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Quick Start Guide 
 
What are the needs that you see in your community?  
 Talk with the people you hope to serve. 

  
What services, in addition to medical, will you offer for this free clinic?  
 This will change and grow as you move forward.  

 
Who are the 10-16 people that share a passion to serve those in need?  

 
What spaces are available for your clinic? 

 
What type of support will your clinic receive from the community and the church? 

 Medical  
 – and follow-up referral  

 Pharmacy 

 Optical 

 Dental 

 Chiropractic  

� 
 

� 

� 

� 

� 

 Massage 

 Physical Therapy 

 Clothing Closet  
 – new and gently used  

 Food Pantry 

 Hot Meals  

� 

� 

� 
 

� 

� 

 Family Portraits 

 Haircuts 

 Spa Services 

 Application Assistance  
 – state healthcare, food programs 

 Budget Counseling  

� 

� 

� 

� 
 

� 

 Basic Car Repair, Oil Changes 

 Income Tax Preparation 

 Legal Consultation 

 Music and Entertainment 

 Prayer and Compassion  

�  

� 

� 

� 

� 
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Outcomes 

 

 Organization / Church:___________________________________________________________________________   

 Location:___________________________________________________________________________   

 Clinic Coordinator:___________________________________________________________________________   
 

 Clinic Date:____________  # Advocates:___________   

 # Guests Served:____________  # Medical Volunteers:___________  

 # Volunteers:____________  # Churches Involved:___________  # Meals Served: ___________  
 

What clinic service was utilized the most? (dental, photos, etc.) ______________________________________________  
 

What clinic service was utilized the least? _____________________________________________________________  
 

What was the most challenging aspect of organizing this event?____________________________________________  

______________________________________________________________________________________________  

______________________________________________________________________________________________  
 

What worked well?_______________________________________________________________________________  

______________________________________________________________________________________________  

______________________________________________________________________________________________  
 

What went poorly? _______________________________________________________________________________  

______________________________________________________________________________________________  

______________________________________________________________________________________________  
 

Will your church / organization do another clinic? � Yes   �  No    �  Maybe  
 

What one thing would you share with another clinic organizer? ____________________________________________  

______________________________________________________________________________________________  

______________________________________________________________________________________________  
 

Clinic Stories (please limit to 2) _______________________________________________________________________  

______________________________________________________________________________________________  

______________________________________________________________________________________________  

______________________________________________________________________________________________  

______________________________________________________________________________________________  

______________________________________________________________________________________________  

______________________________________________________________________________________________  

______________________________________________________________________________________________  

______________________________________________________________________________________________  
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Medical Outcomes 

 

 Organization / Church: ________________________________________________________________________  

 Location: ________________________________________________________________________  

 Clinic Date:____________   
 

General Medical Coordinator: _________________________________________________________________ 

 # screenings administered: _________  # school screenings: _________   

 # vaccinations received:_________  # guests requiring ER care: _________   

 # medical volunteers:_________   # nurses: _________  # doctors: _________  

 Glucose ?:_____________________  Average time since last medical exam: __________________________ 

 

Dental Coordinator: _________________________________________________________________________ 

 # screenings administered:_________   Specialty services administered: _______________________________  

 # dental volunteers:_________   # dentists: _________  # hygienists: _________  

 

Optical Coordinator:_________________________________________________________________________ 

 # screenings administered:_________   # eye glasses dispensed: _________    

 # optical volunteers:_________   # OneSight vouchers given: _________    

 

Pharmacy Coordinator: ______________________________________________________________________ 

 Dollar value services rendered: $___________   # pharmacy volunteers: _________    

 

Chiropractic Coordinator: ____________________________________________________________________ 

 # chiropractic visits: _________  # chiropractic volunteers: _________   

Massage Coordinator:________________________________________________________________________ 

 # massage visits: _________  # massage volunteers: _________   

 

Physical Therapy Coordinator: ________________________________________________________________ 

 # physical therapy visits: _________  # physical therapy volunteers: _________   

 

Hearing Coordinator: ________________________________________________________________________ 

 # hearing screenings administered: __________ # hearing volunteers: _________   

 

Well Women’s Care Coordinator: ______________________________________________________________ 

 # breast cancer screenings administered:__________  # wellness volunteers: _________   

# cervical cancer screenings administered:__________  # critical cancers recognized:___________   

Meeting Human Needs in Christ’s Name                
www.touchedtwiceunited.org 

 (County) 
 
(City) (State, Zip Code) 

 (Email) 

 (Email) 
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DENTAL / DENTAL 
 
Name / Nombre: ______________________________________________________________  Sex / Sexo: M F   
 

Date of Birth / Fecha de Nacimiento: ______________________________  Guest # / # del Paciente:_________ 
 

Dental Insurance / Seguro dental: Y N    Public Aid / Ayuda pública: Y N    Disabled / Deshabilitado: Y N 
 

Chief Complaint / Queja Principal: _______________________________________________________________ 
 

___________________________________________________________________________________________ 
 

Last Time You Saw a Dentist / Ultima vez que vio un dentista: ________________________________________ 
 

Past Medical History / Historial Médico: __________________________________________________________ 
 

___________________________________________________________________________________________ 
 

Medications / Medicamentos: ___________________________________________________________________ 
 

Allergies / Alergias: __________________________________________________________________________ 
 

Tobacco / Tabaco: Y N    Alcohol: Y N    Recreational Drug Use / Uso de drogas recreativas: Y N 
 

I, ________________________________________________, release the following information for consultation 
at this [insert Clinic Name and Location] to the volunteer medical professionals serving. I understand that my 
information may be shared with other medical professionals in the case of an emergency. 
 

Yo, _______________________________________________, doy a conocer esta información a los voluntarios 
(profesionales) médicos que sirven en esta consulta dada por “[insert Clinic Name and Location]”. Yo entiendo 
que mi información puede ser conocida y compartida con otros profesionales médicos en caso de emergencia. 
 

Signed / Firma: _______________________________________________  Date / Fecha: _________________ 
 
 

Clinician use only: 
 
Soft Tissue Exam Reveals: 
 
 
 
 
Hard Tissue Exam Reveals: 
 
 
 
 
Other Apparent Concerns: 
 
 
 

Recommended Tx:  Check this box if this patient needs urgent care this week: � 
 

� Filling ___________________  � Crown ___________________  � Root Canal___________________  
 

� Extraction ________________  � Cleaning _________________  � Other _______________________  
 
Clinician’s Signature: ___________________________________________  Date: ____________________  

SAMPLE: Share the Hope version 10/16/2010 
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General Medical  
 
[insert Clinic Name and Location] 
 
I understand that this service is being provided free of charge and agree not to hold the medical providers 

themselves personally liable for any adverse health-related outcomes. I further agree not to hold Touched 

Twice United / Touched Twice United Ministries, Inc., or any of the churches and organizations serving me 

today liable for any adverse health-related outcomes. 
 
Name (printed):______________________________________________________________________________ 

Signature: __________________________________________________ Date:__________________________ 

Age: _______  Sex: M F  Date of birth: _______________  Occupation: ___________________________ 

Chief complaint:_____________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

When was your last medical appointment?________________  (Dr.) ________________________________ 

Previous medical history / medications: _________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Allergies:___________________________________________________________________________________ 

___________________________________________________________________________________________ 

Tobacco:  Y  N      Alcohol:  Y  N     Marital Status:  C  M  S  D  W 

 
 

Clinician Use Only – please document significant clinical findings and treatments provided: 

BP_________ P_________ T_________ Wt_________ Ht_________ BMI_________ Glucose _________ 

Assessment: Plan:  

 
 
 
 
 
 
 

 
 

Meeting Human Needs in Christ’s Name                
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rev 04/04/2011 
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[print this voucher on church or community organization letterhead] 
 
 

[clinic date] 
 
[clinic name]  
[church or community organization] 501(c)(3) ID: [nonprofit ID number]           
[mailing address] 
[city state zip] 
 
Dear Participating OneSight Provider,  
 
The optometrists and ophthalmologists from the [clinic name and location] have prescreened the bearer 
of this voucher and have determined the need for eye care that we were not able to provide at the clinic. 
Therefore, we would like to authorize and simultaneously request a pair of free glasses for the following 
individual through your OneSight Program: 
 
   Name:  Date of birth: 

   Address:  

   Phone:         

   Rx:  

   Authorizing medical signature: ___________________________________ Date: ____________ 

 
The [clinic name] is an annual one day free clinic offered at [clinic location] to those in need in the 
surrounding communities. The [clinic name] is conducted with the help of many volunteers under the 
direction of [church or nonprofit entity], a 501(c)(3) organization. However, without your partnership, 
we would not be able to provide complete services for this guest. Thank you so much for helping us to 
care for those in need! 
 
Sincerely, 
 

 
 
 
[name] 
Optical coordinator 

Meeting Human Needs in Christ’s Name                
www.touchedtwiceunited.org 

FOR CLINIC GUEST 

 

Location:________________________________ 

Address:________________________________ 

______________________________________ 

Phone: _________________________________ 

Sears Optical 

123 Main Street 

Anytown USA 

000 000 0000 
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[clinic name and location] – Vision Care  
1)  I understand that I should not leave today until I obtain the results of my vision screening. 

2) I understand this examination is not a substitute for a more extensive vision examination but a 

prescription will be written today, and recycled glasses, reading glasses, or new glasses may be 

dispensed when available. 

3)  I understand that I should use the list of free, Medicaid, and sliding scale vision clinics in my area to 

obtain a more extensive evaluation. I understand and agree that I must pursue additional follow up care 

for me or my child if a referral is recommended to me today. 

4)  I understand this form serves as my informed consent to obtain recycled prescription eye glasses and 

that the optometrists working with me today are licensed by the State of [insert state name]. 

5) I understand this event is sponsored by the non-profit organization [clinic name and location] under 

the direction of medical coordinator [name]. I understand that I can obtain a copy of my vision screening 

examination for up to six years from today’s date from the above facility. 
 

Signed: _______________________________________ Date: _______________ Guest #: ________ 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

 

I authorize my child, __________________________________, to participate in vision screening today. 
 

Parent Signature for minors: _______________________________________ Date: _______________  

 
[clinic name and location] – Cuidado de Vision 

1) Comprendo que debo esperar para obtener los resultados de mi examen de vision. 

2) Comprendo que este examen no es un substituto para de una revision o cribaje de vision completa y 

que es voluntario. 

3) Comprendo que debo usar la lista de clinicas gratis de la vision de escal movil en mi zona. Esto se me 

ha dado a mi para que reciba atencion medica especialment si dicha atención es recomiendo hoy mismo. 

4) Comprendo que este formulario sirve como mi consentimiento para obtener gafas de receta usadas y 

que las/los optometristas trabajando conmigo hoy reunen las normas profesionales de la practica de 

optometria. 

5) Comprendo que este evento es patrocinado por la organizacion sin fondos de lucro bajo la direccion 

de la iglesia [clinic name and location] y bajo la coordinación del medico, [name]. Comprendo que 

puedo obtener una copia del examen de me vision hasta seis anos después del clinica. 
 

Firmado ________________________________ Fecha: ______________ # de Paciente: ___________ 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
 

Autorizo a mi hijo, ____________________________, a participar en la clinica de revision o cribaje de  
 

vision hoy. Firma del padre para los menores de eded: ___________________________ Fecha: ______ 

SAMPLE: Share the Hope version 10/16/2010 

SAMPLE: Share the Hope version 10/16/2010 

� 
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www.touchedtwiceunited.org 

Our Mission 

Touched Twice is a Christ-centered, faith-based organization 
that mobilizes volunteers from local churches to host free clinics 
which strive to meet the medical, physical and spiritual needs of 
the guests – all on a budget of zero dollars and zero cents. 
 

 
 
 
 
 

empowering churches to meet the 
 healthcare and spiritual crisis of America 

 

Did you know that 45 million Americans live every day without  
heath insurance? Take a look around… that’s one out of every 
five people in this country who can’t afford their most basic 
healthcare needs. Touched Twice equips churches to provide 
free clinics to meet people’s medical, physical and spiritual 
needs. Over 200,000 have been served, by over 100,000 
volunteers… and counting. Touched Twice acts as a catalyst, 
providing a complete manual and equipping churches to  
mobilize volunteers and set up free one-day clinics –  
backyard medical missions. Our objective is to see  
Touched Twice clinics in communities all across our  
nation this year. In order for us to succeed, churches need  
to adopt clinic missions as part of their outreach strategy.  
We then hope to expand organically – moving to the next  
neighboring church, and the next. In this way, Touched  
Twice will ultimately “put itself out of business” when the  
goal is reached. Clinics in every state – coast to coast.  

I will shareshareshareshare the seed by telling others about Touched Twice United clinics 
I will sowsowsowsow the seed by planting a medical mission in my backyard 

I will showershowershowershower new seeds by being an available resource to new clinics 
I will sustainsustainsustainsustain these seeds through prayer, petition, and God’s Light 

 

“Let us not become weary in doing good, for at the pr“Let us not become weary in doing good, for at the pr“Let us not become weary in doing good, for at the pr“Let us not become weary in doing good, for at the proper timeoper timeoper timeoper time    
we will reap a harvest if we do not give up.”we will reap a harvest if we do not give up.”we will reap a harvest if we do not give up.”we will reap a harvest if we do not give up.”    Galatians 6:9Galatians 6:9Galatians 6:9Galatians 6:9 

touched twice united   p.o. box 732   chippewa falls WI 54729-0732   www.touchedtwiceunited.org 

Will you help us sow a seed?Will you help us sow a seed?Will you help us sow a seed?Will you help us sow a seed?    
 

When you donate  

your time to one of 

these clinics you  

arrive with the 

expectation that  

you will be helping 

many others – but   

“ 

when you go home you realize you’ve 

received much more in return.” 
                                  - volunteer doctor 

06/19/2011  06:55 

Typical Clinic Services 
 

 Medical  Clothing Closet 
 – and follow-up referral  – new or gently used 

 Pharmacy Food Pantry 

 Optical Hot Meals 

 Dental Haircuts 

 Chiropractic Spa Services 

 Massage 

 Physical Therapy 

 Family Portraits 

 Basic Car Repair 

 Oil Changes 

 Budget Counseling  

 Application Assistance  
 – state healthcare, food programs 

 Legal Consultation 

 Income Tax Preparation 

 Music and Entertainment 

 Prayer and Compassion  

� � 
 

� � 

� � 

� � 

� � 

� 

� 

� 

�  

� 

� 

� 
 

� 

� 

� 

� 

ShareShareShareShare    

SowSowSowSow    

ShowerShowerShowerShower    

SustainSustainSustainSustain    
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Volunteer Registration 
 
Welcome to [insert Clinic Name and Location] 
 

Full name:________________________________________________________________________   

Address: _________________________________________________________________________  

City/State/Zip: _____________________________________ County: ________________________ 

Phone: ______________________________________ Email: _____________________________  

Home church: (if applicable) _________________________________________________________  

Please contact me to serve at future events.  � yes    � no 

I would be interested in connecting with a small group.  � yes    � no 

 
Volunteer Registration 
 
Welcome to [insert Clinic Name and Location] 
 

Full name:________________________________________________________________________   

Address: _________________________________________________________________________  

City/State/Zip: _____________________________________ County: ________________________ 

Phone: ______________________________________ Email: _____________________________  

Home church: (if applicable) _________________________________________________________  

Please contact me to serve at future events.  � yes    � no 

I would be interested in connecting with a small group.  � yes    � no 

rev 04/22/2011 

Meeting Human Needs in Christ’s Name                
www.touchedtwiceunited.org 

rev 04/22/2011 

Meeting Human Needs in Christ’s Name                
www.touchedtwiceunited.org 

� 
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Volunteer Registration 
 
[insert Clinic Name and Location] 

 

The Good Samaritan Understanding: The State of ____________________________ offers immunity to Good 

Samaritans, but sometimes negligence could result in a claim of negligent care if the injuries or illness were made 

worse by the volunteer’s negligence. Statutes typically do not exempt a Good Samaritan who acts in a willful and 

wanton or reckless manner in providing care, advice, or assistance. Under the Good Samaritan laws which grant 

immunity, if the Good Samaritan makes an error while rendering emergency medical care, he or she cannot be 

held legally liable for damages in court. However, two conditions usually must be met: (1) the aid must be given 

at the scene of the emergency, and (2) if the “volunteer” has other motives, such as the hope of being paid a fee or 

reward, then the law will not apply. 
 

Name: __________________________________________________________________________________ 

Social Security #: __________________________________  Date of birth: __________________________ 

Address: ________________________________________________________________________________ 

City/State/Zip: _________________________________________________County: ___________________ 

Home phone:_________________________________ Work phone: _______________________________ 

Cell phone: __________________________________ Email: ____________________________________ 

Home church (if applicable): _________________________________________________________________ 

Home church address:______________________________________________________________________ 

Please contact me to serve at future events.  � yes     � no 

I would be interested in connecting with a small group.  � yes     � no 

 

Signature: __________________________________________________  Date: ______________________ 

 

If I accept the above and volunteer for the [insert Clinic Name and Location] work project, I will not expect  

any organization with which I may work or be associated to be responsible or liable to me for any loss or  

damage to my property, and any personal injury or illness, or any other injuries of myself, my heirs, executors, 

administrators, and assignors, I hereby release the ____________________________ and its related agencies, 

____________________________________________, [local denominational associations], Touched Twice 

Ministries, Touched Twice United, and any employees of the forgoing organizations from any and all such claims 

or demands. 
 

The above information in this release form is true and accurate to the best of my knowledge. I understand that 

false information will be grounds for termination of volunteer service. 
 

I hereby acknowledge that I am willingly volunteering at the [insert Clinic Name], and will not hold any other 

volunteer nor the aforementioned organizations or associations liable for my actions. 

 

Signature: __________________________________________________  Date: ______________________ 

(Last) (First) (MI) 

SAMPLE: SonRise Clinic, Kentucky Baptist Association 

Meeting Human Needs in Christ’s Name                
www.touchedtwiceunited.org 
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Guest Registration  

 
Registration Number: ____________  

 

Welcome to [insert Clinic Name and Location]. We offer health services from licensed 

professionals, food, clothing, and other items—all for free. Why? Because we love you, and 

we pray that you will get a spiritual blessing here as well. A person call an advocate will help 

you through the clinic today. Volunteers with color nametags can also help you. 
 

Each guest who receives services needs to fill out a form, including the children of parents who are guests.  
 

All information will be kept confidential. 
 

 Full name: _________________________________________________________  Age:_________  

 Address: _________________________________________________________________________  

 City/State/Zip:____________________________________________ County: __________________  

 Phone: ______________________________________ Email: _____________________________  

 Religious preference: _______________________________________________________________  

 House of worship:__________________________________________________________________  

 May we have someone from a local church contact you?  � yes    � no 

 

Below is a list of services. Please ����check the services you want today. Then circle the one that is most urgent 

to you. Due to last minute cancellations, services listed may be different today, and there may be more demand 

for some services than we can supply. We will try our best to meet your most urgent needs. 

 

 Medical Prayer 

 Optical (Vision) Family Portrait 

 Dental Haircut 

 Chiropractic Manicure 

 Physical Therapy Pedicure 

 Massage Other:  

 Clothes Closet Other:  

 Food Pantry Other:  

 

Guests: Please do not take forms home. Keep all forms with your advocate until you check out at the exit desk.  

 

Advocate: __________________________________________________  Date: ______________________
rev 04/25/2011 

Meeting Human Needs in Christ’s Name                
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