
How Did You Hear About Us?
Thank tou Jr choosinç the phiisician practices of Carolinas Physicians \etwork,

e would appreciate you taking the time to oinplete this frm.

Please select o; ie f the 11 wii i:

f)id you hear about u in one of the fllowing ways:

( ommunit seminar Lx out

________________ _______ _________

Mail

_________________________________________

Newspaper Ad vertisement Publication:

____________________

Patient Resource Con ter Brochure

___________________________________________

Radio Advertisement Station:

Saw the Facilit

_______________________________________________

Social Services

___________________________________________

Television Advertisement Station:

Internet Search/Web site

_________________________________________

Yellow Pages

Other

___________________________________________

Whom may we thank for referring i/on to our practice2

Carolinas IlealthCare System Lmpiovee Name:

________ _______________

Lnxplovr Name:

______

Iried Namo

insur1nrt !r(\1 Name

N aiu

Rc1ati Name

‘iour Name

______________________________________
__________________

*
Carolina, Physicians \etwork



*
Eastover-University Obstetrics & Gynecology

AUTHORIZATION, ASSIGNMENT OF BENEFIT,
AND REFERRAL MEDICAL RELEASE:

I hereby authorize consent for medical examination and treatment, to include but not limited to,
obtaining blood samples, x-rays, medication administration, and patient education by the
healthcare providers of this facility. I understand that I have the right to be informed by my
physician of the nature and purpose of an’ proposed procedure, alternative methods of
treatment, and an explanation of the risks and benefits of both. This form is not a substitute for
that explanation.

The consent of a parent or guardian is required for the treatment of minors. A minor is any
person under 18 years of age. This practice requires that a minor be accompanied by a parent
or guardian.

I hereby authorize the release of medical information including complete medical records, test
results, and billing information to my insurance company. and to other medical professionals
and medical care institutions that I may be referred to for treatment. I understand that this
information will be used to review, investigate, or make payment of a claim, and to review
records for quality improvement initiatives, audit compliance, utilization management and
complamt resolution

I authorize payment directly to Carolinas Physicians Net ork for ah medical or surgical
benetts otherwise payable to me under terms of my incurance/workman’s comp I understand
that I am financially responsible for all co-payments, co-insurance, deductibles, and non-
covered services. I also understand I will he responsible for any charges incurred should mr
iccount be referred to an outsIde agenc’ for collection. A photocopy of this authorization shall
be con dered as tffectii e and alid as the rigi iii,

P,itienr Sirratur [Jat’ ‘aid 1” me uie’iIar iiearl



Anifviw

Name Reason for VIsIt:

Addrpss: Phone:

Date of Visft DOG Age Occrpatton

Primary Care Physlcldn & Phone #:

***ALLERGIES:

_____

Diviyc ed WdOWtrO Domesti Partner

Mristial Hjstoty L ast \lenstrual Period

r Days of 5low — Amount. ftca norma’ qnt) Lenqth Between Periods

Ha’e tou ovo beer pregnant° Yes No

How many times:

t Full Tem Pre Tern Miscarr ace Abortion L ving Childen

Any pregnancy comphcaticns

Do yo use birth control°

Pills Diaphragm Depo Piovera lmplanon’Ncrplant Abstinence None Needed

3D Vasectomy Tubal Lgation Condoms Rhythm Method

Do you use hormone replacement? Yes No Rx.

Medical History Check if you have had any of the following:
Yes No Yes No Yes No Yes No

Cancer High Blooc Pressure Anemia Depression

Abnormal Pap Smear Heart Disease L Thyroid Problems — Alcoholism

Peivic Infection Mitral Valve Prolapse Diabetes Digestve Problems

Sexually Transmitted Disease High Cholesterol Tuberculows Drue Addiction

Ph ebitis I Blood Clots n Legs Migraine Headaches Hepatitis Infertility

Date of Last (olonoscogv Bone Denstv HPV vaccine — Gardaili

Yes Nc.

Do vru perform breast exams or yourself How often

Pays ou had a iarc iiograr f our rcas s 1 o b.

Have ;ju e’er ad an aJnor’na mammr aran 0

Pair icr. cvo had an aanra cc ar’ c What r-i -n rr

‘c ycu an ,rr a ar

) y arc r ca a u

‘c: Nr

hays yoi had an temalc sums f wha t oc teck w

B as I-it tcrr-ntor D&C Icoc

ar. LdcU Crsara. Se’mor Larr FF (rc Cer ix

c.easn1c Sjrwv Pinclinos

Pease 1st any ther surgery c.c aDpe,iieetomt iear surgery)

rlevewedbS. PIease :ozpiete back side gf page)



Social l-Hstorv I Habits:

Have you ever smoked?

Do you drink alcohol?

Do you use street drugs?

Aie you at r.sk for HIV infectiun7

Are you or have you ever been threatenea o
physicafly. sexually or mentally abused9

Do you exercise?

Li Breast Cancer

_________________________________

1 Ovarian Cancer

___________________________________

L I Other Cancer

.1 Birth Defects

I High Blood Pressure

______ _____

El Heart Attack

El El High Cholesterol

heart Bur

- - — Vomitnct

Cardiac

Chest Pair irreoular Heart Bear

firy
Shortness of Breath Coughed Blood

Tuberculosis —

Diabetes

Li Bleed ig Disorder

Li Alcoholism

I Mental Retardation ——

LI Osteoporosis/Osteopenia

LI LiOther

Yes No

— How Much? Quit Years

How Much9

What Kird

How Often°

How Often

How Often7

Family History: (Siblings. Parents. Grandparents)
Please check (v? appropriate bo if a family member currently has or previously hac one of these Illnesses. Check every listing

Yes No Yes No

REVIEW OF SYSTEMS - Please check if you are having problems with any of the following:

Genital LUrina_ry
Yes No Yes No Yes No Yes No

L: El Vaginal Warts Heavy Vaginal Bleeding Li . Painful Intercourse Urination at Night
1 fl fl

J Vaginal Dryness Irregular Vaginal Bleeding U . Urinary Urgency Bladder Control / Leakage

Li Li Painful Menstrual Periods IH Pain / Burning with Urination Urinary Tract Injections

Endocrine

H Ii Fatigue H Li Hair Loss LI Absence of Menstrual Periods H LI Hot Flashes

Skin / Breast

Eli El Nipple Discharge Li Li Sore That Does Not Heal I Changes in Mole Rashes / Persistent Itching

L ‘ Breast Lumps / Tenderness

Neurological

Frequent Headaches Poor Coordination .. Muscle Weakness Trouble Sleeping

Psychiatric
- — — — — --

‘

‘ Depression Anxiety . . Memory Changes . Counseling or Treatment

• Mood Swings

ENT

Visual Problems Allergies. Ha fever — Freajent Soe Throat — — Moutn Ulcers

hearing Loss Hoarseness Sinus Probiem

Digestive

Recta Bleeo no Drarrhea Yellow jaunace

Black Stoc s Significant Weight Chaooe ii e. < o> 1O5 bs yr I

Fainting Dzziness

Wheezing



*

Eastover-Liniversity Obstetrics & Gynecology

PERSONAL INFORMATION SHEET

Date

Full Name of Patient

_______ _____________

(Middle)

Age

Date of Birth

Social Security Number

Address

Home Phone Number

_______________ _____________________________________

Place of Employment

Fmployefs Address

work Phone

_____

Guarantor

Spouse or Patent Name
(Circk One

Their Tmpjtnr

_____

ThE t Fmpiex er

1hirWrkP rc

Date ot Birth

______ _____
_____ ______ _________ _______

S c1ai 5eunt\ Number

Referred By

(First) (Last)

(Street & Number)

(City) (State) (Zip Code)



Carolinas Physicians Network
Carolinas I {ealthCare ‘,vstem

P\ME’rPOLIC\ & P.IIF”1 Si UFMEM OF RFSPO’SIBIIifl

IOO1R4k1 IFDPAHENFS:

TI! 4K \ OU br choosing ( arolmas Phvsicran Network for your healthcare sers ices We
strive to provide the highest quality of care vet keep your healthcaie costs as low as possible
These policies reflect our efforts to reduce healthcare costs Pvc appreciate your lull cooperation.

FOR ‘FOUR CONVENIENCE vve accept any debit or credit card vvrth tire \lastcr aid v isa.
Discover, oi American Express logo, as well as sour personal check or cash

PA’MENT (such as co-pays, deductibles & co-insurance) is required at the time ot service
We request that you do not ask to be billed. Patients repeatedly askmg for exceptions vs ill be
directed to a supervisor or practice manager

INSURANCE CARDS must be presented at each visit. You may feel this is unnecessary but
insurance plans are becoming more complicated, and cards, policy numbers, and rcnevsal dates
are constantly changing. In order for us to file your claims with the appropriate plan, we must
have the most recent card presented. If von arrive without your card. you isill be responsible
for all charges until the hilling office has received complete. current. and accurate insurance
information Most plans require ste tile your claim stithin 90 days from thc date of sets rce II vs e
have not received your information within that time. you vs ill remain responsible for all charges
incurred up to the date you provide us with your insurance information and ste receive payment
from the insurance plan. Any balance you owe should be paid within thirty days

MEDICARE PLANS are more numerous and complicated. Carolinas HealthCare System and
Carolinas Physicians Netss ork participate vs ith I__itionalMedicarePartA&PartB only
We do not accept any Medicare Advantage manaried care plans evcept for emerrrencv situations
Please notify the front office immediately if you have recently hanged Medicare plan
Medicare deductibles and coonsurance are expected at the timc of ervice A a participatIng
provider with Medicare ste will I tic your claim to Medicare and app icablc to ou’ econdar
rsurance carrier

MAAGFD ( RI P1 kS ha e i tssorT of par ic patin 0 d \e oarti patc v itT
iot major plans but please onta’ our plar or he the v bsitc r call ur ofticc 0

o i ta i r ‘t r ur pp ab pa r ir sura r ded tiul ire x w
ic o viii a Ti ci an r ( r d e o Ti y I iblc

v rrai

OMMLRCIAI PiSI RA’( ES at thos. lar we do t pai i p u vs a

responsible for payment in full at the time of set cc i’ e v e arc or p tic pc i r h pla r
wc Jo not a pt thc f sual & C us or ny Ic A 331 s vs P

WORKLR’S ( OMPESATIO’ may or may not be accepted b sour provider P1 asc cheK
s th your provider before niaking an appointment II your provider accept Aorker 5

Compensation you will be seen upon appros il and authorizatio i b our iiplo rr II I
proper documentation



MEDlCAij may or may not be accepted by your provider. Please check with your provider
before making an appointment. If your provider does accept Medicaid. you will need to bring
your current Medicaid Indentification Card to each visit. These cards are valid for only one
month at a time, so it is very important to bring the current month card to your visit
Failure to bring the current card may result in your appointment being rescheduled, If there is a
co-pay with your plan, you will be expected to pay it at the time of service.

HEALTH SAVINGS ACCOUNTS/HEALTH REIMBURSEMENT ACCOUNTS are being
promoted so that patients can have more control over managing their health care spending. These
accounts will be patient specific so it is important you are aware of’ aB benefits, deductibles, and
co-payments. The deductible and co-payment will be expected at the time of service.

SELF PAY PATIENTS are those patients who do not have any insurance coverage, Self pay
patients will be given a 20°/a discount off the charges for services provided, if the patient pays
their bill in full at the time of service. The discount does not apply to billed services. This
discount also does not apply to those patients who may have insurance, but we do not participate
with their plan.

MEDICAL LEAVE/DISABILITY FORMS will be completed within 7 to 10 business days
upon receiving the form in the office. Please make sure you allow plenty of time for completion
of these forms. Emergencies will be handled on a case by case basis. There may also be a fee for
completion of these forms.

We thank you for taking time to read and understand our policies. Please let us know if you have
any questions. Again, our office should be notified immediately of any changes in insurance
coverage or primary care assignment.

I understand my responsibilities as outlined above and will abide by them.

PatientiGuardian Name

_____ _____

Patient/Guardian
Sienature

_________________________Date


