Endocrinology E: info@carolinaendo.org P: 803-548-3636

N Carolina 1658 Highway 160 W., Fort Mill, SC 29708 Chart #
Yy & Diabetes

F: 833-764-4907 CarolinaEndo.org

Thank you for choosing us for your healthcare needs. Please fill out this form completely.

Patient Information

1. Personal Information

Patients’ Name (Mr. / Mrs. / Ms. / Dr).

Date of Birth / /
Patient Mailing Address

City / State / Zip

[1 Male [ Female Social Security #

Race Ethnicity Preferred Language

[0 Minor [J Single [J Married [ Divorced [ Separated 1 Widowed
Employer Occupation

Email

2. Telephone Information

Home Phone Work Phone Cellular Phone
In the event of an emergency, who should we contact?
Name Relationship Phone

3. Responsible Party (If not patient)

Who is responsible for the account?

Address

City / State / Zip

Relationship to Patient Social Security # Date of Birth
Employer Occupation

Work Phone Home Phone

4. Insurance Information

Primary Insurance Secondary Insurance

Name of Insured Name of Insured

Relationship to Patient Relationship to Patient
Insured Date of Birth / / Insured Date of Birth /
Social Security # Social Security #

Employer Employer

Insurance Co. Insurance Co.

Employee I.D. / Cert. # Employee I.D. / Cert. #

Group # Group #




Information for your Physician

Today’s Date / / Name Date of Birth / /

1. List your chief compliant for today’s visit

[0 Self-referred [0 Consulation requested by

My Primary Care provider is

2. Family history (please note which side of the family: i.e. maternal grandmother, paternal aunt, maternal grandfather):

Diabetes - Who? Heart attack - Who?

Thyroid - Who? Kidney failure - Who?

High blood pressure - Who? High cholesterol (lipids) - Who?

Stroke - Who? Cancer type Who?

3. Medical problems you have had: (please check and include date diagnosed where applicable)

[1 Diabetes - Date: [1 Osteoporosis [1 High blood pressure - Date:
[1 Stroke - Date: [1 Peptic ulcer disease [1 Heart attack - Date:

[1 Kidney Failure [1 Reflux esophagitis {1 Chronic lung disease

0 Gout [J Depression [J Thyroid disease - Date:

[0 Cancer type Date: [ Other:

4. List previous operations (dates, hospital, name of surgeon, list left or right where applicable i.e left leg, right eye)

5. Do you use tobacco?
[1 Yes - Year started? What kind? Daily amount?

[0 No Formeruse? (1 No[]Yes How many years? Year quit? Former daily amount?
6. Current tobacco/smoke exposure? (1 None [J Minimal [ Frequent [J Daily

7. Do you drink alcohol?
[1Yes - Year started? What kind? Daily amount?

O No - In the past? Year quit? Daily amount?

8. Do you use drugs, illegal or legal, other than over-the-counter that were not prescribed for you?
[1 No [1Yes What kind?

9. Exercise level [ None 1 Occasional [J Moderate [ Heavy
General stress level [ Low [ Medium [ High

Caffeine intake [0 None (1 Occasional 1 Moderate [ Heavy
Deaf or serious difficulty hearing? [ Yes [1 No

Blind or serious difficulty seeing? 1 Yes [1 No

10. Diabetic patients
Date of last eye exam / /

11. Vaccines (*In agreement with CDC guidelines, we recommend diabetic patients over the age of 6 months get an annual flu vaccine)
Year of last flu vaccine Year of last pneumonia vaccine




Medication Log

Patient Name Date of Birth /
Pharmacy Name / Address
Pharmacy Telephone
Allergies
Medication Dose Quantity Frequency
*For Insulin, if it is pen or vial?* Ex: 5mg, 20mcg Ex:1or2 Ex: Once daily, twice daily




Review of Symptoms

Patient Name

Date of Birth

Please check any of the symptoms below you are experiencing:

General

[1 Weight gain [0 Weight loss
[ Increased appetite

[0 Appetite loss [ Fatigue

[1 Fever [] Night sweats

Skin

[J Ulcer [1 Bruising

[J Dryness [] Excessive sweating
(1 Hair growth [] Hair loss

[ ltching [ Rash

[1 Skin color changes

Head

[J Blurred vision [ Headache

[] Double vision

[] Visual disturbances

[J Visual loss [] Hearing loss

[J Nose bleed [ Nasal congestion
[J Hoarseness [ Sore throat

Neck
[ Neck mass [1 Neck pain
[0 Swollen glands

Respiratory

[J Cough

[ Decreased exercise tolerance
[0 Snoring [J Difficulty breathing
[1 Wheezing [ Bloody saliva

Breast

[J Breast mass [ Breast pain

[1 Breast swelling

[0 Nipple discharge 7 Nipple pain

Cardiovascular

[J Chest pain (1 Calf cramps
[0 Fainting/blackouts

O Irregular heart beat

[0 Rapid heart rate

[0 Leg pain or swelling

[1 Shortness of breath

Gastrointestinal

[1 Abdominal pain [] Bloody stool
[1 Change in bowel habits

[J Constipation [ Diarrhea

[0 Difficulty swallowing

[0 Gas [1 Heartburn [J Nausea

[0 Vomiting

Female

[J Vaginal dryness

[J Vaginal itching/burning

[J Absence of menstruation
[J Blood in urine

[ Excessive menstrual bleeding
[ Excessive non-menstrual
bleeding

[0 Flank pain [0 Frequency
[ Menstrual irregularities

[ Urgency

Male

[J Blood in urine

[1 Change in urinary stream

[J Flank pain [J Frequency

[J Impotence [ Painful urination
[ Testicular mass

[] Testicular pain [ Urgency

Muscular/Skeletal

1 Back pain

1 Decreased range of motion

[0 Joint pain [ Joint redness

0 Joint stiffness 1 Joint swelling
1 Muscle cramps [1 Muscle pain
1 Muscle weakness

Neurological

] Numbness

(1 Decreased memory [1 Dizziness
] Incoordination

[ Loss of consciousness

[] Seizures [ Tremor

[ Unsteadiness

Psychiatric

[ Anxiety

0 Change in sleep pattern

(1 Depression [] Hypersomnia

[1 Mood changes [ Panic attacks
0 Frequent crying

Hematological

1 Abnormal bleeding

1 Blood clots

[ Enlarged lymph nodes

Please list any other symptoms you

are experiencing not listed above




Carolina Endocrinology & Diabetes HIPAA Release of
Information

Patient Name Date of Birth / /

| hereby authorize the release of my medical records medication history to the physicians at Carolina Endocrinology & Diabetes. It is
frequently necessary for personnel at Carolina Endocrinology & Diabetes to communicate lab results, radiology results, instructions,
information about treatment, and other items of Protected Health information with our patients. In the event that our staff is not able to
speak with you (the patient) directly,please give us instructions regarding communication with you. WE WILL NOT GIVE OUT ANY
INFORMATION UNLESS YOU INDICATE BELOW:

If any information you have provided on this form changes, please notify us and we will give you a new HIPAA
form to fill out.

Consent to release information to patient

Answering yes to messages indicates we can leave messages regarding health, billing, lab results, or anything else
relating to you.

Home Phone Messages [] Yes [ No

Cell Phone Messages [ Yes [ No  Consent to Text [J Yes (1 No
Standard text message rates may apply depending on your cell phone plan/provider.

Work Phone Messages [] Yes (] No

Consent to fax information to patient upon request at the following fax number

Messages may be left with the following persons

Name Relationship Phone
Name Relationship Phone
Name Relationship Phone
Name Relationship Phone

Consent to release information to physicians involved in my healthcare

Primary Care Provider Practice Name
Cardiologist Practice Name
OBGYN Practice Name
Kidney/Nephrologist Practice Name
Other Provider Practice Name

Consent to release information to my pharmacy if asked for treatment or
payment purposes

Pharmacy Name and Phone Number

Diabetic Supply Company Used (Testing & Pump Supplies)

Note: 1. By law, Carolina Endocrinology & Diabetes cannot use or share my health information without my permission, except by ways
listed in the Carolina Endocrinology & Diabetes notice of private practices. 2. | can cancel this permission/request at any time. | must
cancel in writing and will receive written confirmation from Carolina Endocrinology & Diabetes of their receipt of my request. | cannot
cancel the sharing of information already given as a result of this permission. 3. There may be a charge to make copies of my medical
record. 4. | understand and acknowledge that this may include treatment for physical and mental health, alcohol/drug abuse and/or
HIV/AIDS tests results or diagnosis. If the person signing this permission is the patient's legal guardian, healthcare agent, attorney, or
administrator/executor of the patient's state appropriate documentation of legal authority must be provided before records may be
released.

Patient Signature Today’s Date / /




Financial Policy

We are committed to providing you with the best possible care. To help us focus on your health, we ask that you review
and understand our financial policy. Your clear understanding of these terms allows us to maintain the highest quality of
service.

Insurance and Verification
We accept many insurance plans. It is essential that you provide us with your most current insurance card at every visit.
e ltis Your Responsibility: You are responsible for verifying if we are in-network with your specific insurance plan
and for obtaining any necessary referrals or prior authorizations before your visit. If a required referral or
authorization is not obtained, your insurer may deny the claim, and you will be responsible for the full bill.
o Benefits Are Not a Guarantee: Verification of benefits by our office is not a guarantee of coverage by your
insurance company. Your insurer makes the final determination of benefits.

Patient Financial Responsibility
Unless otherwise determined by your insurance plan, you are responsible for the following payments due at the time of
service:

Due at Time of

Payment Type Description Service

Co-payments A fixed amount defined by your insurance plan. Yes

Deductibles The annual amount you must pay out-of-pocket before your insurance begins Varies
to cover costs.

Co-insurance Qe%irccttiag:;age of the charge for services that you owe after you've met your Varies

Non-Covered
Services
Note: If we are unable to verify your insurance eligibility on the day of your visit, you will be required to pay for the visit in
full. We will refund any overpayment once your insurance claim has been processed.

Services deemed “not medically necessary” or not covered by your insurer.  Yes

Insurance Claim Submission
We will promptly submit a claim to your primary and secondary insurance carriers as a courtesy to you.

e Processing Time: It typically takes your insurance company 30 to 60 days to process a claim. After your insurance
has processed the claim, we will send you a statement for any remaining balance, including deductibles and co-
insurance.

e Balance Due: The balance reflected on your statement is due within 30 days of the statement date. If you have
difficulties paying, please contact our billing department immediately.

Past Due Accounts and Payment Plans
We understand that unexpected medical costs can be a burden. If you are unable to pay your balance in full within the 30-
day period, please contact our billing department right away to discuss a payment plan.
e Failure to Pay: If your account becomes severely past due and no payment arrangements have been made, your
account may be subject to a collection agency, and you may be discharged from the practice.

Self-Pay Patients
If you do not have insurance, you are considered a Self-Pay patient.
e Payment Due: Full payment for services is due at the time of your visit.

Cancelled and Missed Appointments
To be respectful of the medical needs of other patients, please notify our office immediately if you are unable to keep your
appointment.
e Cancellation Notice: We require 24-hour notice for all cancellations.
e No-Show Fee: Failure to provide 24-hour notice or missing a scheduled appointment (“No-Show”) may result in a
fee, which is not covered by insurance. Repeated No-Shows may result in discharge from the practice.

Patient Name

Patient Signature Today’s Date / /




Notice of Privacy Practices Acknowledgement

Please read this carefully. This notice explains how your medical information (called Protected Health Information or PHI)
may be used and shared, and what rights you have to access this information.

Who is Presenting This Notice?
The terms “Facility” and “Health Professionals” in this notice refer to the members of Carolina Endocrinology & Diabetes.
¢ Who is Bound by It? The Facility, its employees, and all members of Carolina Endocrinology & Diabetes involved
in your care must follow this Notice of Privacy Practices.
¢ Information Sharing within Carolina Endocrinology & Diabetes: Members of the Carolina Endocrinology &
Diabetes will share your PHI with each other for your treatment, billing (payment), and day-to-day healthcare
operations, as allowed by law (HIPAA) and this notice.
o Need a List? For a full list of the organizations in the Carolina Endocrinology & Diabetes, contact the Privacy &
Security Compliance Office.

Our Privacy Obligations
We are legally required to:

1. Protect the privacy of your PHI.

2. Provide you with this Notice, outlining our legal duties and privacy practices.

3. Abide by the terms of this Notice.

4. Notify you if there is a breach (unauthorized access, use, or disclosure) of your medical information.
Electronic Disclosure: We use computerized systems, meaning your PHI may be shared electronically for treatment,
payment, and healthcare operations.

When We Can Share Your PHI Without Your Written Permission
We do not need your specific written permission for the following uses and disclosures:

Treatment, Payment, and Health Care Operations
Your PHI is used and shared to provide your care, get paid for that care, and run our facility smoothly.
e Treatment: Sharing PHI to provide, coordinate, and manage your healthcare.

o Examples: Sharing your chart with other doctors, nurses, or specialists involved in your care; contacting

you with appointment reminders, treatment options, or information about other health services.
e Payment: Sharing PHI to bill and get paid for your services.

o Examples: Sending a bill to your Payor (your health insurer, HMO, or other company that pays for your
care) to verify coverage and get payment; sharing billing details with a physician who read your X-ray so
they can get paid.

e Health Care Operations: Using and sharing PHI for internal activities that improve care quality and cost-
effectiveness.

o Examples: Reviewing medical records to evaluate the quality of care provided by staff; sharing PHI with
the Privacy & Security Compliance Office to handle your complaints; providing PHI to government or
accreditation bodies (like The Joint Commission) to maintain our license.

o Business Associates: We may share PHI with other companies (called business associates) who perform
services like billing or IT support on our behalf.

o Training & Education: Sharing PHI for educational experiences, such as allowing students, residents, or
others interested in healthcare to shadow staff or engage in a clinical program.

Sharing Information with Other Healthcare Networks
e Health Information Organizations (HIOs): We may share your PHI through an HIO (a regional or statewide
electronic health information exchange) with other providers for treatment, payment, and operations. This can
lead to faster access to your records and better-coordinated care.
o Your Choice: You have the right to opt out of the HIO and prevent providers from searching for your
information through this exchange. You can do this by completing an Opt-Out Form at registration.

Other Permitted Uses and Disclosures

o Facility Directory: Unless you object, we may include your name, location, general condition, and religious
affiliation in our patient directory. We can share this information with anyone who asks for you by name. We can
share your religious affiliation with clergy (e.g., a priest or minister) even if they don’t ask for you by name. You'll
have a chance to object upon admission.

e Friends, Family, and Caregivers: We can share PHI with family members, friends, or any other person involved in
your care or payment for your care if we believe it's in your best interest (especially in an emergency or if you are
unable to object). We'll only share information directly relevant to their involvement.



Public Health Activities: Sharing PHI with public health authorities to prevent or control disease, report child
abuse, report on FDA-regulated products, and more.

Victims of Abuse, Neglect, or Domestic Violence: Sharing PHI with a government authority if we reasonably
believe you are a victim.

Health Oversight Activities: Sharing PHI with government agencies that oversee the healthcare system (e.g.,
Medicare or Medicaid).

Legal Proceedings: Sharing PHI in response to a court order, subpoena, or other lawful process in a judicial or
administrative proceeding.

Law Enforcement: Sharing PHI with police or other law enforcement officials as required by law (e.g., to identify a
suspect, locate a missing person, or report a crime at the facility).

Correctional Institutions: Sharing PHI with a correctional institution if you are an inmate.

Organ and Tissue Procurement: Sharing PHI with organizations that handle organ, eye, or tissue donation.
Research: Sharing PHI if an Institutional Review Board approves the research after waiving the requirement for
your authorization.

Health or Safety: Sharing PHI to prevent a serious and immediate threat to a person’s or the public’s health or
safety.

Specialized Government Functions: Sharing PHI with military command authorities (U.S. Military) or other
government units (e.g., the Secret Service).

Workers’ Compensation: Sharing PHI as required by state laws related to workers’ compensation.

As Required by Law: Sharing PHI when any other law mandates it (e.g., to the FDA to monitor a medical device).
Appointment Reminders: Using your PHI to contact you about appointments.

When We Must Get Your Written Permission
For any purpose other than those listed above, we need your written authorization. This includes:

Non-Routine Disclosures: We need your written permission to send your PHI to parties like your life insurance
company or an attorney representing the opposing party in a lawsuit.
Marketing: We need your written authorization (Your Marketing Authorization) before using your PHI to send you
marketing materials.
o Exceptions: We do not need your permission for face-to-face encounters, giving you a promotional gift of
nominal value, or communicating with you about treatment options or care coordination.
Sale of PHI: We will not sell your PHI in exchange for payment without your authorization, except for limited,
legally permitted circumstances (e.g., public health, research, or a sale/merger of the facility).
Highly Confidential Information: Certain information has extra legal protection and generally requires your written
authorization for disclosure. This includes PHI about:
o Psychotherapy notes
Mental health, mental retardation, and developmental disabilities
Alcohol or drug abuse/addiction
HIV/AIDS testing, diagnosis, or treatment
Communicable diseases
Genetic testing
Child or adult domestic abuse/neglect
o Sexual assault

O 0O 0O O 0O O

Revoking Your Authorization: You can cancel any written authorization at any time by sending a written statement to the
Health Information Management Office, except to the extent we have already relied on your permission.

Your Rights Regarding Your PHI
You have the following rights concerning your medical information:

1.

Right to Request Additional Restrictions:

o You can ask us to limit how we use or share your PHI for treatment, payment, operations, or to specific
individuals (like family) involved in your care. We are not required to agree to all restrictions.

o Exception We MUST Honor: We must agree to restrict disclosures to your health plan (for payment or
operations, not treatment) if the disclosure relates to an item or service for which you have paid in full out-
of-pocket, unless the disclosure is required by law.

o To Request: Obtain and submit a request form from the Health Information Management Office.

2. Right to Receive Confidential Communications:

o You can request to receive your PHI by alternative means or at alternative locations (e.g., mailing your bill
to a P.O. Box instead of your home address). We will accommodate reasonable written requests.

3. Right to Inspect and Copy Your Health Information:

o You can ask to see and get copies of your medical and billing records.
o We may charge a fee for copies, except when the copies are needed for a federal or state disability
benefits program application.



o To Request: Obtain and submit a record request form from the Health Information Management Office.
4. Right to Amend Your Records:
o You can ask us to amend (change) the PHI in your medical or billing records if you believe it is inaccurate
or incomplete.
o We can deny the request if we believe the information is accurate and complete or if other special
circumstances apply.
o To Request: Obtain and submit an amendment request form from the Health Information Management
Office.
5. Right to Receive an Accounting of Disclosures:
o You can request a list of certain disclosures of your PHI made over the past six years.
o We may charge you for this statement if you request it more than once in a 12-month period.
6. Rightto Receive a Paper Copy of this Notice:
o You can request and receive a paper copy of this Notice at any time, even if you previously agreed to
receive it electronically.

For More Information or to File a Complaint
If you have questions, believe your privacy rights have been violated, or disagree with a decision we made about access
to your PHI, please contact our Privacy & Security Compliance Office.

e File a Complaint Externally: You can also file a written complaint with the Director, Office for Civil Rights of the
U.S. Department of Health and Human Services (HHS). We will provide you with the correct address upon
request.

¢ No Retaliation: We will not take any action against you for filing a complaint.

Contact

Right to Change Terms: We may change the terms of this Notice at any time. Any changes will apply to all PHI we
maintain, including information created before the new notice was issued. New notices will be posted in our facility waiting
areas and on our website.

Facility Contacts
Privacy & Security Compliance: 1658 Highway 160 W., Fort Mill, SC 29708
E-mail: info@carolinaendo.org Ethics Action Line (EAL): 803-548-3636

Patient Name

Patient Signature Today’s Date / /




