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Physician/Dentist Volunteer Form


Please consider making a commitment to accept referrals from to see patients in your office, free of charge.  
Name:
_______











Practice Name:  ___________________









Address: ​​__________​​_____________________________________________________-___​​__________
Specialty:  













Phone Number:  



  Email: 







Virginia State Licensure:
(  Current  (  Expired or Inactive        

Note: Please attach a copy of your current state license so that we may register you with the Virginia Division of Risk Management for civil immunity.
Commitment Response
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1)  Do you now see uninsured patients for free?

(  Yes     (  No

(If “yes”, we will contact you to enroll such patients so they can receive other free services)

2) How many patients are you willing to accept on an annual basis?

Physicians:    ____  patients to receive ongoing care 
Dentists:   ____ patients to receive acute/emergency care

3)  Please list conditions that you are particularly well suited to treat:

________________________________________________________

________________________________________________________

________________________________________________________

4)  Do you currently offer x-rays free of charge to your uninsured patients?

(  Yes  (  No   (  Not applicable

5)  Please list any special instructions re: referrals and office contact:

________________________________________________________

________________________________________________________

________________________________________________________

As a participant in Project Access of the Roanoke Valley, you agree to:

1. Provide a copy of your active state license to be registered with the Virginia Division of Risk Management for the purpose of granting civil immunity for free services rendered.

2. Upon request, submit a copy of your renewed state license.

3. Not charge any patients that have been identified as “Project Access”, within the stated limits of your commitment.

4. Follow the procedures outlined in the Project Access “Office Instructions” for seeing patients under Project Access.

Project Access of the Roanoke Valley, Inc. agree to:

1. Publicly recognize your commitment and efforts under Project Access.

2. Register you with the Virginia Division of Risk Management for the purpose of granting civil immunity for free services rendered.

3. Not refer more patients for free services under Project Access than you have committed to serve at no charge.

4. Help participating physicians/dentists determine alternatives to Project Access for patients that do not qualify (see below) but have been receiving services at no or reduced charge from the physician.

Mutual Understandings:
1. Patients are screened for eligibility prior to receiving services through Project Access.  

2. Qualifications for Project Access are that patients 1) have no private health insurance, Medicare, Medicaid or other insurance; 2) live in the Roanoke Valley (Cities of Roanoke and Salem, Counties of Roanoke, Craig and Botetourt); 3) have limited family income; and 4) be working, in school or serve as a caregiver.
3. Patients that do not meet these qualifications will not be enrolled in Project Access.  

By signing below, you confirm that you understand and agree to the above conditions.

Name:









Signature:








Date:



____________________________


13 May 2008








