HOPEWELL MEDICAL CARE LLC

KEEPING YOU WELL

HOPEWELL MEDICAL CARE LLC
2090 Woodruff Rd, Greenville SC 29607

Ph: (864) 729-8556 Fax: (864) 729-8558

PATIENT INFORMATION

DATE Email Address,
Patient_ Date of Birth

Last First Middle
Address, Employer.

Street

City State Zip Spouse’s Name
Contact Phone Spouse's Employer.
Social Security No.

Marital Status

RACE (circle one):  American Indlan or Alaska Native, Asian, Native Hawailan, Blacl/African American, WhitefCaucasian, Hispanic, Other
Ethnicity (circle one):Hispanic or Latino, Not Hispanic or Latino, Refused to Report

Language (circle one): English, Indian (includes Hindji), Spanish, Russian, Other

Person Responstble for bill

Address Home Phone
Work Phone
In Case of Emergency Contact:, Phone
Referring Physictan’s.Name
Primary Physician’s Name
Pharmacy, __Address, Phone

PRIMARY INSURANCE COVERAGE

Insured Name DOB Insured Name DOB
ID# Group# iD# Group#t
Company, Company,

Address,

SECONDARY INSURANCE COVERAGE

FOR MINOR CHILDREN, PLEASE COMPLETE THE FOLLOWING:

Father

Address,

Phone No.

Mother.

Address

Home Work

Phone No.

Father’s Birthdate_ SSit:
Employer

Mother’s Birthdate SS#:
Employer.




Please fill this form out as completely as possible and bring this to your appointment

If you have filled owt this form previcusly, please enter any changes in your health history that have occurred

since your last visks.

Past Medical Mistory (Please checic any medical problems that you have had in the past)

OAbnormal pap smear
OAlcoholism
DAliergies

OAnemia

OAnxiety

OArthritis

OAsthma

OBiood transfusion
OBPH (benign prostatic hyperplasia)
OCancer

OCataracts

O Clotting disorder
CColonic adenoma
OConcussion

OOther (list)

OCongestive heart failure
OCOPD (lung diseass)
OCoronary artery disease
ODepression

ODiabetes mellitus

ODiverticulitis

OGERD (heattburn)

OGlaucoma

Headaches

DiHeart muamur

COHIVIAIDS

OHyperlipidemia (high cholesterol)
OHypartension (high blood pressure)
OHypothyroldism

Cliregular menses
CIKidney disease
CLiver disease
CMenorrhagia
OMyocardial infarction (heart attack)
ONerve/muscle disease
O Ostaoporosis
OSsizures

OSickie cell anemia
OSleep apnea

OStroke

OSubstance abuse
OTuberculosis

Oicers

Past Surgical Kistory (Check any surgeries you have had and the date of surgery if you know it)

OAppendectomy

OBariatric surgery

OBrain surgery

OBreast surgery

COCABG (bypass)

OCesarean section
[1Cholecysteciomy (gali bladdsr removat)
OColon surgery

Additional Information:

LCosmetic surgery

OEye surgery

CfFraciure surgery

OHernia repair

OHysterectomy (ovaries removed)
OHystersctomy (ovaries remain}

Cldoint replacement
O0ther {list)

DProstate surgery

CISmall intestine surgery

OSpine surgery

OTonsillactomy and Adenocidectomy
EITubal tigation (tubes tied)

Ovalve replacement

OVasectomy




Famify History

Check betow to report probiems your family members have had. Please state the age when they had the problem if you
know it. Please enter the name of the person in the blank.
DlAdopted (unknown/incompiete family history).

Mother

Father

Sister

Brother

Daughter

Son

Other (list)

Alcohol abuse

Aneurysm

Asthma

Autoimmune disease

Birth defects

Breast cancer

Cancer

Colon cancer

Colon polyps

COPD (lung disease)

Deep vein thrombosis

Dementia

Depression

Diabetes

Heart disease

High cholestero!

Hypertension

Kidney disease

Mental iliness

Osteoporasis

Prostate cancer

Pulmonary embolism

Strolke

Thyroid disease

Other (list)

Other (list)

Other (list)

Alive (Yes, No or N/A=Not Applicable)




Medications

For what medical condition is

Name of medication, | Dose each | How many | How often do
indicate If pills, time i.e. do you take | you take this | this medication prescribed?
cintment, drops, etec. | mg., drops, | at a time? medication?
tsp., ete.
Allergies

Pirase list any allergies or adverse reasctions you have had:

Medication or substance which
caused the allergic reaction

What kind of reaction did you
experience?

When did this
reaction first occcur?




HOPEWELL MEDICAL CARE LLC

HOPEWELL MEDICAL CARE LLC

KEEPING YOU WELL

VCHENNA DIKE, M.DB
2096 WOOBRUFF ROAD
GREENVILLE, SC, 29687
PHONE: (864) 729-8536
FAX: (864) 729-83558

HIPAA Privacy and Release of Information Authorization

1, hereby authorlze HOPEWELL MEDICAL CARE, LLC and its affiliates, its

employees and agents, to use and disclose protected health information (e.g., information re!atmg to the diagnosis,
treatment, claims payment, and health care services provided or to be provided to me and which identifies my name,

address, social security number, Member 1D number} for the purpose of helping me to resolve claims and health

benefit coverage issues.

| understand that any personal health information or other information released to the person or organization

identified above may be subject to re-disclosure by such person/organization and may no longer be protected by

applicabie federat and state privacy laws.

I understand that | have a right fo reveke this authorization by providing written notice fo. However, this authorization

may not be revoked i, it's employees or agents have takert action on this authorization prior to receiving my written

notice. | also understand that | have a right fo have a copy of this authorization.

I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and

may no longer be protected by federal or state law,

| further understand that this autharization i voluntary and that | may refuse to sign this authorization. My refusal to

sign will not affect my eligibitity for benefits or enroliment or payment for or coverage of services.

[ have been advised of this practice’s Privacy Practices, Release of Billing information policy, Assignment of Benefits

policy, and grant the practice Medication History Authority.

If applicable, Legal Representatives sign below:

By signing this form, | represent that t am the legal representative of the Member identified above and wifl provide

writteny proof (e.9., Power of Attorney, living will, guardianship pagers, etc.) that | am legally authorized to act on the

Member's behailf with respect to this authorizatiorn form.

Patient Printed Name Date




HOPEWELL MEDICAL CARE LLC

HOPEWELL MEDICAL CARE LLC

KEEPING YOU WELL

UcHENNA DIKE, M.ID
2094 WoOopRUFY ROAD
GREENYILLE, SC, 29667
PHONE: (864) 729-8556
Fax: (864) 729-8558

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION
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I or my authorued representative, wqucet 1h4t health mt‘ormatmn i(’:&,ﬂ!‘dlng my care and treatment be released as set forth on this form:

In aceordance with SC State Law and the Privacy Rule of the Health lnsurance Portability and Acceuntabilivy Act of 1996 (HIPAA), |
understand that:

1. HOPEWELL MEDICAL CARE, LLC uses Surcseripts, Inc., a prescription system that allows prescriptions and relatéd
information to be exchanged between my providers and the pharmacy, The information sent between these systemns may include
details 8f any and all prescription drugs I am cutrently taking and/or have taken in the past. This information wili be utilized to
HOPEWELL MEDICAL CARE, LLC.

2, This authorization may include disclosure of prescription information related to alcohol and drug abuse, mental heaith treatinent,
and/or confidential HIV related information by Surescripts, Inc. to HOPEWELL MEDICAL CARE, LLC

3. Thave the right to revoke this autherization at any fime by writing to HOPEWELL MEDICAL CARE, LLC, I understand that |
may revoke this authorization except to the extent that action has already been taken based on this authorization,

4. Signing this authorizatien is yoluntary. My treatment, payment, enroliment in a health plan, or eligibility for benefits will not be
conditioned upon my avthorization of this disclosure.

5. Information disclosed under this authorization might be re-disclosed by the recipient, and this re-disclosure may ne longer be
preiected by state or federal law,

6. This authorization expires one year from the date of my signature befow,

7. THIS AUTHORIZATION DOES NOT AUTHORIZE HOPBWELL MEDICAL CARE, LLC TO DISCUSS MY HEALTH
INFORMATION OR MEDICAL CARE WITH ANYONE OTHER THAN THOSE PERMITTED UNDER APPLICABLE LAW.

ngna&uw of palzent or rcpzescmamc amhomed by law * Date

5 Relauonshlp to Paﬂent

Wztnes% ngnatmc

! Interpreter, if utilized

e




HOPEWELL MEDICAL CARE LLC

HOPEWELL MEDICAL CARE LLC

KEEPING YOU WELL

UCHENNA DHKE, M.D
2000 WoOnRUTF ROAD
GREENVILLE, 8C, 29607
PHORNE: (864) 729-8556

—aadad il

TAX: (464) 729-8558

Cffice Financial Policy Agreement

Thank you for choosing us as your primary care provider. We are committad to providing you with quality
and affordable health care. Because some of our patients have had questians regarding patient and
insurance responsibility for services rendered, we have been advised to develop this payment policy.
Please read it, ask us any questions you may have, and sign the space provided. A copy will be provided
to you upon-request.

1.

Insurance. We participate in most insurances’ plans, including Medicare. If you are not insured by
a plan, we do business with payment in full is expected at each visit. If you are insured by a plan,
we do business with but don’t have an up-to-date insurance card, payment in full for each visit is
required until we can verify your coverage. Knowing you r insurance benefits Is your
responsibility. Please contact your insurance company with any questions you may have
regarding your coverage.

Co-payments and deductibles. All co-payments and deductilzles must be paid at the time of
services, This arrangement is part of your contract with your insurance company. Failure on our
part to collect and co-payments and deductibles from patients can be considered fraud. Flease
help u sin upholding the law by paying your co-payment at each visit.

Non-covered services. Please be aware that some and perhaps all the services you receive may
be non-covered or not considered reasonable or necessary by Medicare of other insurers. You
must pay for theses services in full at eh time of visit.

Proof of insurance, All patients must comptete our patient information form before seeing the
doctor. We must obitain a copy of your driver's license and cutrent valig insurance to provide
proof of insurance. Ifyou fail to provide usg with the correct insurance Information in a timely
manner, you may be responsible for the balance of a ciaim.

Claims submission. We still submit your ¢laims and assist you in any way we can reasonably help
get you claims paid. Your Insurance company may need you to supply certain information
directly. Itis your responsibility to comply with their request. Please be aware that the balance of
you claim is your responsibility whether your insurance company pays your claim, your insurance
benefit is a contract between you and your insurance company; we are not party to that contract.

Coverage changes. ! f your insurance changes, please notify before your next visit so we can
make the appropriate changes tc help you receive your maximum benefits. If your insurance
company does not pay your clam in 45 days, the benefits will automatically be billed to you,

LY




HOPEWELL MEDICAL CARE LLC

HOPEWELL MEDICAL CARE LLC

KEEPING YOU WELL

UCHENNA DIKE, MLD
209¢ WoaBRUFF RGAD
GREENVILLE, SC, 29607
PrONE: (864) 722-8856
Fax; (864) 729-5558

7. Nonpayment. If your account is over 80 days past due, you will receive a letter stating that you
have 20-days to pay your account in full. Partial payments will not be accepted unless otherwise
negotiated. Please be aware that if a balance remains unpaid, we may refer your account to a
collection agency and you, and your immediate family members may be discharged from the
practice. If this is to occur, you wili be notified by regular and certified mall that you have 30-days
to find alternative medical care. During that 30-day period, our physician will only be able to treat
you eh an emergency basis.,

8. Missed appointments. Qur policy is to change for missed appointments not canceled within a
reasohable amount of time. Theses changers will be your responsibility and bilied directly to you.
Please hep us to serve you better by keeping your regularly scheduled appcintment.

Our practice is committed to providing the best treatment to our patients. Our prices are
representative of the usual and customary changes for our area.

Thank you for understanding our payment policy. Please let us know if you have any questiéns or
gohcerns.

! have read and understood the payment policy and agree to abide by its guidelines:

Signature of patient or responsible party/ Date




HOPEWELL MEDICAL CARE LLC

HOPEWELL MEDICAL CARE LLC

KEEPING YOU WELL

. YcHenna Dikg, MLD
2030 WoODRUFF ROAD
GREEMVILLE, 5C, 29607

PuoNE: {864) 729-8555
Fax: {864) 729-8558

ACKNOWLEDGEMENT AND AUTHORIZATION:

e | have read and understand the HIPAA/Privacy Policy of HOPEWELL MEDICAL CARE LLC

Signed Date:

¢ | hereby assign my insurance henefits to be paid directly to the healthcare provider

Signed Date:

e | authorize HOPEWELL MEDICAL CARE LLC to release medical information required to process my claim

Signed Date:

s | have read and understand the Financial Policy of HOPEWELL MEDICAL CARE LLC

Signed Date:

¢  lauthorize HOPEWELL MEDICAL CARE LLC {0 obtain/have access to my medication history

Signed Date:

» | authorize my provider's office to contact me by mobile phone

Sighed Date:






