Wellness Family Medicine

Patient Information

Name: SS#:
(First) (MI)  (Last)
Mailing Address
(Street or PO Box)  (City)  (State) (Z1P)
Date of Birth: Age:  Marital Status:

Race: Ethnicity: Sex: Language:
English/Spanish/French/Other

Business:( )

Home Telephone:
Cellphone: Fmail:
Employer: Address:

Spouse/Parent’s Name:

Spouse/Parent’s Employer:

Are you, the patient, covered by spouse or parent’s insurance?

Spouse/Parent’s SS#

Spouse/Parent’s DOB:
EMERGENCY CONTACT PERSON:

(Name) (Phone) (Relationship)

LONG TERM INSURANCE AUTHORIZATION: ‘
I request payment of authorized benefits be made on my behalf to Weliness Family

Medicine for any healthcare services rendered to me by this facility.

I authorize any holder of medical information about me to release to health care
financing administration and/or my other insurance companies any information to
determine benefits payable. I understand that I am responsible for any amounts

approved but not covered by my insurance.
DATE:

SIGNATURE:




Dtz gyl

'. Treatments: We,will-use and-diselase;your-health.infosmation. to. -provide you with: medical Treatmentand servives’y
disclose the infermation to other health care prov:ders who .are participating in your treatment to pharmaclsts who are lilimu your

NOTICE OF PRIVACY PRACTICES
Please readand sign

Pf;tiént Health Information

Under federal law. your patient health information is protecied-and confidential, -Patient health information Includes information

about your symptoms. test results, diagnosis, treatment and related medical infonmation, Your health information also includes

payment, billing and insurance information.

How we use your patient health information.
We use health information about you for treatment, to obtain payment for administrative porposes, for evaluatron of the quality of

care, and so forth.. Under some circumstances we may be required to use or disclose information even without your consent.
L Weamaytatsos:

-prescriptions, to leboratories performing tests ard to family members who are helping with-your care.

Payment: We will use and disclose your health information for | payment purposes, For example, we may need to obt'lm authorization
from your insurance company before prowdm sertain types of treatment. We will submit bills and maintain records of payment tram
your health plan. ;
Operafion: We may ask you to complefe a sign-in sheet or staff members mnay ask you the reason for your visit 5o we can betier care
for you, Despite safeguards, it is always possible i a doctor’s office that you may lﬁam nforraation Tegarding other patients or they
may inadvertently learn something about you. In all cases, we expect our patients o maintain strict conf‘dentlaizt}f

We may use and disclose your health iaformation o perform various routine functions. (e.g. quality evaluations or records analysis.)
We may use your information to contact you. We may also contact you to provide information about referzals for follow-up with lab

results to inquire about your heaith or other reasons. '
Special Siiuations: We may be required by Jaw to report g ounshot wounds, suspected abuse or neglect and so'on.” We may be
required to disclose vital statistics, diseases and other similar information to public health authorities; we may be required to disclose

information for andits and similar activities, in response fo 2 subpoénra or court order, or as tequired by law enforcement officials.

We may release information-about you for wirker’s compensation or similar programs to protect your health or the health of others ox
for legitimate government needs, for approved medical research, or to certain entities i1 the case of death. ’

In some situations, we may ask for your written anthorization before using or disclosing any identifiable heaith information about you.
If you sign an authorization, you cai Jater vevoke authosization.

Individual Rights: you have ceriain righis with regard to your health information, for example: You may request restrictions on
certain uses and disclosures of your health information, thougly we are not required fo agree to such restrictions.

You may ask to communicate with us confidentially, for exampie, sending notices to a special address.

tn most cases. you have the right to get a copy of your health nﬁormatmn There may bea charge for the copies.

If you believe information in your record is imcorrect, or if important information is missing, yon have the right 1o request that we
amend the existing information. You may request Jist of Instances where we have disclosed heﬂltb information aboul you lor réasons
other than treatment, payvment or aperation. There may be a charge for this information.

Our Lepal Duty: We are required by law to protect and maintain the privacy of your health information, to provide this Nutice abont
our Iegal duties and privacy practices, regarding health information and to abide by the temms of the Notice currently in effect.

We nray update or change.our privacy practices and policies al any time. .Before we make a significant change in our policies: we will
change our Notice and post the new Notice in the patient reception areas. “You may also request a copy of pur Notice a3 am time.

If you are concerned abowt vour privacy righis. or it you disagree with a decision we made about your ru:ordsA you may contact the
person listed below. You aiso may send a writlen cornplaint to the U.3. Departmeut of Health and Human Services. You will nat be

. penalized in any way for filing a complait.

Contact Person: If you have any questions, requests, or complaints, please contack: -

WELLNESS FAMILY MEDICINE HIPPA South Carolina

Atin: Jayne Martin, Practice Manages Us DHHS
1241 Beiling Springs Rd. Atlanta Federal Center
Suite 3870

Spartanburg, SC 29303

{864) 391-0992 61 Forsyth Street

Atlanta, GA 30303-8%09

iimaringdwellness famibvinedicine. com

1 onderstand that a patient’s health-information is privete and confidential. I.understand that Wellness Family Medicine has
procedures to protect a patient’s privacy and preserve the confidentiality of every patient’s personal health information. 1 will assist
Wellness Family Medicine by following these procedures if | choese to.exercise any of my rights described in the *Notice of Privacy

Practices.
___This patn:nt acknowledgernent will become part of my permanent iecord. T further aanow]eclge that should | become aware of

another patient's private health matiers, | will not disclose them to others and will treat any such k.now]edve as strictly confidential and’

private,
. My signature verifies that I understand how Wellness Family Medicine may . use patlent information and | have read the “Notice

of Privacy Practices” and ! agree to be seen and treated under stipulations as described.

Patient’s Mames Date of Birth Today’s Date




Wellness F.amﬁy Medicine: New Patient Intake Form .,

_DOB: Date:

Legal Name:
MEDICAL HISTORY Please check afl tha?: apply:-Pulmonary o Emphysema o Pneumonia o Bronchltls 0 Asthma

Cardrovascu/or 0 Stroke 0 ngh Blooo‘ Pressure 0 Elevated Cholesterol o heart attack o) stroke

' and how much drd you weigh at dragnosrs

En‘docrr’ne- Diabete‘s If yes how long

Gl: 0 Hepatltls Aor B o Hepatftfs Co. Crrrhosrs 0 Gallbladder Drsease 0 Ulcers fol surgery

GU: o Frequent urmatlon/Biadder lnfee’oons O Sexually Transmrtted rnfectlons o Prostate Trouble

Orhfopedrc 0 Arthrrtrs ) Osteoporosrs 0 Fractures o Low back pam ) Surgenes ‘
6 Alcohol or -

Neuro/Psych 0 Mrgrames o Depressron 0 Anx:ety or Pamc Dlsorder o) Post traumatrc Stress Drsorder

j-_-Substance Use Problem o Other
o SYSTE‘VIS REVIEW General o Recent welght loss o werght gam o} Fatlgue & Fever o Nrght swea%s

Skm 0 Rashes 0 Lumps o} ltchrng 0 Dryness 0 Color changes o Hair and Nall changes 0 skm cancer

' Head o Headaches o} Head ln}unes o Dizziness .
0 Eye paln 0 Double vrslon ) Glaucoma o Cataracts o

. Eyes: Date of Last-Eye Exam:
ENT: o Frequent Colds o. Nasal stufﬁness o) Hay fevero Nosebleeds ) Smus trouble o} Allergles dust/anlmal/seasonal

Ears o Hearrng loss o Ear paino ngmg in the ear Mouth and Throat:

ot T ST lnelr ot

.Hea t o chest pafn o rhythm p‘roblems o‘abnormal heart valve- 0 ngh Blood pae_ssure o poor circulation

Resprmtory 0 chronrc cough -0 shortness of breath o wheezmg

Gl: o change ln bowel movements fe; blood per recturn o} nausea o vomltmg
Urmary 0 frequent bladder rnfectrons o nlghttlme urrnatlon 0. lncontinence

Ortho: 0 arthrltrs DJO]I’!TZ paln requrrmg medlcme 0 cahc pam wrth walkmg

Neuro o TIA or stroke in past o memory loss 0 recent numbness or weakness fo hrstory of seizure

R T LAl B T S S

Heme/Lymph o bleedmg tendenc:es/brursrng 0 hlstory of anerma 0 ﬂurd accumula‘uon in arms/legs

' Breasfs ‘o pam 0 d‘rs*harge G’ other changes or abnormalmes
Smokmg o VEs. O o If yes; how many packs per day . Hdw'mahy years
Alcohol: © yesono. If yes, how many dnnks/wk preferred type. of alcohol —

g Family Hrstory What medrcal problems do/drd your mother and father have? .

Medmatmns. Pieasé Vist To and ovar‘the counter meds o back ofthisgformdrclude wrmng—MEr/NP SR T



WELLNESS FAMILY MEDICINE/UPSTATE OCC MED

Date :

Name:

»h\"

Please list below any medications, including over-the counter, that you have taken in the
past 30 days. If prescription, please list the physician who prescribed it to you and for what

reason you are taking the medication.

Medication Reason for taking Physician

MEDICATION ALLERGIES

Signature: Date:




WELLNESS FAMILY MEDICINE

Reguest for quthorization for disclosure of Protected Health Information to

family member(s), friend({s) or caregiver(s)

Name

Patient Signature:

Relationship

patient DOB:_ .

Vother’s Malden Name;M

If the person{s} authorized above call for access TO your HPI,'they will have o
give the abeve identifiers in order to have access o the information over the
phone. This includes billing information. Picture 1D will be requested it

requesting access in person.



WELLNESS FAMILY MEDICINE
1241 BOILING SPRINGS RD.
SPARTANBURG, SC 29303

Fax: 864-591-0776

MEDICAL RECORDS RELEASE FORM

By signing this form, I authorize you to release confidential health information about me, by releasing a
copy of my medical records, or a summary or narrative of my protected health information to the

physician/person/facility/entity listed below.

.;\'
I'understand that the information in my health record may include information relating to sexually
transmitted disease, acquired immunodeficiency syndrome (AIDS) or human immunodeficiency virus
(HIV}. It may also include information about behavioral or mental health services and treatment of

alcohol abuse and drug abuse.
The information you may release subject to this signed release form is as follows:

History & Physical Progress Notes
tab Reports Radiology Reports

Complete Records o)
o}

Treatment Record o Operative Reports
o
o

Care Plan

Pathology Reports
Mental Health Records
Hospital Reports

Medication Record Drug/Alcohol Abuse Reports
HIV/AIDS Reports Other {Please specify)

C C 0 C o
C C o o o0

Release my protected heaith information to the following physician/person/facility/entity and/for
those directly associated in my medical care:

Wellness Family Medicine/Upstate Occ Med
1241 Boiling Springs Rd.
Spartanburg, SC 29303

Fax: 864-591-0776

Patient Name Signature of Patient or Representative

Date Description of Representative’s Authority

Patient Date of Birth Printed Name of Patient or Representative

Patient Social Security Number: XXX-XX-
Last 4 digits only




Wellness Family Medicine FINANCIAL POLICY

What We Do

What You Do

Your Plan

ranee (20% of the allowable:)

Pay your dedtictible (S147 for 2013). and

| We willite Medicare for you,

We will file Medécare and your secbndary

Medicare and a
secondary

No payment due at time of service.

insurance for you.

insurance

ment due at time of sérvice:

"We will it Meditare ahd Medicaid for you.

We will check your Medicaid eligibility

v I'\-’.ledicaidr

$3.30 co-pay at every visit

hefore every visit and will file Medicaid for

We will Acheck your.el‘igibifity hefore eVery-

Tlue Cross
Blue Shield

pay at time of service.

Pay your deductible, co-insurance or co-

visit and will file your Blue Cross insurance

far you.

We will fife your insurance for ybu and'

are not

Insurance we

cqntracted

Pay the visit in full at time of service.

assign benefits to you so you will receive
payment from your insurance plarn.

Other fees:
+ Returned check fee - $30.00

+ No-show fee - $25.00
+  Form completion fee - $15.00 each form

PLEASE SIGN THE BACK OF THIS FORM

AGREEMENT TO PAYMENT POLICY
I acknowledge that I received a copy of Wellness Family Medicine's financial policy

and agree to the terms of payment due.



AUTHORIZATION TO RELEASE INFORMATION

I authorize release of my medical record information, pursuant to applicable federal
and state laws, rules and regulations, to third party payers and other providers
participating in my care, that agree to treat my information in a confidential manner
in accordance with all applicable federal, state, and local laws. | further authorize
any other individual or entity that has provided health care to me to release to
Wellness Family Medicine, any and all of my medical record information, whether in
printed or electronic form, needed to provide me with informed care. I may revoke
my consent for the release of this information at any time, except to the extent that

action has béen taken in reliance on the consent,

ASSIGNMENT OF BENEFITS
I hereby request that payment of authorized Medicare, Medicaid and all other

insurance benefits be made on my behalf to Wellness Family Medicine for any
services provided to me and/er my dependents. [ authorize any holder of medical
information about me and/or my dependents to release to the appropriate entity
and its agents any information needed to determine these benefits payable for

related services.

GUARANTEE OF PAYMENT
I agree to pay all applicable charges, which are not paid in full by my insurance. If

amounts due to deductible, co-payment, co-insurance are not paid according to this
financial policy, the account shall be deemed delinquent. In the event that I default
on payment of my account, ] understand I am responsible for any and all cost
incurred on the collection of my account, including court cost and reasonable
attorney’s fee. If the debt is assigned to a third party collection agency, I agree to be
responsible for collection fees and interest due to amounts in default.

WRITTEN ACKNOWLEDGEMENT OF PRIVACY PRACTICES
[ hereby acknowledge that I have received and had an opportunity to ask questions
concerning the Notice of Privacy Practice of Wellness Family Medicine.

Patient’s Signature Date

Responsible Party Relationship to patient




