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PATIENT INFORMATION

Name: Birth Date: Marital Status: S M Sep D W
Mailing Address: Social Security #: :
Address: Sex: F M Race: Language:
City: E Mail: !
State: Zip: Emergency Contact: |
Home Phone#: Emergency Phone#: i
Cell Phone#; Emergency Relationship:
May we leave Voice Mails?  Yes No Messages-on Answering Machine? Yes No
Work Phone#: Student: Yes No Part Time Full Time
Emplover: Work Status: FT PT RET SELF AD Mil | OTHER
Employer Address: Job Related?: Yes No
City: State: Zip: Accident Related?:  Yes No
Date of Injury/Accident: Adjusters Name/Phone:
Type of Injury/Accident:
Referring Doctor: Primary Care Doctor:

GUARANTOR INFORMATION '
Name: Date of Birth:
Address: Social Security#:
Address: Relationship: !
City: Employer:
State: Zip: Employer Address:
Home Phone#: Employer City:
Cell Phone#: Employer State: Zip:

Employer Phone:

INSURANCE INFORMATION '

Primary Insurance: Secondary Insurance: '
|

iD#: 1D#: |
Group #: Group #: !
Group Name: Group Name: f
Copay: Copay: i
Subscriber Name: Subscriber Name: |

Authorization To Pay Benefits To Physician: [ authorize the release of medical or other information necessary to process health

insurance claims. I also request payment of benefits to Coastal Neurology when they accept assignment.

Authorization To Release Medical Information. I hereby authorize my Provider, Coastal Neurology, to release any information

necessary for my course of treatment.

Responsibility: All professional services are the.responsibility of the patient/guarantor. The patient/guarantor is responsible for any
and all collection fees, attorney charges and court costs, A finance/billing fee may apply to delinquent balances. Coastal Neurology
maintains the right to refuse treatment to any non-emergent patient.

Signature (patient or guarantor)

Date

Name

Relationship




Coastal Neurology
New Patient Questionnaire

_ Patient Name: . |
NEUROLOGY Date of Birth: Hand You Write With: [J L/ D R |

Why are you being seen today?

Please List CURRENT Medications with Dosages and Frequency

Please List Any Medication Allergies
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Please Llst Current and Past Medical Problems and Prior Surgeries Including Dates and Side of B
Where Appropriate . . ;-

High Blood Pressure n Stroke ) D Pacenriaker D Prostate Surgery D
Heart Bypass / Stent - - D - COPD n - Diabetes D Knee Replacement. -
High Cholesterol . " Asthma D Neck Surgery D Hip Repleeeme;lt' l
Low B'ack_S.m-sgern_r_ s D“, Caqser" L D .. Heart Attack Other
Atrial Fibrillation. .. ] . Hysterectomy.. [ . Reflux. O . -
What Medical Problems Run In Your Family?
l-l:gh Blood Pressure Epllepsy n Alzheimer's D Heart Disease D
T eatadae 2 hoen
Dmbetes : m Mlvrame D Stroke D Other !
Have You Ever Smoked? Yes[J No U f . _
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If Yes, How Many Packs Per Day" For How Long" years
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How Much Alcohol Do Ynu Drink Per Week? - e . '
- £ v i i fetdne Y mee .
Where you ever a Heavy Drinker?  Yes o No[ !
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lf you've Quit, How Long Ago? years . .. e '
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Marital Status: Single[]  Married Sep-arated [0 Divorced[]  Widowed[[]

What i$ the Highicst Level of School that You Completed? _

Occupaticii: "

i .
! dy e

Please List ALL Medical Problems, Hospitalizations, or Surgeries

Are you currently experiencing any of the following problems? (Check where appropriate) !

Yes No Yes No
Headaches O O Visual Changes O 0O |
Dizziness V D '.D | Hearilt;l’gi Loss | | D .’
Vertig(; | - D 5 D | Problems Swallowing ‘O 0O |
Balance Problems O o Unexplained Weight Loss O O
Memory Loss O 0. Fainting . O O
Attention Problems O 0O Liver Trouble O
Sleep Problems ‘O 0O Kidney Trouble O d
Numbness In Hands or Feet [] [J Bladder Incontinence O O
Neck Pain . O O o ‘Bowel Incontine'llce D : O
Back Pain D D Depression D D
Aré you Plregnant? D 0 Thou.ghts‘ of é;licide D ﬁ
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COASTAL NEUROLOGY, P.A ,
1833 Noxthi Paris Avenue
Port Royal, SC 29935
(843) 522-1420 ~ Facsimile (843) 522-1460

NOTICE GF PRIVACY PRACTICES (HIPAA)} |

|
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISGLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION. PLEASE REVIEW TY CAREFULLY. . ’

Purpose of this Notice

This Notice desciibes how we may use and disclose your health information to carry out treatment, payment or health care operaticns and for
other purposes that are permitted or required by faw. This Notice also outfines our legal duties for protecting the privacy of your health
information and explains yotx rights to have your health infonnation protected. We will create a record of the services we provide you. and this
record will include your health information. We maintain this information to enswie that you receive quality care and to meet certain legal
requirements related to providing you care, We understand that your health information is personal and we are committed to protediing your
privacy and ensuring that your health information is used appropriately. !

Gur Responslbilities
We are required by law to maintain the privacy of your health infarmation and provide you natice of our legal duties and privacy practices with
respect fo your health information. We have also appointed a Privacy Officer who Is respensible for ensuring that we proiect your health

information and that we abide by the tetms of this Notice.

I
How We May Use or Disclose Your Health Information I

The following categories describe examples of the way we use and disclose health information:

For Treatment: We may use your heatth information to provide you with medical treatiment orservices. An example of this would'include a
physical examination. Ve may also disciose your health information to another physician or other healthcare providers to be sure those parties
have all the information necessary to diagnese andfor reat you.

For Payment; We may use and discipse your health Infonmation ta others sothey will reimburse ether party for your treatment. For example a
bill may be sen to you, your insurance company or a third-party payer. The bill may contain information tat identifies you, your diagnosis, and
treatment or supplies used in the course oftreatment. ~ T 1

For Health Care Operafions: We may ask you to sign your name o a signsin sheet, or we may call your mame in the waiting Toom; we may
use your name in conversations within the scope of the practice; we may contact you for appointmerit reminders; we may leave a fecorded
message for you citing who we are and the purpose’ in which we are calling. We may disclose your health information to a third party that
performs services, such as bilfing and collections. Inthese cases wa will enter into a writteri agreemert with the.third party to ensure they
protect the privacy of your health information. \We may use and disclose your health information In order to support our business activities. For
example, we may use yourhealth information for quality assessment activities, training of students, -necessary credentialing and ﬁ:}r other

essential activities. H
- . ]

Treatment Alternatives and Health-Reloted Benefits snd Services: We may trse your health information to inform you of services or
programs that we believe would be beneficial to you. We may call, mail or e-mail you infomation about these services or goods. Far example,
we may contact you to make you aware.of new products, supply productinformation, or anew patient assistance program that may be available
to you. ) ) /

. - |
Other Individuals Involvedin Your Care or Payment for Your Care: We may release your heaith information, including information about
your condition, to a family member.or fiiend who is involved in your medical.care or who helps pay for your care. it you would like us to
refrain frem releasing your kealth information to a family member or friiend, please notify our Privacy Officer or cther staff member,
We may also disclose your health information to disaster-refief orgariizations so that your family or friends can be notified about your condition,
status and location. g

1
) \ . : "t . Lt T [P
We are afso allowed to use and disclose your hedlth information without your suthorization as required to do so by Federa!, Stote or
focal faw(s) . i e

ACKNOWLEBGEMENTY OF RECEIFT OF NOTICE OF PRIVACY FRACTICES
We are committed to protecting ymtrpnva.y and ensuring that }mrfzealf}z‘ irformation is used and disclosed qaprap‘rz'arefy. This Notice ‘qf Privacy Practices
identifies oll potential uses end disclosure of your health information by our practice and vutlines your rights with-regard to your heolth information. Please
sign the form below to ecknowledge that you have reéeived our Netice of Privacy Practices. . .. e S

lacknowdedge that I have received a copy. of the Notice of Privacy Practices.
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Print: Name, .. o Signature; 3¢ o
Date: X . Inictthe patient, your relaficnship: -
Please cirdle and initial: Would you like a copy of this signed notice? Yes No -
Direct inquiries fo:  The U.S. Depariment of Health & Human Services  YOU MAY SPEAK WITH: X
Office-of Civil Rights
200 Independence Avenue, 5.W.
Washington, IxC 20202
877) 6966775

[

. Foradﬂﬁ'lnml questions or eom:ems, confact Anneite Kefley, Office Manager, at $43/522-1420. e
V503.10



Our goal at Coastal Neurology Is to provide quality Individualized medical care in a imely
manner. No shows, late arrivals and cancellaﬂons Inconvenience those individuals whe need

access to medical care. It also hlndels our abllity to provide you with the quality of carel» you
deserve. i

|

|

As a courtesy, and fo help patlents remember thelr scheduled appointments, our receptionists
will call you to confirm your appointment the day prior to when you are scheduled. !

If your schedule changes and you cannot keep your appointment, please contact us so we may
reschedule you and accommodate those patients who are walting for an appointment. As a

courtesy to our office as well as to those patlents who are waiting to schedule with the
_physician, please give us at Jeast 24 hours’ notice..

Our Policy Is as follows:

|
1. Patlents are considerad a No'show if they do not arrive for a schaduled appolntment.
2. [fyou arrive after your scheduied visit time we will have to reschedule your appointment
for some other day.

3. If you arrive more than 15 minutes past your appointed time, your appointmentwill have
1o be rescheduied. |

4. It you fail to bring your insurance cards and pictute ID / Dtivet's License, our staff is
required to reschedule your appointment.

5. if you fail 3 or more appointments ( No show's, late arrival ) within a three months time
- frame you will be discharged from the practice.

Your signature below indicates acceptance and understanding of the policy above.

Printed Name Slgnature

Date
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