
Date —

— Adult Patient History Chart #

___________________

MRN #

_______________

Name:

______________

Age. — Date of Birth Sex M F

Marital Status. Single Married Widowed Dix orced Occupation:

Spou se/Significant Other Name:

______

— Education Highest Level Completed

What is the reason br vow xisil toda Who referred

Vaccines Approximate Date Exams Approximate Date
retanu Last Dcntal exam
Flu l ast Eye exam

_______________________

Hep B Last Chest X-ray
Pneumovax Last Colonoscopy/Sigmoidoscopy
MMR Last Mammogram
Chicken pox Last Pap Smear

_____________________

TB skin Test Positive Negatix e Last Physical Exam
Last

Prostate
Exam/PSA

_____________________

FAMILY HEALTH HISTORY: Other_______________

______________

Check (V) if you or any blood relati’ e has or has had any of the following and enter their relationship to you: (Use the following
abbreviations) Y - yourself Al - mother F -father B - brother S - Sister GF - grandfather GM - grandmother C - child
Condition Relationship Condition Relationship
Heart disease Rheumatic fever
I ung disease astlzma, bronchitis, emphiiccma, TB, etc) Stomach/Intestinal disorders
Cancer (breast, prostate, o.elanoma, leukemia, etc. — Gallbladder disorders
Stroke Thyroid disorders (goiter)
High Blood Pressure _. Gout
Diabetes

________

Skin disorders
Liver disease (hepatitis, cirrhosis, jaundice, etc — Depression or other Mental Illness
Kidney disorders (including kidney stones)

_____________

Sexually transmitted disease (HIV, Herp., PID, etc.)
Arthritis

___________

Alcohol/Drug abuse
Blood disorders (anemia bleeding disorders, etc.)

_______

Risk factors for HIV
High Cholesterol Migraines/Headaches
Allergies (food, seasonal)

_______

Other

_____________________________________________

Current Medications - Prescription and Over-The-Counter Meds. Are you allergic to any medicine? Yes No
(including vitamins, herbs, aspirin, antacids, injectables, hormones) Please list all medications and reactions

___________

—

— Past hospitalizations/surgeries/serious injuries
(including blood transfusions)

Birth Control (2in/ctable)

Do You Yes No Type Amt./Day Date Quit
Use tobacco products
Consume alcohol
Drink caffeine
Use or used illegal drugs
Exercise regularly
Have diet restrictions
Travel outside US

FORM # CHS-904A (3/06) See Reverse Side



Today’s Date

________

Chart #

_____

Nanw;

INDICATE WHICH APPLY TO YOU

GENERAL
1. Frequent infections
7 Wmght ‘barge
3 Appetite/thirst change
4. Excessive fatigue/ners ousness
5 Difficulty sleeping
6. Enlarged/tender lymph nodes

or glands
7. Other

EYES
L Do ‘,ou wear glasses/contacts
2. Vision changes
6. Red/itchy, watery eves
4. Esepam
5. (.Oau,.oma
i’, Dr. e’.’ex
7. Other

EARS
1 lntectons
2 Hr arinr loss

3. Earaches
4. Ear drainage
L Buzzing/ringing
6. Feel “stopped up’
7 Other

NOSE AND THROAT
I Nail stuifiness, drainage
2. l-rerurnt nuseN’ejs
3. Sort’ tr’rca
4 Mouth ure ,‘ nlcer
5. Hoar-’oee.
6. Changu p

tO.
a. Snoring
9 Sleep apnea Riot’ tireatIu’tc,’

a,iuii sleeping)

10 Other

PUI MONARY
1 Shortne’-s 01 breah!ditficuIt’,

breathing
2 C righ dry! productrt e
I. Fhrra x’, hoeinxg
4. Nigit ‘,n, at’,
5. Vex er’t hlh
,. Otre

(‘AR1)1O’ M(”UL-\R
‘,ts k ;c .i”gna

I •‘,‘ ‘ . ‘c’t’
i’iS p’. L. 6 v’tbeat

4 Fligli hI,,id f ‘Essur

S “‘ s ‘r’p t it tt ‘nkles
6 0 larops ss’th nalking

Mitral Val e Murmur
8. ()thrr

Yes No GASTROINTESTINAL
1. 1 leartbum indigestion
“ 1S,ct,,-,4,
—‘ “‘““•j x’.’”..”’b

3. Stomach pain/ulcer
4. Nausea/vomiting
9. Vomiting blood
6. Loose stoots/diarrhea
7 Constipafion
8 Hemorrho ds
9. Rectal bleeding

Yes No 10 Black.’blood stools
ii. Changes in H wel habits

-=
12. Frequent L,\atiues
13. l.vor problems taundici

her’atit’s
14. (,ai,stones

S (.)ther

BREAST
Yes No i 1 ‘imps

2. Pain
4. Discharge

4 Other

MALES ONIV

1. Piostate problems
2 Sexual difficulties
3. Testnh pain, lumps/swelling
4 Impotent
S Diccharge

6 l) ,no di regular iC5tjjt’ exams
I. [)atceth-”nian”.rate

(\Crfl / P94
S \cnereal do-ease
°. C,enitoi ci.ner

iii.

FEMALES ONLY
Lx..,’— ‘a mtn’trual ticn

2. x,,es.,in men ttuai pain
Vaginal disharge!odor

Yes No \‘.igiol dryness
‘ P’.IS a
6. Mcnopause/svmptorrx
7 lr”iihle cc’nc ‘iairp
V. Pr ht,’rn— ‘‘, tV pregi it’d’s

9. ‘t-’ui’ ,.!0!,.0.ic-

10. \enerual d’,rr.i—e

ii :o’o co’ea’rns

ct broi .z’enc per vt-ic
Ye xii ,

1!. ii ‘i a pap
V ‘—l’stor I gbtgirna1 tap

Tr atment

16 l)a’e if last mammograrri

17 Age at onset of periods

18. Frequen of periods

Yes No FEMALES ONLY (continued)

19. Last menstrual pci tad

________

20. Pieg1aiii.es .

21.1 ive births

22. Miscarriages/abortions

23. Other

MUSCUI OSKELETAL
1. Joint pain/tenderness
2. Joint six clung/warmth
4. Joint stitfness
4 Joint deformita
3. Muscle pain
6. Back ‘ne.k pant
7. 9’eakness
t T’rone tx falls

Yes No SKIN
4. Rashes
2. Dry/iLh skin
3. Bruising
4 Saseats

Mole Ic ion changes
Yes No 6. Skin color changes

7. Skin growths
8. i-lair ‘nail problems

9.

Other

NEIjROI.OGIC
1. Headache’. ‘migraines

2. Oizznec-. nausea
.7 Fainting.’ bleckmiis
3. \umbr’ess hngl “ig

5. i,rela’,i
c. Seiiur’. ‘.05 ul’.;ors.

I Coordination proriems
Yes No S. Memory loss

3. 0th r

PSYCHIATRIC Yes No

I Mmtal Hire-s

2 ‘nxi’t
3. De r’ ssion
4. Sui’.tdal thoughts

OVCa en’t’.en,i ‘reeod ‘—5’. ms
i’. I laliucnatto’xs
7. Piieb,a-.

is. iil’icr

URIN ARS
,U ,,r. -trinatl,,:x

2. L Hoar to
L.Sffnulty sta”ting none

4. 1 ontmer cc — ‘110 )
Bk od ur p

6. Othir

______

Pit a idei k en

Yes No

Yes No

Yes No

NoYes

4es No

‘is dci keviien Dale:



Carolinas Physicians Network
Carolinas HealthCare System

R\MENT POLICY & PATIENT STATEMENT OF RESPONSIBILITY

TO OUR ALL EL) PATIENTS:

THANK YOU for choosing Carolinas Physicians Network for your heahhcare ser ices. We
strie to provide the highest quality of care yet keep your healthcare costs as low as possible.
These policies reflect our efforts to reduce healthcare costs. We appreciate your full cooperation.

FOR \OUR CONVENIENCE we accept any debit or credit card with the MasterCard, Visa,
Discover, or American Express logo, as well as your personal check or cash.

PAYMENT (such as co-pays. deductibles & co-insurance) is required at the time of service.
We request that you do not ask to be billed. Patients repeatedly asking for exceptions will be
directed to a supervisor or practice manager.

INSURANCE CARDS must be presented at each visit, You may feel this is unnecessary, but
insurance plans are becoming more complicated, and cards, policy numbers, and renewal dates
are constantly changing. In order for us to file your claims with the appropriate plan, we must
have the most recent card presented. If you arrive without your card. you will he responsible
for all charges until the billing office has received complete, current, and accurate insurance
information. Most plans require we file your claim within 90 days from the date of service. If we
have not received your information within that time, you will remain responsible for all charges
incurred up to the date you provide us with your insurance information and we receive payment
from the insurance plan. Any balance you owe should be paid within thirty days.

MEDICARE PLANS are more numerous and complicated. Carolinas HealthCare System and
Carolinas Physicians Network participate with Traditional Medicare (Part A & Part B) and a
limited number of Private Fee-for-Service (PFFS) Medicare Advantage Plans. We do not accept
any Non Private Fee-for-Service Plans except for emergency situations. Please notify the front
office immediately if you have recently changed Medicare plans. Medicare deductibles and co
insurance are expected at the time of service. As a participating provider with Medicare and a
limited number of PFFS. we will file your claim to Medicare and if applicable. to your
secondary insurance carrier.

MANAGED (Rj PLANS have a netork of parncipatmg pro\ dci ‘,. We participate ith
mt maoi aLias. hut plea.-e corract snur pia- w cheek their ssehote or cali our otce
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MEDICAID may not be accepted b ‘pour pros ider, Please check with your provider’s office
before making an appointment. If your proider does accept Medicaid. ou will need to bring
your current Medicaid Identification Card to each visit. Failure to bring the current card may
result in ‘our appointment being rescheduled. If there is a co-pay with your plan, you will be
expected to pay it at the time of service.

HEALTH SAVINGS ACCOUNTS/HEALTH REIMBURSEMENT ACCOUNTS are being
promoted so that patients can hae more control over managing their health care spending. These
accounts will be patient specific so it is important you are aware of all benefits, deductibles, and
co-payments. The deductible and co-pay ment will be expected at the time of service.

SELF PAY PATIENTS are those patients who do not have insurance coverage. Self pay
patients will be given a 25% discount off the charges for services provided and are expected to
pay a minimum of $50.00 at the time of service. This discount also does not apply to those
patients ho may have insurance, but we do not participate with their plan.

MEDICAL FORMS/MEDICAL LEAVE/DISABILITY FORMS will be completed within 7
to 10 business days upon receiving the form in the office. Please make sure you allow plenty of
time for completion of these forms. Emergencies will be handled on a case by case basis. There
may also be a fee for completion of these forms.

We thank you for taking time to read and understand our policies. Please let us know if you have
any questions. Again, our office should be notified immediately of any changes in insurance
coverage or primary care assignment.

I understand my responsibilities as outlined above and will abide by them.

Patient Guardian Name

Patient Guardian
Sigrat re )



*

Carolinas Physicians Network

ACKNOWLEDGEMENT FORM

Medical Records #

________________

Patient’s Name:

___________________________________

Date of Birth

______/

/_______

Day Month Year

We are required by law to provide you with our Notice of Privacy Practices which explain
how we use and disclose your health information. We are also required to obtain your
signature acknowledging that this notice has been made available to you.

Signature:____________________________________________ Date:

_____________________

(Patient or Authorized Representative)

Relationship to Patient:

__________

Self

____________

Spouse

___________

Other

____________

Reason Patient Unable/Unwilling to Sign:

ACKNOWLEDGEMENT FORM
DOCUMENTO DE RECONOCIMIENTO DE CAROLINAS PHYSICANS NETWORK

Numero de Registro Medico

________________

Nombre del Paciente

_____________________________

Fecha de Nacimiento

_____I

/_____

Dia Mes Ano

La ley nos requiere que nosotros le proveamos a usted con nuestro Aviso de Practicas de
Privacidad las cuales explican como podemos usar y divulgar su informacion medica. La
ley tambien nos requiere que obtengamos su firma, reconociendo que este aviso lo hemos
hecho disponible para usted.

Firma:

_______________________________________

Fecha:

____________________________________

(Paciente o Representante Autorizado)

Relacion al Paciente: Mismo

__________

Esposo (a)

___________

Otro

_____________

Razon Por la Cual El Paciente No Puede/No Desea Firmar:_________________________________

CHS-052-2HP (12/08)





Important  
Your Physical & Your Insurance Company 

 
Weddington Family Medicine practices comprehensive medical care focused on prevention, as 
well as evaluation and management of your diseases, complaints and concerns. 
 
Insurance companies now dictate how physicians bill for these services. 
 
There are two definitions that you need to be aware of that define office encounters. 
 

A. Preventive Physical Exams (PE, Physician Exam, Preventive PE) 
This visit is designed to educate you on changes you can make to live a healthier life and 
to identify new health problems.  This encounter is NOT designed to address specific 
complaints or to manage known medical problems.  This is usually an encounter to 
review preventive health issues, such as: 
 
 Past medical history 
 Interim medical history since your last physical exam 
 Immunizations 
 Health habits 
 Diet 
 Sleep pattern 
 Health maintenance issues, such as last colonoscopy, last mammography 
 Pertinent family history 
 Review of systems 
 Thorough physical exam 

 
B. Office Visits (Evaluation and Management Encounters, E&M Services) 

This encounter is designed for the evaluation and management of single or multiple 
complaints or diseases, such as: 
 
 Headaches 
 Chest pain 
 High blood pressure 
 Diabetes mellitus 

 
During your preventive physical exam, your physician will include management of your existing 
and/or any new medical problems.  You will be charged for both the preventive physical exam 
and the office visit.  The additional services may not be considered part of your preventive 
service benefit; therefore, these services may be non-covered by your insurance carrier or your 
carrier may apply the charges towards your deductible/coinsurance. 
 
You will be responsible for any services rendered today that are not covered by your insurance 
carrier.  It is important for you to understand your individual insurance benefit coverage because 
each carrier processes claims differently. 
 
*Please refer to the reverse side for examples of the definitions outlined above. 



Example 1: A patient with multiple known medical problems presents to discuss these problems, 
as well as to have a preventive physical exam.  The multiple medical problems are addressed and 
treatment is delivered.  The charge to your insurance carrier would include the preventive 
physical exam, plus a charge for an office visit. 
 
Example 2:  A patient presents for a preventive physical exam.  The patient has no complaints 
and no known problems, but is found to have high blood pressure.  This problem is addressed 
and treatment started.  The charge to your insurance carrier would include the charge for the 
preventive physical exam, plus a charge for an office visit. 
 
Example 3:  A patient with no health problems presents for a preventive physical exam.  Patient 
has no complaints and no problems are found.  The charge to your insurance carrier would be for 
the preventive physical exam only. 
 
 
 
Your out-of-pocket expense will be determined by your co-pay, deductible and 

individual insurance benefit coverage. 
 
 
 

Thank you, 
 

Weddington Family Medicine 
Physicians and Staff 

 
 
 
 
 
 
 
 
 
 
Signature_______________________________________________________________ 
 
 
Date ____________________________________ 
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