DATE:  CHART # " Social Security #
Patient Name:

LAST FIRST MIDDLE MAIDEN
Address: City: State: Zip:
Home Phone: ( ) Work Phone: ( ) ext. DOB:
Relationship to Responsible Party: [ Self ] Spouse 1 Child ] Legal Guardian

Sex: CI1Male [IFemale  Marital Status: [ Married [ Single [ Divorced [Separated [ Widowed

Employer Name: - Employment Status: (1 Full-time [ Part-time

Employer Address: City: State: Zip:

Occupation: Student: [ Fulltime [ Part-time

Parents: (if patient is a minor) Father’'s Name: Date of Birth___ .
Mother's Name: Date of Birth:

Referring Physician:

.C‘.:dMPLETE IF OT;-IER TI:;AN PATIEﬁTm

Responsible Party Name:

Address: City: State: Zip:

Home Phone: ( ) Work Phone: ( ) ext. DOB:

Sex: [1Male [ Female Marital Status: 1 Married 1 Single [ Divorced [ Separated 1 Widowed

Social Security #: Employer Name:

Employer Address: City: State: Zip:

Occupation: Employment Status: [ Full-time [ Part-time

INSURANCE ONE

Policyholder's Name (as it appears on card): Policyholder’s #:

Name of Plan: Policy Group #:

Address to Mail Claims: City: State: dp:

Phone: ( ) Effective Date: Termination Date:

INSURANCE TWO

Policyholder’s Name (as it appears on card): Policyholder’s #:

Name of Plén: Policy Group #:

Address to Mail Claims; City: State: Zip:

Termination Date:

Effective Date:

Phone: ( )

INSURANCE THREE
Policyholder's Name (as it appears on card):

Policyholder’s #:

Name of Plan:

Policy Group #:

| .Address.to.-Mail Claimss. . . . o covv o e

Gity_- - .- .. States -~ - Fpr-

‘Termination Date:

Phone: ( ) Effective Date:

Name: -

Address: — City: State: Zip:
Home Phone: ( ) Work Phone: ( ) ext.

Relationship to Patient:




O "

CABARRUS MEMORIAL HOSPTIAL
D/B/A NORTHEAST MEDICAL CENTER

Authorizations and Notifications

mAI‘NIENT: The undersigned hereby consents for the physician and staff of Cabarrus Memorial Hospital d/b/a NorthEast
Mec'hcal Center or any of its subsidiaries (hereinafter collectively referred to as “NEMC”) to administer treatment deemed
advisable for the patient. I am aware that the practice of medicine and surgery is not an exact science, and I acknowledge that
no guarantees have been made as to the result of treatment or examination.

f&UTHORIZATION FOR RELEASE OF MEDICAL INFORMATION: | give permission to release any medical
information about my treatment (including copies of my medical records) needed for payment of my insurance claim, or for my
continuing care after I have been treated. I also give permission to use medical information about my treatment for quality
assurance review purposes. I reserve the right to revoke this consent at any time and I understand my revocation will be
“effective no earlier than the date of my notice.

PAYMENT OF CO-PAYS AND CO-INSURANCE: I understand that NEMC is committed to providing me with the highest
quality care possible. I also understand that NEMC is committed to controlling costs. I acknowledge that I have a
responsibility to assist with controlling costs by paying my co-pay at the time of each service, or paying my co-insurance
amount at the time of each service.

FEES FOR NON-CANCELLED VISITS: I understand that it is my responsibility to give my provider at least 24 hours
notification if I cannot keep a scheduled appointment, If I do not provide adequate notification I will be charged for the missed

appointment. I further understand that the missed appointment fee is my responsibility and my insurance carrier will not be
billed.

MEDICARE-MEDICAID CERTIFICATION: I have given correct information on my application for payment under Titles
X VI (Medicare) and XIX (Medicaid) of the Social Security Act. I ask that any authorized Medicare and/or Medicaid benefits
be paid on my behalf, for any physician or other services furnished to me by NEMC. I give permission to NEMC to release
. any of my medical or other information needed by Medicare, Medicaid and their respective agents, in order to determine the
benefits to which I am entitled.

NON-COVERED SERVICES: I understand that my physician may recommend that certain tests be performed to assist in
his/het treatment/diagnosis of my medical condition. My insurance carrier may not cover the tests my physician feels are
necessary for treatment/diagnosis. If my physician thinks the tests may not be covered by my insurance payor, I will receive
advance notification and will be asked to sign a waiver stating that I accept responsibility for payment. I also understand that [
have the option to decline having the tests performed.

ASSIGNMENT OF INSURANCE/LIABILITY BENEFITS: I hereby authorize payment directly to NEMC and all
physicians involved in my treatment or diagnosis at NEMC by the group insurance, major medical insurance, hospital, surgical,
medical, and any other insurance payable to or on behalf of the undersigned, by virtue of treatment of the below named patient.
I unconditionally assign any insurance benefits to NEMC and all physicians involved in my treatment and further authorize
them to apply any surplus insurance benefits or any other payments received from any source, to the payment of other maid
bills of the below named patient or of the undersigned or any individual who is financially respons?ble for the patient or
guarantor. I understand that I am financially responsible to NEMC and physicians for charges not paid by insurance. If an
unpaid balance is sent to a collection agency, I will be responsible for any legal fees, expenses, and/or interest associated with

collection of the debt.

REFERRALS AND AUTHORIZATIONS: I realize that my physician may recommiend that I receive additional treatment
" “from a spécialist, and’ that niy insurance carrier may require that my primary gare provider complete a referral and/or
authorization for such treatment. I acknowledge that it is my responsibility to make sure the specialist has.reqelve.d the
completed referral/authorization prior to my scheduled appointment with the specialist. If the referral/authorization is not
completed prior to the visit, I will be required to pay for the visi¢ in full at the time of service.

By signing this document I acknowledge that 1 have read, chtp_tand, and will comply with its contents.

Patient Signature (Date) Responsible Party if not Patient (Date)



Review Of Systems Questionnaire

Have you been feeling any of these symptoms today?

Patient Name DOB
Today’s Date:
Constitutional Yes | No | * | Chest Yes | No
Feeling tired or poorly * | Difficulty swallowing
Fever (as symptom) * | A cough
Chills (as symptom) * | Shortness of breath
Recent weight loss(lbs ) * | Palpitations
Recent weight gain(ibs ) * | Chest pain or discomfort
Ear, Nose, Throat Yes | No | * | Hemo/Endocrine Yes | No |
Nasal congestion * | An easy bruising tendency
Post-nasal drip * | Excessive sweating
Sore throat * | Sweating heavily at night
Earache (right) * | Excessive thirst
Earache (left) * | Temperature intolerance
Urinary Yes | No [ * | Neuro/Eyes Yes | No
Pain during urination * | Headache
Increased urination * | Dizziness
Blood in urine * | Ringing in ears
Urinating more than 1 x night * | Numbness
B * | Decrease in strength
* | Red Eyes
% | Sleep disturbances
* | Depression
* | Anxiety
GI Yes | No | * | Gynecological (women) | Yes | No
Decreased appetite * | Unexplained vaginal
* | bleeding A
Abdominal Pain * |Vagipal discharge. .. . .1 -1
" [ Nausea ' * | Vaginal pain
Vomiting * | Vaginal itching or burning
 Diarrhea * '
Constipation *
Heartburn *
Blood in stool *
S8kin/Musculoskeletal Yes | No
Skin rash
Neck pain
Back pain
Joint pain





