PATIENT INFORMATION

Carolina Shores Healthcare

9869-10 Ocean Hwy W Calabash , NC 28467

(910) 575-0281 phone (910) 575-0282 fax

First Nam M.I. Lasl

Addres: City State Zip

Home Phon Work Phon Cell Phon SSt

Birthdate Age Sex (circle one | Marital Status (circle on | Spouse’s Nan
M F M S D W

Patient Employe Employer Phon

Emergency Conta Phoni

RESPONSIBLE PARTY (IF OTHER THAN PATIENT)

Name/ Firs M.I. Lasl

Addres: City Statt Zip

Home Phon Work Phon SS#

Employe Addres: City Statt Zip

Is this visit a result of a work jury? Y N Date Injures Industrial Claim :

Is this visit a result of a car accident? Y Date of Accider Attorney Name

Drug Allergies (list

Who can we thank for referring you to

PAYMENT EXPECTED AT TIME OF SERVICE

ASSIGNMENT OF INSURANCE BENEFITS

I hereby authorize direct payment of surgical and/or medegefits to Carolina Shores Healthcare, for servieadered by
his/her in person or under his/her supervision. | understantahafinancially responsible for any and all chargelsadance
not covered by insurance.

Signature Date

AUTHORIZATION TO RELEASE INFORMATION
I hereby authorize Carolina Shores Healthcare to refegsmedical or incidental information that may be necedsasither
medical care or in processing application for financiakffies.

Signature Date

CONSENT FOR TREATMENT

| authorize Carolina Shores Healthcare to render medéztment to me or my dependents as deemed necessary anthoysto
I understand that | am primarily responsible for payment é\drave insurance that is accepted, and that such paymay be
made directly to Carolina Shores Healthcare or its assig

Signature Date

Guardian Signature



Acknowledgement of Receipt of Privacy Notice

| have been presented with a copydafrolina Shores HealthcareNotice of Privacy Policies,
detailing how my information may be used and disclosed asifped under federal and state
law. | understand the contents of the Notice, andjligst the following restriction(s) concerning
the use of my personal medical information:

Signed: Date:

If not signed by patient, please indicate relationshipeitent (e.g., spouse)

Relationship: Witnesses by:

Internal Use Only:

If patient or patient’s representative refuses to sakma@wledgement of receipt of notice, please
document the date and time the notice was presented totateksign below.

Presented on (date and time):

By: (name and title):




