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Notice of Privacy Practices

THIS NOTIGE DESCRIBES HOW MEDIGAL INFORMATION ABOUT YoU MAY BE USED AND DISCLOSED AND HOW You
CAN'GET ACCESS TO THIS INFORMATION, PLEASE REVIEW CAREFULLY.

Uses and Disclosures:

Treatment~ Your health Information rimayba Used by staff members or disclosad to other health care professlonals for the purpose
of evaluaﬂngjuur hoelth, dlagnosing madical conditions, and providing treatment, For exemple, results of laboratory tests and
procedures wii bs svallabls [n your medical record to &1l health professionals who may provide trestment or who mey bs consulted

by slsff members,

Paymant - Your health !nformaﬁonmaybe Used to saek pﬁymem from your health plan, from other sources of coverege a:uoh 88
automoblle Insurer, or from credit card companles that you may use to pay for services, For example, your haalth plan may reguast
and recelve Information on dalss of seivicss, the sorvices provided, and the medical congllon belng'u'eated. .

+ Health Gare Operations - Your health Information may ba Used a8 necessary to support the day-o-tay sofivities and manggemsnt -
of Caps Fear Glolaryngology, For axampls, Information on the servicas you recely may ba usad to suppoit budgeting and

financlal reporing, end actMties to evaliels snd promota quality,

Law Enforesmant — Your hasith lnfor'matlm may be disclosed fo publlo health agencles, without psrmisslon, to stpport govemment
audits end Inspactions, to faciittate law-snforeoment Investigations, end to comply with government mendated reporting,

Public Health Reporting - Your hesith information may be disclosed to publis heatth egencles es required by lew, For exemple, we
ere required toreport certaln communicable dissases to the stale's publlo heslth ds t,

Other Uses and D!sciosure's Requlre Your Authorization:

Disclostre of your heglth Infermation or fls use for eny plirpose other than thosa Iisted above raquires your specifio written
euthorizatlon, If yowchangs your mind after authorizing & use or disciosure of your Information, you may submit a written revocation
of the suthorization: owaver, your deslslon to revoke the authorizatlon wil not affect or undo sny use of distlosure of Information

thal occusyed bafora:you notified ug of your declelon,
Addltienal uses of.information (Require your Authorzation);

Appeiniment Reminders - Your health Information will be usad by our staff 1o send you appolntment remindars, We will also
eontect you by phonedo remind you of your upcoming eppolntment. Our polloy regarding a remindsr call that is answered by volea
mal or maching, we Wil leave & message stating tha nama of our offcs, 0w felephone number end the dats and time of the
upcoming*appolntment,

Information about reatments - Your health Information may be used to sand you Information on the traatment and management
of your medleal condion thet you may find of Interest, We may &lso send you Information dasoriblng other health related goods and
sefvices that we belleve may Interest you, ' .

individual Rights:

Youhave cerial rghts under fedsral privacy standards, Thess nclude: :
*  Therightto request restictons on the use and disclosure of your prolscied haalth Information

The rght to recsive confidential communleations concaming your medlesl condilon and traatment

The ight lo Inspedt end copy your protselad heallh Informetion

The right to amend or submit corrections to your proteoted hesith Information

The righl to recelve ah accounting of how and to whom your protested health Informatlon has been disclosed

ThaHghtto recaive B printed copy of this notice
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Gape Fear Otolaryngology butfes:
W are requilred to ablde by privasy policles end prectices that are oullined In this notice,

Right to Revise Privasy Practices:
As pormitted by law we reserve the right to amend or modlfy our priva precfices or policfes, These changes In our polioles and
Faoos ey ' ; caty ourp atlona, Whatever the ragson for these revisions, we will provide

pratiices may be required by changes In federal and stata lewa/ragu)
,rou wih a revisad polloy upon your next effics visi, Tha revissd prattices end pollclas will be appiled to efl protestad heelih

nformetion,

2053 Vallsygate Dive, Suite 101 - Fayetteville, NC 28304 .
Phone (?10) 3239222 Fax 910) 2219220 www.capsfecroto.com

Rovised 12,2007




o3& Fear

SUREIN  Eor; nose, throat and allergy

2033 Valleygate Drive, Ste, 101, Fayetteville, NC 28304
(910) 323-9222 Telephone, (910) 221-9220 Fax

September 3, 2009
No-Show Policy

A pattern of repeated “no-shows” for appoiritments will result in
dismissal from this medical practice. A “no-show” is defined as a
missed appSintment in which the individual does not call to cance] or
rescheclule-the appointment prior to the appointment time, |

Your signature below indicates that you have réad and understand this |
policy. Shotld you have any questions, please direct them 1o a staff
member., _

We appreciate in advance your cooperation,

Sincerely,

Eric L. Mansfiéld, M.D,

Medical Ditector

Patlent/ Responsible Party signature . Date




Notice of Privacy
 Practices

sy, Yoot vnd ollsmy

Requests to inspect Protectad Heslth Infermation:

As permitled by federal regulations, wa require that requasts to Inspect or copy your protected health Information be submitted In

wiiting. To gel coples of your records or I request thet they bo sent to snother party, you may obtaln & records rolesse form from
our slaff af the front desk, Once this slgned authorization has besn tecelved, wa raseive the right to ellow our offica personns to

copy your records and send them to requasting perty within 7 business days, .

Gontacts for More Information andlor Complalnts;

It you would tke to subm¥ a comment or complalnt bout our privecy preciices, you oan do so by sending a lefter outiining your
concerns to the contact Usted below: ‘ .
* Capa Fear Ollaryngology
2053 Valleygele Drive, Suits 104
Faysttevlile, NG 28304 '
ATIN: Preclics Admintstrator

If you belleve your privacy Hghts have besn'violated, you should call atlention to the matier by sending a letter dssmﬁlng the causs
of your concem {o the sama address, You will not ba penclized or otharwisa retallaled ageinst for fling a complaint,

Fleasa read both pages of this form then retum the sigried Torm o our front dask staff,
-THIS NOTICE IS EREECTIVE ON AND AFTER JANUARY 1, 2003, ’

Consentto Use Disclosurs of Protactod Health [nformation
Notica ofiPrivecy Practices: ' '

* You should review theNotics of Privaty Practices abova for a complete desciption of how your protectsd health Information mey bs
used or-disclosed, Ploass review ths notles prior to signing this consent.” : .

Roquesting a Restrction on the Use ‘o Disclosure of Your Information:
Youmay request a restriction on the use or disclostire of your protected heslth Informetion,
Cops Fear Otoleryngology may or may nol agres 1o restict the use or disclosure of yeur protatad health information,

i Gepe Fear Otolarvhgology agress to your request, the restriction Wi be binding on the practice, Use of disslosure of protacted
Information Inviclation of an agrasd upon restriction wil be a vislation of the federal privacy standards,

Revocation of Gonsent:
You may revoke this consent o the usa end disciosurs of your protestsd health Information. You must reveke this consentin wiiting,
Any'use or disslosure that has oceurred prior to the dete o which your revocation of consent Is recelved will not be affsoted,

Roservation of Right to Ghangs Privacy Practices: .
Gape Fear Otolar:.mgology reserves the right lo modify the privacy practices cullined in this notice.

Slgnature:

I have reviewsd this consent form and give my permigsion to Cape Fear Otolaryngology te usa end disclose my health information
In actordsnce,

Printed Patlent’s Name Patlent Slonahure
CFO Wihess Date

2083 Valleygafe Drivs, Sulte 101 ~Fayettevile, NC 28304
Phone (910} 323-9222  Fax (910} 221-9220 www.capefearoto.com

Rovised 12,2007




Financial Agreement

We are committed to providing you with the best possible cars, Our staff works as a team to
_Pprovide maedlcal expertise as well as old-fashioned courlesy and compasslon, In order to
achlevq these goals, we nead your asslstance and your understanding of our payment policy,

Payment for services Is due at the fime servicss are rendsred, We acospt cash, check,
MasterCard and Visa, : :

As & courtesy to our patlents, we wili flle and acoapt payment dirsctly from your Insurance
company, Slnce most Insurance companles do not pay 100%, you ars responstble for your
portion at the tima of servics, Our office will estimate your financlal responsiblitty, Please keep
In mind this only an estimate based on the Information provided by your Insurance company,

Returned checks (retum check fee.of $25 will bs assessed), and balances older than 80 days
will be subject to additional collsction fees and Intsrest charge of 1% per month, Charges may
also be made for broken appolntments and appointments cancelled without 24 houy
advance notice, ' — '

While fillng of Insurance clalms |s & courtesy that we extend to our patients, you must realize:

1. Yourinsurance Is g contract betweer you, your employer and the lsurancs

. company. . ) A
2. Insumance may pay all, some or-nons of your blll, Your portion Is dus prior to and at
ths time of servics, If your Insurancs doss hot make payment within 30 days you wil}

" be billad for the unpald balancs. . :
3. Notéll services are a covered berofi, Some companiss arbliratlly select certaln

+ services they will not cover. Please familiarize yourself with your Insurancs coverage,
Benefits vary,

We must emphasize that as a health care provider, our relationship Is with you, not your
Insurance company, Wa reallze that temporary financlal problems may affect imely payment of
your account, If such problems arlss, don't fgnore our bills, Instead, contact us promptly for

asslstance In managing your sccount,

ifyou have questlons about information; or If you are uncertzln of your Insurance coverags,
please do not hesltate to ask our steff, We ars hefe to helpl

3> | hereby authorize payment of medical bensfits to Cape Fear Otolaryngology for
services rendersd, as well as the authority to submit claims and accept asslgnment of

benefits on behalf \ .
& : Insurance Company (les). | have authorized a

release of Information related o my clalins.

Patlent/Guarantor Signature | Date

CFO Witness ) Date
» 2053 Yallsygate Drive, Sulte 101 - Fayetteville, NC 28304
Phone {910} 3239222 Fax (910) 2219220 www.capefeafoto.com




Eric L. Mansfleld, M.D.
Sabina P. Francis, M.D,
Rabert R. Frigdrichs, M.D,
Purvi M, Mehta, PA-C
lenny Blanco-Doe, Au,D.
Heather Honeycutt, Au,D,
Ericka Maliis, Au.D.

MEDICAL HISTORY QUESTIONNAIRE

o

Patient’s Name: DOB:

Patient’s Pharmacy Name: Location:

Medical Health History: Please check the box if you have any of the below listed conditions

lllnesses:
Asthma

Anemia

Diabetes

High Blood Pressure
Cancer

Epilepsy

Heart Problems

Thyrold Problems
Other

Previous Surgeries:

Ear Tubes
Tonsillectomy

Nose or Sinus Surgery
Gallbladder
Appendectomy
Hysterectomy

Heart or Bypass Surgery
Cancer Surgery

Other,
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Family members with significant medical problems:

Are you taking any medication? Yes No List Meds:

Are you allergic to any medication? Yes No List meds allergic to:
Do you smoke? Yes No If yes, how long & how much?

Do you drink alcohol? Yes No if yes, how long & how much?

Do you take any recreational drugs? Yes No Which ones?




Eric L. Mansfleld, M.D.
Sabina P, Francls, M.D.
Robert R. Friedrichs, M.D.
Purvl M. Mehta, PA-C
Jenny Blanco-Doe, Au.D,
Heather Honeycult, Au,D.
Ericka Hallis, Au.D,

PATIENT REGISTRATION
Date
PATIENT INFORMATION:
Last Name First Name Middle Name S.S.#
Address City State Zip
Date of Birth . Home Phone # Cell Phone #
Male Female
Work Phone #

REFERRING PHYSICIAN/PRACTICE NAME OR PRIMARY CARE PHYSICIAN;

EMERGENCY CONTACT INFORMATION:

Emergency Contact Name " Date of Birth Phone #

GUARANTOR INFORMATION:

Male Female

Guarantor Name Date of Birth SS. 4

Address City State Zip Phone #

SUBSCRIBER/INSURANCE INFORMATION:(please present insurance card for verification)

Primary Insurance; . Secondary Insurance:
1D #: D #:

Group Number: Group Numbaer;
Group Name: Group Name:
Subscriber Name: Subscriber Name:
Subscribers Address: Subscribers Address:
Subscribers DOB: Subscribers DOB;




