NAME

LAST FIRST Ml
SEX BIRTHDATE SS#
RESPONSIBLE PARTY
ADDRESS
STREET CITY STATE ZIP
HOME PHONE WORK PHONE
PLACE OF EMPLOYMENT
RACE MARITAL STATUS
1°T INSURANCE
SUBSCRIBER SEX DOB
SS# RELATIONSHIP TO PATIENT
GROUP # POLICY #
2"° INSURANCE
SUBSCRIBER SEX DOB
SS# RELATIONSHIP TO PATIENT
GROUP# POLICY #
PHARMACY NAME LOCATION

ARE YOU ALLERGIC TO ANY MEDICATIONS?

IF SO WHICH MEDICATION?

NOTIFY IN CASE OF EMERGENCY

PHONE

REFERRED BY

PLEASE GIVE INSURANCE CARD AND DRIVERS LICENSE TO RECEPTIONIST SO WE MAY HAVE A COPY FOR

YOUR FILE




(OPTIONAL) MAY BE CONTACTED BY PHONE, EMAIL OR MAIL
REGARDING MY TREATMENT WITH FAMILY MEDICINE ASSOCIATES OF AUGUSTA. THIS INCLUDES BUT NOT
LIMITED TO APPOINTMENT REMINDERS, LAB RESULTS, XRAY RESULTS, REFERRALS ETC...

THIS AUTHORIZATION IS IN EFFECT AS OF:

DATE SIGNATURE

PLEASE SIGN BELOW IF YOU WISH NOT TO BE CONTACTED BY PHONE, EMAIL OR MAIL REGARDING YOUR
TREATMENT WITH FAMILY MEDICINE ASSOCIATES OF AUGUSTA.

THIS AUTHORIZATION IS IN EFFECT AS OF:

DATE SIGNATURE

MEDICARE LIFETIME ASSIGNMENT

| REQUEST THAT PAYMENT OF AUTHORIZED MEDICARE BENEFITS BE MADE TO FAMILY MEDICINE ASSOCIATES
OF AUGUSTA FOR ANY SERVICES FURNISHED TO ME BY THIS PROVIDER. | AUTHORIZE ANY HOLDER OF MEDICAL
INFORMATION ABOUT ME TO RELEASE TO THE HEALTHCARE FINANCING ADMINISTRATION AND ITS AGENTS
ANY INFORMATION NEEDED TO DETERMINE BENEFITS PAYABLE FOR RELATED SERVICES.

THIS AUTHORIZATION IS IN EFFECT AS OF:

DATE SIGNATURE




CONSENT FOR EXAMINATION, DIAGNOSIS,
TREATMENT AND MEDICAL CARE

| am presenting myself or

(Name of Patient)

My

(Relationship to Patient)

For examination, diagnosis, and treatment by the Physicians of Family Medicine
Associates of Augusta, and other Physicians in practice with them or with whom they
may consult and voluntarily consent to such examinations, diagnostic tests and
procedures, and such other medical treatments, procedures and care as said physicians
may deem necessary or appropriate in their professional judgment. Said tests,
treatments, and procedures may be performed by the employees and agents of said

physician(s).

Date

Patient’s Signature

Signature
Parent/Guardian

Witness




EFFEC. APRIL 14, 2003

Family Medicine Associates of Augusta
Notice of Privacy Practices

This notice describes how medical information about you may be used
And Disclosed and how you can get access to this information.

Please review carefully

HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU. The following categories describe 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 specific examples, if you request. Not every use of disclosure in a category will be listed.
However, all of the ways we are permitted to use and disclose information will fall within one of the categories.

FOR PAYMENT. We may use and 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 insurance company so that we can get paid for treating you.

FOR TREATMENT. We may use medical information about you to provide you with medical treatment or services. We
may disclose medication 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 be involved in your medical care, such as family members, clergy, or other
persons that are part of your care.

FOR HEALTH CARE OPERATIONS. We may use and disclose medical information about you for health care operations.
These uses and disclosures are necessary to run the Practice and ensure that all of our patients receive quality care. We

may also disclose information to doctors, nurses, technicians, medical students, and other Practice personnel for review
and learning purposes. For example, we may review your record to assist our quality improvement efforts.

WHO 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 medical chart, any member of a volunteer group which we

allow to help you, as well as all employees, staff, and other Practice personnel.

Policy regarding the protection of personal information. We create a record of the care and services you receive at the
Practice. We need 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 personal 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 is currently in effect. Other ways we may use or disclose your protected healthcare information
includes: 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 safety, and for treatment alternatives.
Other uses and disclosures of your personal information could include disclosure to, or for: coroners, medical examiners
and funeral directors, health oversight activities, inmates, law enforcement, lawsuits and disputes, military and veterans,
national security and intelligence activities, organ and tissue donation, protective services for the president and others,
public health risks, and workers compensation.



Notice of individual rights

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

RIGHT TO AN ACCOUNTING OF DISCLOSURES. You have the right to request an “Accounting of Disclosures”. This is a list
of the disclosures we made of medical information about you. To request this list or accounting of disclosures, you must

submit your request in writing to the privacy officer.

RIGHT TO AMEND. If you feel that medical information we have about you is incorrect or incomplete, you may ask us to
amend the information. You have the right to request and 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 submitted to the privacy officer and
you must provide a reason that supports your request. We may deny your request for an amendment.

RIGHT TO INSPECT AND COPY. You have the right to inspect and copy medical information that may be used to make
decisions about your care. We may deny your request to inspect and copy in certain very limited circumstances.

RIGHT TO PAPER COPY OF THIS NOTICE. You have the right to a paper copy of this notice. You may ask us to 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 a certain way or at a certain location. You must make your request in writing, and you must

specify how or where you wish to be contacted.
RIGHT TO REQUEST RESTRICTIONS. You have the right to request a restriction or limitation on the medical information
we use or disclose about you for treatment, payment, or healthcare 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 care or the payment for your
care, like a family member or a friend. We are not required to agree to your request. If we do agree, we will comply
with your request unless the information is needed to provide you emergency treatment. To request restrictions, you
must make your request in writing to the privacy officer.

CHANGES TO THIS 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. If you believe your privacy rights have been violated, you may file a complaint with the secretary of the
Department of Health and Human Services, Office of Civil Rights, Hubert H. Humphrey Building, 200 Independence Ave.,
Washington, DC 20201. To file a complaint with the Practice, address to Privacy Officer, Family Medicine Associates of
Augusta, 1417 Pendleton Road, Augusta, GA 30904. All complaints must be submitted in writing. You will not be
penalized for filing a complaint.

OTHER USES OF MEDICAL INFORMATION. Other uses and disclosures of medical information not covered by this notice
or the laws that apply to use will be made only with your written authorization. If you provide us permission to 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 detailed explanation, please contact our
Privacy Officer at (706) 738-9824.



RECORDS RELEASE TO FMA

TO:
Doctor/Hospital
ADDRESS:
CITY STATE ZIP

| hereby authorize a copy of my medical records to be sent to:

FAMILY MEDICINE ASSOCIATES OF AUGUSTA
1417 PENDLETON ROAD
AUGUSTA GA 30904
(706) 738-9824

PRINT NAME OF PATIENT DATE

DATE OF BIRTH SS # OF PATIENT

SIGNATURE OF PATIENT



FAMILY MEDICINE ASSOCIATES OF AUGUSTA
1417 PENDLETON ROAD
AUGUSTA, GA 30904
(706) 738-9824

WAIVER OF LIABILITY FOR POSSIBLE DENIAL OF
TEST/PROCEDURES PERFORMED BY OUR
PHYSICIANS FOR INSURANCE PAYORS
MEDICARE AND HMO/PPO CARRIERS

PATIENT NAME

WE BELIEVE THAT IN YOUR CASE, YOUR INSURANCE COMPANY IS LIKELY TO DENY PAYMENT
FOR TESTS AND/OR PROCEDURES PERFORMED TODAY. THESE TESTS AND/OR PROCEDURES ARE, BUT
NOT LIMITED TO:

CHEMISTRY PANELS X-RAYS

STREP TEST CBC

PREGNANCY TEST HEMOCCULT

STEROID INJECTIONS HORMONE INJECTIONS
B 12 INJECTIONS GTT

EKG PHYSICALS

LASER SURGERY NAIL REMOVAL

SKIN TAG/MOLE REMOVAL OTHER

PLEASE READ AND SIGN THE FOLLOWING STATEMENT:

MY PHYSICIAN, OR HIS/HER REPRESENTATIVE, HAS INFORMED ME THAT MY INSURANCE
COMPANY IS LIKELY TO DENY OR DECREASE PAYMENT FOR THE SERVICES INDICATED ABOVE. SHOULD
THIS OCCUR, | AGREE TO BE RESPONSIBLE FOR PAYMENT OF THESE SERVICES TO MY PHYSICIAN.

SIGNATURE OF PATIENT

DATE OF SERVICE






