JEAN B PURVIS COMMUNITY HEALTH CENTER OF BUTLER COUNTY
103 Bonnie Drive, Butler, PA 16002 | p:724.841.0980 | f:724.841.0984 | info@butlerhealthclinic.org

PATIENT STATEMENT OF UNDERSTANDING
PLEASE REVIEW THE FOLLOWING CAREFULLY TO UNDERSTAND CHC SERVICES.

| understand that ALL services provided by the Community Health Center (CHC) are free of charge.

| understand that services provided by CHC may include primary medical care, basic dental care, vision
care, health & wellness programs, behavioral health, prescription assistance, case management and
patient education.

I understand that CHC does not duplicate available services in the community.

| understand that CHC does not provide emergency care. If | believe my concern is urgent or life
threatening, | will seek services at the nearest emergency room at my own expense.

| understand that at times, | may be referred to another provider or specialist. Some providers or
specialist may be able to provide services at a free or reduced cost, however, any expenses incurred
through other providers and/or specialist are my responsibility. It is up to me to make financial
arrangements/payments with the other provider and/or specialist directly.

I understand that | am required to provide the following documentation: photo ID, proof of household
income and a copy of my most recent tax return. Income documentation and tax return will be used to
determine my eligibility for services at CHC and required on a yearly basis to continue services at CHC. |
am required to update CHC with any changes to my income and/or status of medical insurance.

l understand that | will apply for available health insurance or Medical Assistance, and | will provide proof
of acceptance or denial to CHC.

I understand that CHC will work to the best of their ability to provide medications at no cost to me.
However, | am ultimately responsible for the cost of my medications.

I understand that | will give CHC at least 24 hours’ notice to cancel any appointment — exception: Dental
appointments require 48 hours’ notice. If | miss up to three (3) appointments at CHC without notifying
the clinic in advance, CHC reserves the right to discharge me as a patient.

I understand that | will keep all specialist referral appointments. If | do not directly call the specialist’s
office to cancel/reschedule a single appointment, at least 24 hours in advance, | will be denied future
specialist referrals.

| understand that CHC staff and volunteers are committed to treating patients with dignity and respect
and that | am expected to respect the staff and volunteers who provide my healthcare.

| understand that | am responsible for my own care. It is my responsibility to follow the
recommendations, treatments and prescribed medication(s) offered by CHC.

E:\2 - Director of Operations\Applications & Patient Information\Patient Statement of Understanding 7.2022.docx Rev. July 2022


mailto:info@butlerhealthclinic.org

