □  Marketplace (Affordable Care Act/Pennie/Obamacare)   

Have you applied for ANY health insurance in the past 3-6 months?                                                                                         
□ Yes        □ No       □ Would like more information or help in applying 

Are you employed?  □  Yes   □  No   If Yes  □  full time □  part time  □  temp  □  self employed 

If not employed, why not? _________________________________________________ 
	  

HOUSING and INCOME 

What is your current housing status?    □ Homeless Shelter      □ Transitional (rehab program, half-way house, etc.)                           
□ I rent or own an apartment or house      □ Doubled Up (temporarily staying with family/friend)                                            
□ Homeless (living on the street)	      □ Permanent Supportive Housing Facility/Center 	 	       
	 	 	      	               

Total Number of People in your Family Household:  __________    =   Adults:  _______    +    Children:  _______ 

What is the current income for you or people you live with, from all sources? This will NOT impact your visit.                                                       
□ $________________  per month      or     □ No monthly income        

What is the source of your income or that of the people you live with/help support you or your family?            
(Check ALL that apply)   
□ Wages/Work                □ Pension                 □ Social Security (retirement income)               □ Disability Payments/SSDI                       
□ Food Stamps/SNAP     □ Child Support        □ Alimony         □ Friends/Family Help Me       □ Unemployment Benefit        
□ I’m using my savings right now                     □ Other:  ______________________________ 

Patient Signature ________________________________________ Date  _____________________________ 

NEXT PAGE 

￼  2



  CONSENT TO TREAT 

Welcome to Sheep Inc. Health Care Center 

Our Mission 

 Sheep Inc. Health Care Center is a faith based, free medical center showing God’s love and compassion by providing quality health care to 
those in need. 

I_____________________________, authorize and request that Sheep Inc. Health Care Center provide examinations, treatment, and/or 
diagnostic procedures which now or during the course of my care as a patient, in their judgment, are deemed advisable or required. 

• Patients are examined or treated by a volunteer provider. 
• The Center is not equipped to handle emergencies. If you are experiencing one, you will need to go to an emergency facility. 
• Our resources are limited. Therefore, unlike traditional primary care offices, there is NEVER a physician on call after normal 

business hours. 
• The Center is designed to provide limited, routine, medical services .There are no specialists on staff. 
• Although we do not charge for medical services, donations are welcome to help with the cost of medication and labs. No services 

or goods are exchanged as a result of your donation. 

If I have any questions regarding this consent form, I may discuss them with a member of the Center staff. 
 I have read and fully understand the Consent To Treat  

     

   
 Patient Signature_______________________ Date of Birth____________________                  
                                                             
  
                                                                          Today’s Date____________________                                                                                       

The above individual is unable to consent because: 

_______Minor        ________Incompetent                 ____Other _________________ 
  
Signature____________________                  Relationship______________________ 

Witness_____________________                   Date____________________________ 

	  

                                                                                            NEXT PAGE 

                 NOTICE OF PRIVACY PRACTICES 
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Sheep Inc. Health Care Center 

The Sheep Inc. Health Care Center protects confidential health care information  
And will make every attempt to adhere to the guidelines below. 

The Sheep Inc. Health Care Center may use and give your information to: 
• Treat you 
• Operate health care services 

The Sheep Inc. Health Care Center may use and give your health information for: 
• Law enforcement requests 
• Judicial and administrative proceedings related to legal actions 
• Healthcare fraud and abuse detection or compliance with the law 
• Use by another healthcare provider treating you 
• Government health oversight activities 
• Reports required by law to births, death, or disease 
• Reports required by law related to neglect and abuse, or domestic violence 
• Notifying a party about exposure to a possible communication disease 
• Averting a serious threat to public health and safety 

 You may: 
• Inspect or get a copy of your medical record 
• Request a change of information on your medical record if you think it is incorrect 
• Request a list of persons whom the Sheep Inc. Health Care Center shared your health information 
• Ask the Sheep Inc. Health Care Center to limit the information it shares 
• Ask for a copy of your privacy notice 

 If you have any questions or requests, please contact the Sheep Inc. Health Care Center at the telephone number listed below. 
Robert Beasley, DO, Director                         Eileen Andrews, Director, Clinic Operations 
(412) 310-0062                                               (412) 310-0062 

Patient Signature_________________    Date of Birth_______________    
                                                                 Today’s Date_______________ 

The above individual is unable to sign because: 
_____Minor _____ Incompetent _____Other_________________________________  

  
Signature________________________Relationship___________________________ 
  
Witness_________________________Date__________________________________ 

                                                                                         NEXT PAGE 

	 	  

Notice to Patients 
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This is o notify you that under Federal law relating to the operation of free clinics, the 
Federal Tort Claims Act (FTCA), (See 28 U.S.C.1346(b), 2401(b), 2671-80) provides the 
exclusive remedy for damage from personal injury, including death, resulting from the 
performance of medical, surgical, dental, or related functions by any free clinic volunteer 
health care practitioner who the Department of Health and Human Services has deemed to be 
an employee of the Public Health Service.  This FTCA medical malpractice coverage applies to 
deemed free clinic volunteer health care practitioners who have provided a required or 
authorized service under Title XIX of the Social Security Act (i.e., Medicaid program) at a 
free clinic site or through offsite programs or events carried out by the free clinic (See 42 
U.S.C.233(a),(o). 

The above Federal law and other State and Federal laws including the Federal Volunteer 
Protection Act of 1997 may cover certain free clinic health care professionals providing health 
care services to patients at this free clinic. 

Acknowledged: 

￼  
(Patient Signature) 

￼  
(Patient name, Printed legibly) 

￼  
(Date) 

NEXT PAGE 
Patient History 

Name Date of Birth Today’s Date 

Address Phone
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Family History Questionnaire 

Do any of the following diseases run in your family? 

Patient’s Medical History 

Medication 
List all medicines that you are now taking, include vitamins and herbs 

                 
           Circle Yes/No If Yes-Please explain 

Family Member Alive/Deceased Age
Medical Problems 

Cause of Death

Father

Mother

Sister

Sister

Brother

Brother

___ Heart Attack ___ Kidney Disease ___ Diabetes 

___ Heart Disease ___ Seizures ___ Cancer

___ Stroke ___ Bad Nerves ___ Tuberculosis

___ High Blood Pressure ___ Depression

___ Diabetes ___ Pneumonia ___ Chicken Pox

___ High Blood Pressure ___ Ulcers ___ Measles

___ Heart Problems ___ Arthritis ___ Mumps

___ Breathing Problems ___ Anemia ___ Hepatitis

___ Liver disease ___ Asthma

Name Dosage Frequency

1.

2.

3.

4.

5.

6.
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NEXT PAGE 

Surgery History 

Health Habits 

Date of your last Mammogram______________ 

Drug Allergies Yes

NO	

Name:

Surgery Year

Immunization 

Diseases you have been immunized against and an approximate date: i.e.; as a child 

Pneumonia ___________ Hepatitis A ___________ Tetanus ___________

Polio ___________ Hepatitis B ___________

Influenza ___________ Chicken Pox ___________

Small Pox ___________ Measles ___________

Skin Test for TB ___________ Typhoid ___________ 

Check items used How Much? How Often?

___Caffeine 

___Recreational Drugs 

___Tobacco 

___Alcohol 
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Next Page 

AUTHORIZATION TO SHARE PROTECTED HEALTH INFORMATION 

Patient Name:	 ______________________________________________       DOB: ________________________________	 	      

I authorize SHEEP INC HEALTH CARE CENTER to allow the following individuals to have access to my health information. Unless noted below, 
this authorization will allow access to my entire record. 

AUTHORIZED INDIVIDUAL 

______________________________________  ______________   _______________________________     ________________________ 
(Name of Individual)	     	      	  (Date of Birth)          (Relationship)	 	                  (Telephone Number) 

Please do NOT include the following in any authorization: 
__ Mental Health   	__ Drug/Alcohol Conditions __ AIDS/HIV Status __  Sexually Transmitted  Diseases __ Other (please specify) __________________ 
AUTHORIZED INDIVIDUAL 

______________________________________  ______________   _______________________________     ________________________ 
(Name of Individual)	     	      	   (Date of Birth)          (Relationship)	 	                  (Telephone Number) 

Please do NOT include the following in any authorization: 

__ Mental Health   __ Drug/Alcohol Conditions __ AIDS/HIV Status __ Sexually Transmitted  Diseases __ Other  (please specify)____________________ 

Please print the telephone number(s) where your provider’s office may contact you to discuss your appointments, lab or x-ray results, or 
other healthcare information. 
(cell) ______________________ (home) ______________________ (work) _____________________ 

If you are unavailable, may we leave a detailed message on an answering machine or voicemail? Yes   _______ No____ 

If yes above, may we also leave messages with whoever answers the telephone?   _______ Yes   _______ No 

I understand that if the person or persons listed above are not health care providers, health plans or health clearinghouses who must follow 
the federal privacy standards, the health information disclosed as a results of this authorization may no longer be protected by the federal 
privacy standards and my health information may be further disclosed without obtaining my authorization. 

Yes No

Are you ever hurt, threatened, or made to feel afraid at home

Patient’s Name Date

Reviewed by Date
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Right to Refuse to Sign This Authorization – I understand that I am under no obligation to sign this form and that the person(s) and/or 
organization(s) listed above who I am authoring to use and/or disclose my information may not condition treatment , payment, enrollment 
in a health plan, or eligibility for health care benefits  on my decision to sign this authorization. 

Right to Withdraw This Authorization – I understand that I may revoke this authorization in writing at any time up to the time this request 
has been fulfilled or any other action has been take in reliance on this request by submitting in writing my revocation to the above named 
healthcare provide. 

Expiration Date: This authorization is valid until communicated otherwise by the patient or guardian listed below. 

I have had the opportunity to review and understand the content of this authorization form. By signing this authorization, I am confirming 
that it accurately reflects my wishes 

Signature of Patient or Legal Representative___________________________________________                   

Date_____________________________ 

If signed by other than the patient, please state relationship: _______________________                                                            

                                                                                                    

Next Page 

                               	 	  PATIENT RIGHTS AND RESPONSIBILITIES  

You have the right to:  

1.  Be treated in a dignified and respectful manner and to receive reasonable responses to reasonable requests for service.  

2.  To effective communication that provides information in a manner you understand and in a manner that meets your needs in the event 
of vision, hearing or cognitive impairments. Information should be provided in easy to understand terms that will allow you to formulate 
informed consent.    

3.   Respect for your cultural and personal values, beliefs and preferences.  

4.  Personal privacy, privacy of your health information and to receive a notice of the Center’s privacy practices.  

5.  Accommodations for your religious and other spiritual services.  

6.  To access, request amendment to and obtain information on disclosures of your health information in accordance with law and regulation 
within a reasonable time frame.  

7.  To have a family member, friend or other support individual to be present with you during the course of your visit, unless that person’s 
presence infringes on others’ rights, safety or is medically contraindicated.  

8.  Care or services provided without discrimination based on age, race, ethnicity, religion, culture, language, physical or mental disability, 
socioeconomic status, sex, sexual orientation and gender identity or expression.  

9.  Participate in decisions about your care, including developing your treatment plan and discharge planning.  

10. Refuse care, treatment or services in accordance with law and regulation and to leave the Center against advice from the physician.  

11. Have a surrogate decision-maker participate in care, treatment and services decisions when you are unable to make your own decisions.  

12.  Receive information about the outcomes of your care, treatment and services, including unanticipated outcomes.  

13.  Give or withhold informed consent when making decisions about your care, treatment or services.  

14.  Receive information about benefits, risks, side effects to proposed care, treatment and services; the likelihood of achieving your goals 
and any potential problems that might occur from your treatment and services and any reasonable alternatives to the care, treatment and 
services proposed.  

15.  Give or withhold informed consent to recordings, filming or obtaining images of you for any purpose other than your care.  
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16.  Participate in or refuse to participate in research, investigation or clinical trials without jeopardizing your access to care and services 
unrelated to the research.  

17.  Know the names of the practitioner who is responsible for your care, treatment or services and the names of other practitioners providing 
your care.  

18.  Be free from neglect, exploitation and verbal, mental, physical and sexual abuse.  

19.  An environment that is safe, preserves dignity and contributes to a positive self-image.    

YOU HAVE THE RESPONSIBILITY TO:  

1.  Provide accurate and complete information concerning your present medical condition, past illnesses or hospitalization and any other 
matters concerning your health.  

2.  Tell your caregivers if you do not completely understand your plan of care.  

3.  Follow the caregiver’s instructions.                                           

4.  Follow all medical center policies and procedures while being considerate of the rights of other patients, medical center providers and 
center properties.  

  

YOU HAVE THE RIGHT TO:  

Lodge a concern with the state, whether you have used Sheep Inc Health Care Center’s grievance or not.  If you have concerns regarding the 
quality of your care contact:   

Department of Health and Human Services  

625 Forster St.  

Harrisburg, PA 17120  

Telephone:  717-783-2800  

Website:  www.dhs.pa.gov  

  

  

Reference: Commonwealth Health  
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