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Rophe Adult and Pediatric Medicine | x

14 and older Patient Data
(Complete all fields clearly)

Name: Todays Date:

SSN: Date of Birth:

Gender: QFemale OMale

Marital Status: UMarried QSingle AWidowed QDivorced

Street Address: City: State: | Zip:
Phone Numbers:

Home: Cell: Work:

Primary No. is Reminder call to be made to

UHome QCell QWork UHome QCell QWork

Email Address: Preferred Contact Method:

(APhone UText

Preferred time of day to be contacted UQMorning UAfternoon UEvening

Preferred Language QEnglish QSpanish UFrench

Race/Ethnicity

QOBlack/African American White QHispanic or Latino
UAmerican Indian/Alaskan Native LAsian

UNative Hawaiian/Other Pacific Islander LOther QUnknown

Employment UUnemployed URetired
Employer: | Job title:
Emergency Contact

Spouse, companion, relative or friend living with you

Name & Relationship:

Preferred Number:

Nearest relative or friend not living with you

Name & Relationship:
Preferred Number:

Insurance Information

Primary Insurance:
Name of Insured & Relationship:
Insurer’s Address:

Secondary Insurance:
Name of Insured & Relationship:
Insurer’s Address:

Tertiary Insurance:
Name of Insured & Relationship:
Insurer’s Address:




Preferred Pharmacy

Pharmacy Name: | Pharmacy Phone:

Pharmacy Address:

I authorize Rophe Adult and Pediatric Medicine to obtain my prescription history electronically
UYes ONo

[ certify that the above information is correct. I consent to be treated by the staff and providers
of RAPM and its affiliates. | authorize payment of medical benefits to RAPM and its affiliates,
and authorize them to release any medical information necessary to process claims.

[ understand that I am responsibilities for co-payments, deductibles, co-insurance, and
non-covered services.

Patient Signature: Date:




Health History Form

Name:

Date of Birth:

Current Medication(s) (List Below)

Drug Name, Strength, Frequency

Drug Name, Strength, Frequency

Food/Drug Allergies (List Below)
Past Medical History (check all that apply
WAlcohol OCongestive Heart | UGallstones WHyperthyroidism UIPancreatitis
Dependence Failure
UAdrenal disease | LJCOPD UGlaucoma Ulrreg. Heart U Peptic Ulcer
Rhythm

WAsthma UCrohn’s Disease | LGoiter UInsomnia UlPeripheral
Vascular Disorder

UBlood Clots UDepression QGout Ulrritable Bowel UProstate

Syndrome Disorder

UBlood Thinner UDiabetes Typel | UHeart Attack UHeadache CIReflux

use

UCancer/Type: OOther Heart Disease: UKidney Disease: U Renal Disorders

UChronic UDiabetes Type II | QHyperlipidemia QLiver Disease W Sciatica

Bronchitis

UChronic Fatigue UDiarrhea UHeart Failure Migraines UStomach Ulcer

QChronic Kidney UDisc UHepatitis QLow Blood UThyroid Disease

Disease Degeneration Pressure

UChronic Neck ODuodenal Ulcer | UHigh Blood Pressure OObesity U Tuberculosis

Pain

QChronic Sinusitis | UEasy Bleeding UHigh Cholesterol UOsteoarthritis UVenereal
Disease

UCirculatory UEmphysema UHIv QOsteoporosis

Disease

WColitis UEsophageal UHypertension UPalpitations

Reflux
UOther:

[ OYes DNo Have you had a blood transfusion?

When? Where? Reaction?

Hospitalizations (List Below)

Diagnosis

Date




PATIENT NAME: DATE:
FEMALE HISTORY
Last Period ULight bleeding | Flow Duration URegular Cycles | Last Pap Smear:
Pads used in 24 hr:__ UHeavy Bleeding | Age of first Qlrregular UPast Abnormal Pap
period:__ Cycles
UTampon use Pregnancies Deliveries Menopause
(Gravid):__ (Para):__
SURGICAL HISTORY (please check all that apply) ONo Prior Surgeries
UAbd Aortic Aneurism | OBypass, QGastric UKnee UPacemaker
Coronary Art Bypass Replacement
WAngioplasty WCarpal Tunnel QGall Bladder | ULASIX USmall Bowel
Release Removal Resection
QAngioplasty w/stent | QCataract UHeart U Liver USinus Surgery
Extraction Surgery Biopsy
WAppendectomy UCholecystectomy | QHeart valve | dOpen UThyroidectomy
Repair Reduction
UArthroscopy knee UColectomy OHip UOrthopedic | UTonsillectomy
Replacement | Surg
UBack surgery UColostomy UHernia
Repair
UOther
FEMALE SURGICAL HISTORY (Please check all that apply) None
UBreast UBreast UHysterectomy | QMyomectomy USalpingo
Augmentation Lumpectomy (Total Abd) Qophorectomy
U Bilateral Tubal UCesarean WUMastectomy QReduction UVaginal
Litigation Section Mammoplasty Hysterectomy
UBreast Biopsy D and C UOther:
MALE SURGICAL HISTORY (Please check all that apply) dNone
UProstate UTURP UVasectomy UOther:
Surgery/Biopsy
IMMUNIZATIONS (Include Date)
UFlu OPneumococcal | QHep B OMeningococcal | 4 Tetanus
Vaccine:
QPPD (Tuberculosis | QOther

Test)

PREVENTATIVE HEALTH (include Date)

Mammogram

Bone Density

Colonoscopy




PATIENT NAME:

DATE:

GENERAL HEALTH & HABITS (Check all that apply)

Presented Health Status: UExcellent QVery Good QAverage OPoor

Weight: 10 yrs ago? ___ 5Syrsago? ___ Weightnow?___

Regular exercise? QdYes UNo | Do you smoke? Alcohol use? Caffeine use?
UYes ONo WUYes ONo UYes UNo
How long regularly? __ yrs QCigarettes QPipes | # Drinks per # Cups of coffee/day?__
UCigars Day/Week___
Type: Packs per day:__ Stopped? UYes # Cups of tea/day?__
UNo
Frequency__wk__ time Yrs smoked:____ # Cans/Glasses?___
Quit:__
PERSONAL HISTORY
Where Born? Areas Lived? Occupation:
Education Level: Worked in Inhaled chemicals?
medical field? OYes UNo
UYes UNo




PATIENT NAME:

Rophe Adult and Pediatric Medicine
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Disease

Asthma

Blood disease

Diabetes

Cancer Type?

Glaucoma

Heart Attack

High Blood
Pressure

High
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Rophe Adult and Pediatric Medicine

4810 Jonesboro Road, Bidg. 700, Suite 1+ Uaion City, GA 3D291
Phone (770) 964-7736 o Fax (770) 3068-1725

EFFECTIVE DATE ArriL 1, 2003

NOTICE OF PRIVACY PRACTICES

THIS CORDENSED NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOUMAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION,
PLEASE REVIEW IT CAREFULLY.

EOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT VOU. The following
categories describs different ways that we use and disclose medical information. For each category of uses or
disclosures, we will elaborate on the meaning and provide more spscific examples, if you request. Not every use
or disclosure in a category will be listed. However, all of the ways we are permitied 1o use and disclose
informetion will f&lf within one of the categories. :
For Pavment. We may use end disclose medical information about you so that the treatment and services you
receive at the practice may be billed to and payment may be collected from you, an insurance company or a third
party. For example: we may disclose your record to an insurence company, so that we can get paid for ireating
you.

For Treatment, We may use medicel information abost you to provide you with medical treatment or services,
We may disclose medicel information about you to doctors, nurses, technicians, medical students, or other
personnel who are involved in taking care of you at the practice or the hospital. For example, we may disclose
medical information about you to people outside the practice who may b involved in your medical care, such as
family members, clergy or other persons that are part of your care. :

For Heelth Csre Operstions., We may use and disclose medical information about you for health care
operations. These uses and disclosures are necessaty o run the practice and ensure that all of our patieats receive
quality care. We may also disclose information o doctors, nurses, fechnicians, medical students, aed other
practice personnel for review and learning purposes. For example, with this nofice, you authorize our practice fo
leave voicemail reminders or messages regarding your sppointment.

WEO WILL FOLLOW THIS NOTICE. This notice describes our practice’s policies and procedures and that
of any health care professional authorized to enter information into your medicel chart, any member of 2 volunteer
group which we allow to help you, as well as all employess, steff and other practice personnel.

POLICY REGARDING THE PROTECTION OF PERSONAY, INFORMATION. We create a record of the

care and services you receive at the practice. We nead this record in order to provide you with quality care and to

comply with certain legal requirements. This notice applies to all of the records of your care generated by the

practice, whether made by practice personnel or by your personel doctor. The law requires us to: make sure that
medical information that identifies you is kept private; give you this notice of our legal duties and privacy
practices with respect to medical information about you; and to follow the terms of the notice that i currently in
effect. Other ways we may use or disclose your protected hezlthcare information include: appointment reminders;
as required by law; for health-related benefits and services; to individuals involved in YOur care or payment for
your care; research; to avert a serious threat to health or sefety; and for treatment alternatives, Other uses and
disclosures of your persona! information could include disclosure to, or for: coroners, medical examiners and
funeral directors; health oversight activities; law enforcement; lawsnits and disputes; military and veterans;
national security and intelfigence activities; organ and tissue donation; protective services for the President and
athers; public health risks; and worker’s compensation.

NOTICE OF INDIVIDUAY, RIGHTS

You have the following rights regarding medical information we maintain about you:

Right to sn Accounfing of Disclosures. You have the right to request an “accounting of disclosures.” This isa
list of the disclosures we made of medical information sbout you. To request this list or accounting of
disclosores, you must submif your request in writing to the Privacy Officer.




Rophe Adult and Pediatric Medicine

4810 Jonesboro Rd, Bidg, 700 Sulte 1= Union City, GA 30291
Phonz (770) 964-7738 « Fax (770) 306-1726

Right to Amend. If you fee] that medical information we have about you is incorrect or incomplete, you may esk
us to amend the information. You have the right to request zn amendment for as long as the information is kept
by, or for, the practice. To request an amendment, your request must be made in writing and submitied to the
Privacy Officer and you must provide a reason that supports your request. We may deny vour request for an
amendment. )

Right to Inspect end Copv. You have the right to inspect and copy medica! information that may be used o
meke decisions about” your care. We may deny your request to inspect and copy in certain very limited
circumstasnces,

Right to a Paser Copv of this Notice. You have the right to a paper copy of this notice. You may ask us fo give
you a copy of this notice at any time.

Right to Request Confidential Communications. You have the right to request that we communicate with you
about medical matters in 2 certain way or &t & cerizin location. You must make your request in writing and you
must specify how or where you wish to bs contacted.

Right to Reauest Restrictions. You have the right to request a resiviction or limitation on the medical
information we use or disclose about you for freatment, payment or health care operations. You also have the
right to request a limit on the medical information we disclose about you to someone who is involved in your cars
or the paymeat for your care, like a family member or fiend. B are nof reguired to agree fo your request. I
we do agree, we will comply with your request unless the information i needed to provide you smergency
teatment. To request restrictions, you must meke your request in writing to the Privacy Officer.

CHANGES TO TEIS NOTICE. We reserve the right to change this notice, We will post a copy of the current
notice in the practice’s waiting room. :

COMPLAINTS. Ifyou believe your privacy rights have been violated, you may file a compleint with the practice o
with the Secretary of the Department of Health and Human Services. To file a complaint with the practice, contact:
Rophe Adalt & Pediatric Medicine Adult & Pediatric Medicine's Privacy Officer 2t 4910 Jouesboro Road, Bl
700 Union City, GA 30291. (778) 964-7736. All complaints must be submitied in writing. You will not be penekize
for filing a complaint.

OTHER USES OF MEDICAY, IRFORMATION, Other uses and disclosures of medice! information not
covered by this notice or the laws that apply fo use will be made only with your written anthorization. If you
provide us permission fo use or disclose medical information about you, you may revoke that permission, in
writing, at any time.

If you have any questions about this notice or would like to receive a more detsiled explanation, please contact
our Privacy Officer.

I acknowledge by signing below that I have received sndfor reviewed the Notice of Privacy Pracfices snd
Notice of Individusal Richis, .

Patient or Pafient’s Personal Representative : Dste



Rophe Adult and Cedintric Medivine

4810 Jonesboro Rd, Bidg. 700, Suite 1s Union City, GA 30291
Phone (770) 984-7736 « Fax (770) 305-1726

Patient Financial Policy

‘Thank you jor sefecting our practice as your healihcare provider. We ars commitied to providing you with
compassionate and quality medical care. Please understand that payment is expected for services
rendered. The following is a statement of our financial policy. Please read, sign and dats ihis policy prior
to treatment Please provide the raceptionist any current medical instrance cards that should ba used to
cover services rendered. For your convenience, our practica accepts Visa, MastarCard, Discover,
American Express, Cash and Personal Checks.

insurance

We accapt assignment for banafits for most insurance plans. Howeaver, we do require that all co-
payments, co-insurance and deductbles ba paid at the times of servica.

Your insurance policy is a confract bstwean you and your insurance carrier. You are responsible for
providing our practice with the correct insurance information at the fime of service or you may bs
responsible for the charges in full.  Should your insurance company fall o pay the insurance claim for
services renderad by Rophe Aduit & Padiafric Medicine, you may be rasponsible for the enfire charges
submitied fo the insurance camier. Thersfore, we recommend thaf you follow-up with the insurance
carrier If your claim has not been paid within 50 days from ihe date the olaim was submiited.

You are also responsible for determining what services your insurance company covers. Thareforg, i
your imsurance coverage is verified and ceriain procedures are not covered, you will ba required to sign &
waiver indicating that you understand that your policy does not cover this service ang you will be
responsible for the charges associated with this service.

Co-insurance and any balances that remain the responsibility of the patient, according the insuranca
carrier terms, should be remitted to tha practice upon notice of balance due. Failure o remit paymant
may result in your patient account being furmed over to an outside colfection agsncy. Any accounts
turned over fo an outside collsction agency will incur the collzcfion agency fess and thess fees will
become the responsibility of the patient.

Non-Insured Paiients

Patients that are not covered by an insurance plan are responsible for services rendered at the time of
service, For pafients unable fo pay for services in full, a minimum of 50% of the charges are due af the
fime of service. Payment for any remaining balance is payable within 30 days of the date of service,
Failure to remit payment may resulf in the pafienf's ascount being furnad over to an outside collestion
agency. Any fees associated with the collection agency will become the financial responsibifity of the
patient.

Kissed Appoinfmenfs

Please help us serve you beffer by keeping scheduled appoinfments. In the event you are' unable fo keep
your appointment, please kindly give a 24 hour notice. Faifing fo provide notice of cancellation for two or
more consecutive visits, will result in a $ 25.00 missed appointment charge. This charge is the
responsibility of the patient and it is not covered by most insutance carriers. _ ‘



Roptie Adult and Pediatric Medicine
4910 Jonesboro Rd, Bidg. 700, Suiie Te Union City, GA 30281
Phone (770} 984-7736 ¢ Fex (770) 308-1726

Forms

Disability, Life Insurance and othar forms are ofien requastad fo be completed by the practice. Many of
ihe forms require review by the physicians and complsfion of dstailed medical hisiory quesiionnaires.
Plegse allow 3 -5 days for completion of any requestad forms. The charge for this servics is $20.00. This
charge Is payable upon submission of the forms, therefors forms will nof be completed unless pre-
paymanti is collected.

Thank you for understanding our financial policy. Pleasa lat us know if you have any quesfions or
concems.

{ have read and agree to abide by the financial policy of Rophe Adult & Padiatric Medicine.

v

N
Signature of Patient or Responsible Pariy Date




Rophé Adult & Pediatric Medicine

Yvonne Smith, M.D., P.C.  + Dwight Blake, M.D. + Nordia Watson, FNP-C  »  Stephanie Miller, FNP-C

Request for Limitations and Restriction of
Protected Health Information (PHI)

PATIENTS PLEASE NOTE: THE PRACTICE IS NOT REQUIRED TO AGREE TO YOUR

REQUEST. PLEASE SEE OUR NOTICE OF PRIVACY PRACTICES FOR MORE
INFORMATION REGARDING SUCH REQUEST.

Patient Xame: Date:

Patient Address:

City, St Zip:

3 b

Type of PHI 1o be reswrictad or limited: (Please check all that apply)

Home phone#
Patient history
Home address
Occupartion
Name of employer
Office address
Office phone#
Spouse’s name
Xotes from visits
Hospital notes
Other:

O 0 0 00 U 0 0 O 0 0

 How would vou like your PHI resiricted?

We have vour permission to speak 10 the following individual(s) regarding your PHI:

Signature of Patient or Legal Guardian Patient’s Name

Print Name of Patient or Legal Guardian Dare



