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DATE: CHART #: Social Security #:_-- _ 

Patient Name: .......,.;:----------=;;:-----------;-;=-=------------.-..=:0--------­

LAST FIRST MIDDLE MAIDEN 

_________Work Phone: ( ________...,;ext. , 

o Spouse o Child 

Marital Status: 0 Married o Single 

________________ City: _ 

Student: 0 Full-tlme 0 Part-time 

.. ; . 
.: .~ ..:.., '. .'.. :....:.;:>.. ' ..•i...: .. ,.,' .... _.: ',_'.',. 

COMPLETE IF OTHER THAN PATIENT 
Responsible Party Name: _ 

Address: Cily: State: Zip: _ 

Home Phone: ( _________Work Phone: ( ________-eext. D08: _ 

Sex: 0 Male 0 Female Marital Status: 0 Married 0 Single o Divorced 0 Separated 0 Widowed 

Social Security #: Employer Name: ---------- ­

Employer Address: City: State: Zip: _ 

Occupation: Employment Status: 0 Full-time 0 Part-time 

Referring Physician: 

. :::: 

INSURANCE ONE 
Policyholder's Name (as it appears on card): Policyholder's #: _ 

Name of Plan: Policy Group #: _
 

Address to Mail Claims: City: State:-----Zip:
 

Phone: ( ____________,Effective Date: _ Termination Date: _
 

INSURANCE TWO 
Policyholder's Name (as it appears on card): -----'Policyholder's #: _ 

Name of Plan: Policy Group #: _ 

Address to Mail Claims: City: Stale: Zip: ---- ­

Phone: ( ____________,Eftective Date: _ Termination Date: _ 

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

Name of Plan: Policy Group #:__-------------- ­

"Zip:_" _Address.to-Mail-Claims:.:.....:..::.;;;...:.....::c.:::...:...:....:::..:....:.::.:...::..:..:.....::...-;.;....;..;;..;.;.~ Gity~·__-....;...........__- Stat~ ..
. .. ..

Termination Date: Phone: ( 

Name: .....-:..._-------------------- ­

Address: -_-..,.. City: State: Zip: --- ­

_________Work Phone: ( ___------,ext. __-­Home Phone: (
 

Relationship to Patient: - _
 



o
 
CABARRUS MEMORIAL HOSPTIAL
 

D/B/A NORTHEAST MEDICAL CENTER
 

Authorizations and Notifications 

TREATMENT: The undersignedhereby consents for the physicianand staff of CabarmsMemorialHospitald/b/a NorthEast 
Medical Centeror 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 surgeryis not an exact science, and I acknowledge that 
no guarantees havebeen made as to the resultof treatment or examination. 

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION: I give permission to release any medical 
inf0r:ma.tion aboutmy treatment(includingcopiesof my medical records)neededfor paymentof my insurance claim,or for my 
contmumg 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 

.effectiveno earlierthan the date of my notice. 

PAYMENTOF CO-PAYS AND CO-INSURANCE:I understand thatNEMC is committed to providingme 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 
amountat the timeof 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 cannotkeep a scheduledappointment. If I do not provideadequate notification I will be chargedfor themissed 
appointment. I further understand that the missed appointment fee is my responsibility and my insurance carrier will not be 
billed. 

MEDICARE-MEDICAID CERTIFICATION: I havegiven correct information on my application for paymentunder Titles 
XVIII(Medicare) and XIX (Medicaid)of the SocialSecurity Act. I ask thatany authorized Medicareandlor Medicaidbenefits 
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 medicalor other informationneeded by Medicare, Medicaidand their respective agents, in order to determine the 
benefits to whichI am entitled. 

NON-COVERED SERVICES: I understand that my physician may reconunend that certain tests be performed to assist in 
bislher 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 coveredby my insurancepayor, I will receive 
advancenotification and will be asked to sign a waiverstatingthat I acceptresponsibility for payment. I also understand that I 
havethe optionto decline having the tests performed, 

ASSIGNMENT OF INSURANCEILIABILITY BENEFITS: I hereby authorize payment directly to NEMC and all 
physicians involved in my treatment or diagnosis at NEMC by the groupinsurance, majormedical insurance, hospital, surgical, 
medical, and any other insurancepayable to or on behalfof the undersigned, by virtueof treatmentof the belownamedpatient. 
I unconditionally assign any insurance benefits to NEMC and all physicians involved in my treatment and further authorize 
them to apply any surplus insurance benefitsor any otherpayments received from any sou~ce, to the payment of other ~aid 
bills of the below named patient or of the undersigned or any individual who is financially respons~ble f~r the patient or 
guarantor. I understand that I am financially responsible to NEMC and physicians for charges not p~ld by lDSu~ce. If ~ 
unpaidbalance is sent to a collection agency, I will be responsible for any legal fees. expenses, andlor interest associatedwith 

collectionof the debt. 

REFERRALS AND AUTHORIZATIONS: I realize that my physictan IDaY reco~nd that I receive additional trel!tm~n~ . 
. from a speCialis~'and that my insurance carrier 'may require that my primai)' 041" provider com~le~e a referra~ and/or 

authorization for such treatment. I acknowledge that it is my responsibUit)' to make sure the specialist has. re~elve.d the 
completed referraVauthorization prior to my scheduled appointment with ~ specialis~ If the referral/authonzation IS not 
completed prior to the visit, I will be requiredto pay for the visilln ",nat the time of service. 

By signing this document I acknowledge that I have read,",,4C'qitand, andwin complywith its contents. 

Responsible party if not Patient (Date)PatientSignature (Date) 



Review OfSystems Questionnaire
 

Have you been feeling any of these symptoms today?
 

DOB _PatientName~ _ 

0 ly'S . a e: Tda:' Dt 
Constitutional Yes No '" Chest Yes No 
Feelinz tired or poorly 
Fever (as symptom) 
Chills as symptom) 
Recentweight loss(Ibs 
Recent weight gain lbs 

) 

) 

'" 
'" 
>I: 

>I: 
., 

Difficulty swallowing 
A cough 
Shortness of breath 
Palpitations 
Chestpainor discomfort 

Ear, Nose, Throat Yes No >I: HemolEndocrine Yes No 
Nasal congestion '* An easy bruising tendency 
Post-nasal drip * Excessivesweating 
Sore throat '" Sweating heavily at night 
Earache (right) '" Excessivethirst 
Earache (left) '" Temperatureintolerance 

Urinary Yes No .. NeurolEyes Yes No 
Pain during urination '" Headache 
Increasedurination .. Dizziness 
Blood in urine * Rinzinz in ears 
Urinating more than I x night '" Numbness .. Decrease in strength 

>I: Red Eyes .. Sleepdisturbances 

'" Depression 

'" Anxiety 

GI Yes No * Gvnecoloeical (women) Yes No 
Decreased appetite .. Unexplained vaginal 

'" bleeding 
Abdominal Pain 
"Nausea 

. ~. . ... ~.,. "... '" . . 

'" 
.. .vcuzj.nal discharge 
Vaginal pain 

... ~ •• , •• _4 .. -'­ .. . _..... ~ . 

Vomiting .. Vaginal itching or burning 

Diarrhea .. '" 
Constipation 
Heartburn 

'" .. 
Blood in stool .. 
SkinlMusculoskeletal Yes No 
Skin.rash 
Neck pain 
Back pain 
Joint pain 

.-._---_... --- -_.-- ---_.- ---- - . ,: , . 
.....-.-.__.-._-..­

-----~----__~ __------ ------ _ •.•.• 0.0"·· - . 




