


Cary HealthCare Associates, P.A.
ADULT HEALTH QUESTIONNAIRE

CONFIDENTIAL
Date:
Name:
Birthdate: Marital Status:
Occupation: Number of Children:

Please answer the following questions so that we may better assess and take care of your health

YOUR CURRENT HEALTH

Please list your current medical conditions for which you need to see a healthcare provider or take medications on a
regular basis

ILLNESS/CONDITION MEDICATIONS DOSE/FREQUENCY

DRUG ALLERGIES:

OTHER ALLERGIES:

FOR WOMEN ONLY:  First day of your last menstrual period

Method of birth control Number of pregnancies

Did you have diabetes with any of your pregnancies? YES NO
HEALTH MAINTENANCE
When did you last have the following?

Cholesterol Test: Results:

Tetanus Shot:

WOMEN ONLY:
Last Pap Smear: =
Have you ever had an abnormal pap smear? YES NO

Last mammogram (women over 40 years):

Last breast examination by healthcare provider:
MEN ONLY: (over 40)

Rectal exam:

PATIENTS OVER 65 YEARS:

Flu Shot:

Pneumovax Shot:
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FAMILY HISTORY

Have any of your blood relatives had any of the following?
WHO? WHO?

High Blood Pressure: Diabetes:
Heart Attack (include age of 1" attack): Thyroid Disease:
Glaucoma:
Stroke: Emotional/Nervous problems:
Cancer:

Other serious illnesses in the family:

PAST MEDICAL HISTORY

Hospitalizations or Surgeries (please include psychiatric)

DATE OR AGE REASON

Serious Injuries:

HABITS AND SOCIAL HISTORY

Many of these questions are personal-discuss any you hesitate to answer with your healthcare provider

1) Do you smoke? YES NO
If no, did you ever smoke regularly and quit2 YES NO  Year Quit:

If yes, how many pack of cigarettes a day do you smoke?

When did you start smoking?

2) Do you drink beer, wine, or liquor? YES NO
If yes, how many per week?

3) Do you/ have you ever had problems with drug abuse? YES ~ NO

4) How many fimes a week do you exercise?

5) Do you consider yourself overweight?2  YES ~ NO
6) Do you wish fo receive dietary information fo lose weight or lower your cholesterol2 YES ~ NO

7) Do you work regularly out in the sun2  YES ~ NO



Cary HealthCare Associates, PA.

Consent to Use or Disclose Information
For Treatment, Payment, Health Care Operation, or other Uses Permitted Under
HIPAA

The Patient hereby consents to the use or disclosure of his/her individually identifiable
health information ("protected health information”) by Cary Healthcare Associates,
P.A. in order to carry out treatment, payment, or health care operations. The Patient
should review our Notice of Information Practices for Protected Health Information for
a more complete description of the potential uses and disclosures of such information,
and the Patient has the right to review such Notice prior to signing this consent form.

Cary Healthcare Associates, P.A. reserves the right to change the terms of its Notice of
Information Practices for Protected Health Information at any time. If we do change
the terms of the Notice of Information Practices, a copy of the revised Notice will be
mailed to you. .
Patient retains the right to request that Cary Healthcare Associates, P.A. further restrict
how his/her protected health information is used or disclosed to carry out treatment,
payment, or health care operations. Cary Healthcare is not required to agree to such
requested restrictions; however, if we do not agree to the Patient's requested
restrictions, such restrictions are then binding on Cary Healthcare Associates, P.A.

At all times, Patient retains the right to revoke this Consent. Such revocation must be
submitted to Cary Healthcare Associates, PA. in writing. The revocation shall be
effective except to the extent that Cary Healthcare Associates, PA. has already taken
action in reliance on the Consent.

Cag Healthcare Associates, P.A. may refuse to treat Patient if he/she (or an

thorized representative) does not sign this Consent Form (except to the extent that
the Facility is required by law to treat individuals). If Patient (or authorized
representative signs this Consent Form and then revokes Consent, Cary Healthcare
Associates has the right to refuse to provide further treatment to Patient as of the time
of revocation (except to the extent that the Facility is required by law to treat '
individuals).

| HAVE READ AND UNDERSTAND THIS INFORMATION. | HAVE RECEIVED A COPY OF THIS
FORM AND | AM THE PATIENT OR AM AUTHORIZED TO ACT ON BEHALF OF THE PATIENT TO
SIGN THIS DOCUMENT VERIFYING CONSENT TO THE ABOVE STATES TERMS.

Date: ' Time: AM/PM

Signature of Patient (or authorized Representative)

Please Print Name



C.‘}{ ] CARY HEALTHCARE ASSOCIATES, PA.
MR#

Patient Name:

1)  The Patient (or responsible party) agree that, in consideration of the services to be rendered to the above named
patient, he/she will pay for all applicable office services at the time of the initial appointment. It is understood that the
patient (or responsible party) is financially responsible to Cary HealthCare Associates, P.A. for charges. For your
convenience, our office accepts cash, MasterCard, Visa, Debit cards, and personal checks. A fee of $25.00 will be cFuged
for all checks returned from the bank unpaid.

2) Cary HealthCare Associates, P.A. requires a 24-hour advance notice for appointment cancellations. After the first failure
to keep appointment, the patient is subject to a $50.00 charge (as specified in the cancellation policy attached) for any
following visits missed without proper notification. Responsible party will be charged $50.00 for missed appointments for a
scheduled physical or procedure.

3) Cary HealthCare Associates, P.A. will file directly with your insurance company if it is a carrier that we participate with.
Individual insurance companies determine allowable amounts based on their specific plans. Payment for services are
based on the allowable amount determined by your insurance company and will vary depending upon your policy.

Your policy may ask you, the subscriber, to pay a deductible, co-insurance, or co-pay amount, and may have certain
non-covered services. Services not covered or authorized by your insurance will be the patient’s responsibility and will be
billed directly to you.

4) Cary HealthCare Associates, P.A. will make reasonable attempts to collect approved benefits from your carrier for a
period of 60 days. However, please remember that the patient (or responsible party) is ultimately responsible for the
medical bill. You will receive a monthly statement showing the amount that is patient responsibility. Cary HealthCare
Assaciates, P.A. Reserves the right to turn any and all accounts that are not paid in full within 90 days to a
collection agency. There will be a $20.00 fee assessed to the patient’s account in collections.

5)  Cary HealthCare Associates, P.A. no longer files Worker’s Compensation or Motor Vehicle Accident claims. Cary Healthcare
Associates, P.A. will be willing to see patients who file these claims, provided that the office services are paid in full prior to
their appointment.

6) The patient (or responsible party) agree to authorize payment directly to Cary HealthCare Associates, P.A. of all
insurance benefits payable with the understanding the Cary HealthCare Associates, P.A. will refund any overpayment to
the person responstble for the account. The patient (or responsible party) further agree that any overpayment on this
account resulting from collections from insurance companies not having coordination of benefits clauses or other parties
may be applied to any delinquent or outstanding account balances owed by the patient (or responsible party) to Cary
HealthCare Associates, P.A.

7)  The patient (or responsible party) agrees to authorize Cary HealthCare Assaciates, P.A. to release medical information if
requested by your insurance company to process payment for services rendered.

8)  (Medicare Beneficiaries Only) I hereby certify that the information given by me in applying for payment under the Title
XVIII of the Social Security Act is correct. I hereby authorize any holder of medical or other information about me (or
the above-named patient) to release to the Social Security Administration of its intermediaries or carriers any
information needed for this or a related Medicare claim. I authorize that payment of authorized benefits be made to
Cary HealthCare Associates, P.A.

9) The patient (or responsible party) certifies that the information given is correct to the best of his/her knowledge.
10) T understand that I may revoke this consent at any time except to the extent that the action based on this consent has
already been taken. Consent for release of confidential information will expire automatically after one year from the

date signed. except for the processing of financial claims.

I have read and understand the cancellation policy stated above and agree to accept responsibility as described.

Patient Name or Responsible party (Please Print) Patient/Responsible Party Signature Date



CH 7 CARY HEALTHCARE ASSOCIATES, RPA.

OFFICE USE ONLY

MR#

CANCELLATION POLICY

Cary Healthcare Associates, P.A. understands that occasionally, you will be unable to attend your
scheduled appointment. When this happens. we ask that you kindly notify our office as early as
possible , so that we may open your appointment time to patients who may need more immediate

care. We request that, when possible, you provide 24 hours notice.
Unfortunately, we have frequently experienced patients missing their appointments without any

advance notice to Cary Healthcare, P.A. Such occurrences are detrimental to both our business and

to our other patients waiting for an appointment.

Please be notified that a $50.00 fee will be charged when an appointment is
missed without advance notice.

Cary Healthcare Associates, P.A. reserves the right to dismiss from the practice any patients
who frequently miss scheduled appointments.

LR 2 B J

[ have read and understand the cancellation policy stated above and agree to accept responsibility
as described.

Patient Name (Please Print) Patient Signature Date

Resposible Party, if Other (Please Print) Responsible Party Signature, if Other Date

“Refusal to commit to our policy by declining to sign this form will result in termination from the practice.



Pediatric Health History Form — Initial Visit

Child’s Name

Your Name

Child’s Past Medical History
Pregnancy/Neonatal Period

Where was your child born?

Relationship to Child

[s the child yours by Obirth Oadoption DOstepchild Clother

Pregnancy complications

Delivery by Ovaginal Oc-section
Reason for c-section
Complications

Was your child premature CONo OYes, born at weeks
Complications

Apgar scores 1 minute 5 minutes

Birth weight Length

Date of Birth

CHART #

Age

Social History

Who lives in the household with the child? 0 Mom O Dad
[ Siblings (# ) O Grandparents [1 Other
Child’s parents are O married O unmarried O divorced [J other
Childcare O parents O relatives O daycare [ babysitter/nanny
Days per week in childcare (not with parents)

Do any household members smoke

OYes ONo

How many hours per day does your child spend:

Watching TV
Child’s school name

Computer

Video games
Grade

Any concerns about school performance? O No [ Yes, explain

Other problems in the newborn period

Any concerns about peer or teacher relationships? [ No [ Yes

Infancy/Childhood/Adolescence

Has your child ever been treated for or diagnosed with: (explain)
O Asthma or reactive airway disease
OWheezing or bronchiolitis
O Seasonal allergies or eczema
O Food allergy '
O Recurrent ear infections
J Pneumonia
[ Urinary tract infections
O Genetic syndrome
O Seizures
O Anemia

O Broken bone
[ Mental retardation or learning disability
O Depression/anxiety
Other chronic medical conditions

Has your child ever been hospitalized [ONo O Yes (explain)

Previous surgeries and dates

Sports/exercise: Type

How often?

How long min

Family History

Do any family members have any of the following conditions:

Condition Mother
Asthma

Anemia

Blood disorder
Cancer

Heart attack/disease
High cholesterol
High blood pressure
Stroke

Diabetes

Thyroid disease
Kidney disease
Seizures

Migraines
Depression/anxiety
Alcoholism
ADD/ADHD

O

Doo0Ooo0o0Oo0oooo0dooo
O00000000O00000O00oong

Please list any‘six-eéi‘alist your child is currently sceing and reason:

Please explain all positives.

Father

Sibling  Grandparent

O0o00ooOoooonoopoooooon
O0o00oO0Oo0opooooooOonoon

Medications
ALLERGIES to medicine/vaccines (list and describe reaction)

Current medications and dose:

Vitamins
Herbal supplements
Over-the-counter meds

Development/Nutrition

At what age did your child: Sit alone

Walk alone Say words

Toilet train(day) 1* period (females)
Was your child breastfed ONo  [OYes, how long?

Has your child had any unusual feeding/dietary problems? Explain.

Current milk intake: Type Amount oz/d

Created 12/2006

Review of Systems (Check all that apply)

Constitutional

O Fever, chills O Fatigue
[T Unexplained weight loss/gain
0O Excessive thirst

Ear, Nose, and Throat

O Loud voice, hearing problem
00 Mouth-breathing, snoring

O Ear pain

O Frequent runny nose
Respiratory

O Cough, short of breath

O Chest tightness, wheeze
Musculoskeletal

O Muscle pain, weakness

0 Joint pain, swelling

[ Bone pain
Other (eye,skin,blood)
O Blurry vision O Squinting

[ “Crossed” eyes O Itchy eyes
[ Rashes O Abnormal moles
0O Abnommal bruising, bleed

Reviewed by

Gastrointestinal

O Nausea, vomiting, diarrhea

O Constipation, blood in stool

[J Abdominal pain

Cardiovascular

O Chest pain, palpitaions

O Tires easily with exertion

0 Fainting

Genitourinary

O Frequent or painful urination

O Bedwetting, frequent accidents
O Vaginal or penile discharge
Neurologic

00 Headaches O Seizures

O Clumsiness O Milestone delay
Psychiatric/emotional

O Anxiety/stress [dDepression
01 Sleep problem [ Anger concem
[ Concerns with attention, impulsivity

date




CARY HEALTHCARE ASSOCIATES, P.A.
222 ASHVILLE AVENUE, SUITE 10, CARY, NC 27518
(919) 233-60000 FAX: (919) 233-6052

AUTHORIZATION TO RECEIVE MEDICAL INFORMATION

Print Patient’s Full Name Birth Date (Mo/Day/Yr)
Street Address Social Security Number (optional)
City, State, Zip code Phone (Daytime)

At the request of the individual, I , do hereby authorize

NAME OF COMPANY
STREET ADDRESS o - CITY, STATE, ZIP CODE
TELEPHONE FAX NUMBER

TO RELEASE THE FOLLOWING:

Progress Notes Laboratory Reports Transferred Records
Specialist Correspondence Radiology Reports
Hospital Reports EKG
Other
~ Tdo Ido NOT authorize release of information related to AIDS (Acquired Immunodeficiency Syndrome)

or HIV (Human Immunodeticiency Virus) Infection, psychiatric care and/or psychological assessment, and treatment for alcohol
and/or drug abuse.

INFORMATION RELEASE TO: CARY HEALTHCARE ASSOCIATES, P.A.
222 ASHVILLE AVENUE, SUITE 10
CARY, NC 27518 PHONE: (919)233-6000 FAX: (919) 233-6052

PURPOSE OF DISCLOSURE:
Change of Doctor Insurance Legal Investigation
Referral to specialist Personal Workers Comp
Other:
This authorization shall be in force and effect until at which time this authorization expires.

I understand that I may cancel this request with written notification but that it will not affect any information released prior to
notification of cancellation. [ understand that the information used or disclosed may be subject to re-disclosure by the person or class
of persons or facility receiving it and would no longer be protected by federal regulations. [ understand that the medical provider to
whom this authorization is furnished may not condition its treatment of me on whether or not I sign the authorization.

Signature of individual or guardian or Date
Personal Representative of patient’s estate

NOTE: A processing fee may be charged. By law, maximum record copy fee is $0.75 per page for pages 1-25, $ 0.50
per pages 26-100 and and $0.25 per page for pages over 100.



CARY HEALTHCARE ASSOCIATES, P.A.
222 ASHVILLE AVENUE, SUITE 10, CARY, NC 27518
(919) 233-60000 FAX: (919) 233-6052

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Print Patient’s Full Name Birth Date (Mo/Day/Yr)
Street Address 7 Social Security Number (optional)
City, State, Zip code Phone (Daytime)
At the request of the individual, I , do hereby authorize
INFORMATION FROM: CARY HEALTHCARE ASSOCIATES, P.A.

222 ASHVILLE AVENUE, SUITE 10

CARY, NC 27518 PHONE: (919) 233-6000 FAX: (919) 233-6052

TO RELEASE THE FOLLOWING:

Progress Notes ~_ Laboratory Reports Transferred Records
Specialist Correspondence - _Radiology Reports
~ Hospital Reports ~EKG
Other
I do ~ 1doNOT authorize release of information related to AIDS (Acquired Immunodeficiency Syndrome)

or HIV (Human Immunodeficiency Virus) Infection, psychiatric care and/or psychological assessment, and treatment for alcohol
and/or drug abuse.

RELEASE INFORMATION TO:
NAME OF COMPANY

STREET ADDRESS ' CITY, STATE, ZIP CODE

TELEPHONE FAX NUMBER

PURPOSE OF DISCLOSURE:

~_ Change of Doctor Insurance Legal Investigation
Referral to specialist Personal Workers Comp
] Other: -
This authorization shall be in force and effect until - ~at which time this authorization expires.

[ understand that [ may cancel this request with written notification but that it will not affect any information released prior to
notification of cancellation. I understand that the information used or disclosed may be subject to re-disclosure by the person or class
of persons or facility receiving it and would no longer be protected by federal regulations. I understand that the medical provider to
whom this authorizization is furnished may not condition its treatment of me on whether or not I sign the authorization.

Signature of individual or guardian or Date
Personal Representative of patient’s estate

NOTE: A processing fee may be charged. By law, maximum record copy fee is $0.75 per page for pages 1-25, $ 0.50
per pages 26-100 and and $0.25 per page for pages over 100.



CARY HEALTHCARE ASSOCIATES, PA

222 ASHEVILLE AVENUE | SUITE 10
CARY, NORTH CAROLINA 27518

- Compound Authorization for Release of Information

~Name of Patient _ ~_ Dateof Birth -
Cary Healthcare Associates, PA 1s authorized to release protected health information about the above

named patient to the entities named below. The purpose is to inform the patient or others in keeping
| with the patient’s instructions.

Description of information to be released.
Check each that can be given to person/entity on
the left in the same section.

D Results of 1ab tests/x-rays
. Other

J Appointment absentee information

Entity to Receive Information.

Check each person/entity that you approve to
receive tnformation.

J Voice Mail

U Give information to employer

] Give information to school ,
- Spouse - Family billing information
) Financial

, ] Medical as fbllows:

- Family Billing Information
1 Financial

D Medical as follows:
L Financial
) Medical as follows
) Demographic Information

] Parent (provide name)

I L] Other (provide name)

- Support Group (provide name)

Rights of the Patient
I understand that I have the right to revoke this authonization at any time and that [ have the right to

inspect or copy the protected health information to be disclosed as described in this document by

sending a written notitication to S
] understand that a revocation is not effective in cases where the information has already been

disclosed but will be effective going forward.

[ understand that information used or disclosed as a result of this authorization may be subject to
redisclosure by the recipient and may no longer be protected by federal or state law.

[ understand that I have the right to refuse to sign this authorization and that my treatment will not be
conditioned on signing. This authorization shall be in effect until revoked by the patient.

Date

= et
—l—

‘Signature of Patient or Personal Represeﬁtétive
Description of Personal Representative’s Authority (attach necessary documentation)






