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SJ/C PN Bone, Joint, & Muscle Care
101 St. Joseph’s/Candler Dr. Ste. 340
Pooler, GA 31322

912-737-2450

(Today’s date)

(patient name)
(Street address)

(city), (state) (zip)

Dear New Patient,
We at St. Joseph’s/Candler Physician Network wish to take a moment to welcome you to our practice.

We want you to know that we appreciate the opportunity to take care of your healthcare needs, and we look
forward to serving you. Your health is our primary concern. Our philosophy is to provide comprehensive care
while treating every patient with dignity and respect. We offer a wide variety of services and preventive
programs to address your physical wellbeing.

In order to expedite the new patient registration process, we ask that you complete the enclosed New Patient
Registration Forms and bring with you to your appointment. Please do not mail forms to the practice.
Completing this information ahead of time allows us to see you in a timely manner upon your arrival at our
office and ensures we have the information necessary to fully address your healthcare needs.

In addition, please bring the following items with you:

e A photo ID,

e Your insurance card(s),

e Your copayment (if required by your plan), and

e A complete list of all medications you are currently taking.

Should you need to reschedule or cancel your appointment, please call us at least twenty-four hours in
advance at to allow us the courtesy of offering your spot to another patient.

Thank you for choosing St. Joseph’s/Candler Physician Network for your healthcare needs.

Your appointment with Dr. Greer is on (appt date) at (appt time) at SJ/C PN —Bone, Joint, & Muscle Care
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Patient Registration

Patient Demographics

Last Name First Name M. | Preferred Name
Mailing Address City State Zip Code
Home Phone Cell Phone Work Phone Birthdate (MM/DD/YYYY) | Gender at Birth

U male [ Female

Communication preference for Appointments, Rx refills, Marital Status: Social Security Number
& TestResults: [ Phone [ Text (SMS) U Both Q Single L Married [ Divorced
L widowed
Employer Name Occupation/Job Title Status
Urull-time U Part-time

Employer City

Employer State |Identifying Gender
U male U Female 1 Other

Guarantor Information (skip if same as above)

Last Name First Name M. Relationship to Patient

Address City State Zip Code
Home Phone Cell Phone Birthdate (MM/DD/YYYY) | Social Security Number
Emergency Contact

Patient Relationship to Emergency Contact: Last Name First Name M.
a Spouse O parent W chid other

Address City State Zip Code
Home Phone Cell Phone Work Phone

Primary Insurance Information

Primary Insurance Company

Policy ID Number #

Coverage Start Date

Subscriber/Insured Name

Patient Relationship to Insured:
Oser U4 Spouse U parent other

Group Number #

Group Name Subscriber Date of Birth Subscriber Social Security Number

Secondary Insurance Information

Secondary Insurance Company

Policy ID Number #

Coverage Start Date

Subscriber/Insured Name

Patient Relationship to Insured

User A Spouse O parent other

Group Number #

Group Name Subscriber Date of Birth Subscriber Social Security Number
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Rx History Consent and Advance Directive

As a SJ/C patient, your physician will have access Advance Directive protects your right to refuse medical treatment

to view your Rx history from external sources. that you do not want or to request treatment you do want.
Indicate if you wish to opt out.

(| Opt Out (Not recommended)

Patient Registration continued

Do you have an Advance Directive? Ovyves o

If NO, would you like more information? Uvyes WnNo

Patient Portal Information

You will have access to the SJ/C a Patient Portal. Email Address (Required for Portal Access):

Indicate if you wish to opt out. Q Opt Out
Additional Information
Race Ethnicity Language

U Asian W Black U Hispanic U white DHispanic or Latino Q English DSpanish
Qother (] Non-Hispanic or Non-Latino U sign Lng. U other
Primary Care Physician “PCP”: | Last Visit with PCP: Referred By: Preferred Hospital:

O candler U st. Joseph’s U other

If the preferred facility is not designated by the Patient, all tests will be sent to St. Joseph’s/Candler
facilities and the Patient will be responsible for payment.
Laboratory Radiology / X-ray
U st. Joseph's/Candler (preferred) Q LabCorp O st Joseph’s/Candler (preferred)
Q Quest Diagnostics Qother Qother

Pharmacy Information
Pharmacy Name (Primary) Phone Fax

Address City State Zip Code

Authorization To Treat & Assignments Of Benefits

| do hereby consent to and Authorize the performance of all treatments, surgeries, and medical services deemed advisable by the health
care providers and staff of SJ/C Physician Network to me or to the above-named minor of whom | am the parent or legal guardian. | hereby
certify that, to the best of my knowledge, all statements contained hereon are true. | request that payment of authorized benefits be made
to SJ/C Physician Network and authorize SJ/C Physician Network to release any medical information to my insurance carrier or third party
payer to facilitate processing my insurance claims. | understand that failure to pay outstanding balances within 90 days of notification of the
amount due will result in submission to an outside collection agency.

O vyes WNo Initial

| have read and understand the above statements and agree to be bound by its terms and conditions. | understand that | may be selected to
participate in a brief survey about my visit and choose to receive communications from SJ/C Physician Network by text or e-mail at the

number or address stated above, including but not limited to communications about appointments, treatment, and payment.

Patient Signature Date

Patient’s Guardian or Capacity Date

Relationship to Patient



I hereby authorize SJ/C Physician Network to release OR receive the following information from the health records of:
Patient Name: DOB: SSN:

ST. g o .
Joseph’s|Candler Authorization for Release of Information
Purposes of HIPAA Disclosure

To Be Released To:

First and Last Name Relationship Date of Birth Phone Number

Information to Be Released:

U Entire Record L Lab Results Q Nursing Notes Q Demographics
a Emergency Room Notes Q Radiological Results Q Physician Orders U Medication Records

For The Purpose Of:

a Anything on behalf of the patient

a Creating/Changing/Canceling appointments

U View or correct demographic information to include signing in on my behalf
a

Receive documents containing my PHI (Protected Health Information) on my behalf with an authorization for release of
information signed by me.

Picking up prescriptions/forms and or medications on my behalf.

OO

Speaking to SJ/C Physician Network staff regarding my PHI including but not limited to billing and insurance
information on my behalf.

O other:

| understand that | can revoke this authorization by providing written notice to the Health Information Department of St.
Joseph’s/Candler Physician Network or in a manner described in the Notice of Privacy Rights. | also understand that if the information
has been released by relying upon this Authorization, that revocation will not be valid.

| PLACE NO LIMITATIONS ON HISTORY OF ILLNESS OR DIAGNOSTIC AND THERAPEUTIC INFORMATION, INCLUDING ANY
TREATMENT FOR ALCOHOL, DRUG ABUSE OR DEPENDENCY, PSYCHIATRIC OR PSYCHOLOGICAL ILLNESS, MENTAL
ILLNESS OR RETARDATION AND ACQUIRED IMMUNE DEFICIENCY (AIDS) SYNDROME.

The physician’s office listed above may not condition treatment, payment, on the signing of this authorization, unless allowed by law.

| understand that | am waiving my rights to privacy by releasing my medical information to the parties listed above and this information
may be re-disclosed by the receiving party. | hereby authorize the entity listed above to release the said information described
above. | understand that this Release of Information will expire within ONE YEAR from the date listed below.

Patient Signature Date

Patient’s Guardian or Capacity Date

Relationship to Patient



m STJoseph's|Candler Office and Financial Policies

Appointments
We believe that our patient’s time is valuable and every effort is made to keep your waiting time to a minimum. If you are unable
to keep your appointment, please notify the office as soon as possible. This courtesy allows us to give appointments to another patient.
If you do not cancel your appointment 24 hours prior to the scheduled appointment time a No Show fee will be charged to your account.
If you have 3 or more No Shows within a 12 month period you could be discharged from the practice.

Financial Policy

Your Insurance Card(s) and Driver’s License (Picture ID) will need to be presented each time you visit our practice to assure we have
the most recent information. If insurance card is not provided, appointment will be handled as self-pay and payment for services
will be collected prior to being seen.

Co-payments must be paid prior to seeing the health care provider on the date service is rendered. Self-pay and uninsured
patients will be required to pay a deposit prior to being seen. Patients are responsible for their deductibles or charges not
reimbursed by insurance. As a courtesy to you we file your insurance claims, therefore it is your responsibility to provide our office
with up to date billing information.

Please understand that your insurance is a contract between you and your insurance company and you are ultimately responsible
for the bill. If you have not received an explanation of benefits within 30 days of seeing your health care provider you are expected
to contact your insurance company for an explanation as to why payment has been delayed.

Self-pay patients are required to pay for services prior to being seen for their visit and will be balance billed for the remainder of
the fees at the time of charge posting.

It is understood that returned checks made payable to this office for insufficient funds, stop payments or other reason for non-
payment will be assessed a $30.00 NSF fee for which the patient will be held responsible.

Patients with no financial ability to pay St. Joseph’s/Candler charges will be screened for eligibility under Medicaid and other
state programs and/or evaluated against established guidelines for financial assistance. Please notify the Front Desk staff if you
would like more information about how to apply for financial assistance.

Patient Portal
The patient portal allows patients to manage their personal health information at their own convenience. You will be able to securely
and confidentially exchange non-emergent messages with our practice, request prescription refills, request and keep track of
appointments, view referrals to specialists, view lab and imaging results and update your contact information.

Prescription Refills
You must contact your pharmacy directly for more expedient prescription refills. Please allow your pharmacy up to 48 hours to process
your refill request. Please note that prescriptions will not be refilled after hours, on weekends or holidays. Some prescriptions cannot
be refilled if you have not seen your health care provider within the last 3-6 months. If you have mail service prescriptions, please
allow 7-10 business days for the necessary forms to be completed. It is very important you plan ahead with mail service
prescriptions to allow adequate time for paperwork to be processed.

Test Results
Laboratory tests can be performed in our in-house lab, but some special tests may be sent out. You must have an appointment for
lab tests and a lab order from your provider. Your health care provider will review your lab/imaging results and notify you via voice
message letter or electronically sent to your patient portal. If you have not heard from us within 7 days, please call our office.

Referrals and Prior Authorizations
Most insurance plans require a patient to be seen by their primary care provider prior to seeing a specialist. If your insurance plan
requires a prior authorization you must verify your insurance has approved the visit before seeing the specialist. Otherwise, you will
be responsible for any incurred charges.

Medical Records
Please note that requests for any health information cannot be processed without a signed medical record release from the patient or
legal representative. This service is outsourced and processed weekly. Please allow up to 7 business days for your request
to be processed. A fee may be charged for this service.

Other

Patient is responsible for the protection and safety of patient’s property, SJ/C shall not be responsible or liable to patient for any damage
or loss of property in the Building or Premises at any time. St. Joseph’s/Candler is not responsible should patient leave premises against
the advice of medical personnel.

The use of video recording devices is strictly prohibited on St. Joseph’s/Candler property.

Patient Signature/Patient Guardian Signature or Capacity Date
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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 IT CAREFULLY.

The following organizations use health information about you
for treatment, to obtain payment for treatment, for
administrative purposes and to evaluate the quality of care
that you receive through healthcare operations. The
information described in this Notice of Privacy Rights includes
your medical records.

The Organizations who are covered under this Notice include
St. Joseph’s Hospital, Candler Hospital, each Hospital's
Medical Staff, the Hospital Based Physician Practices
providing services in Anesthesiology, Radiology, Pathology
and the Emergency Rooms and Hospitalists. (Collectively
"We")

How We May Use or Disclose Your Health Information

For Treatment. We may use your health information to provide
you with medical treatment or services. For example,
information obtained by a healthcare provider, such as a
physician, nurse, or other person providing health services to
you, will be recorded in your record that is related to your
treatment. This information is necessary for healthcare
providers to determine what treatment you should receive.
Healthcare providers will also record actions taken by them in
the course of your treatment and note how you respond to the
actions.

For Payment. We may use and disclose your health
information to others for purposes of receiving payment for
treatment and services that you receive. For example, a bill
may be sent to you or a third-party payor, such as an insurance
company or health plan. The information on the bill may contain
information that identifies you, your diagnosis and treatment or
supplies used in the course of treatment.

For Health Care Operations. We may use and disclose health
information about you for operational purposes. For example,
your health information may be disclosed to members of the
medical staff, risk or quality improvement personnel and others
to: evaluate the performance of our staff; assess the quality of
care and outcomes in your cases and similar cases; learn how
to improve our facilities and services; and determine how to
continually improve the quality and effectiveness of the
healthcare we provide. This includes sending information to a
third-party to conduct research on patient satisfaction and
effectiveness of the services performed.

Customer Services. We may use your information to forward
your mail received here in the hospital after you have left the
facility.

Appointments. We may use your information to provide
appointment reminders or information about treatment
alternatives or other health-related benefits and services that
may be of interest to the individual.

Fund Raising. We may use certain information (name,
address, telephone number, dates of service, age, insurance
status and gender) to contact you in the future regarding
charitable  support or communications about St
Joseph’s/Candler or its affiliates. All charitable support will be

used to improve the healthcare services, expand patient
programs and purchase state-of-the-art technology for St.
Joseph’s/Candler.

Required by law. We may use and disclose information about
you as required by law. For example, St. Joseph’s Hospital or
Candler Hospital may disclose information for the following
purposes: for judicial and administrative proceedings pursuant
to legal authority; to report information related to victims of
abuse, neglect or domestic violence; and to assist law
enforcement officials in their law enforcement duties.

Public Health. Your health information may be used or
disclosed for public health activities such as assisting public
health authorities or other legal authorities to prevent or control
disease, injury, or disability, or for other health oversight
activities. These oversight activities include, for example,
audits, investigations, inspections and licensure. These
activities are necessary for the government to monitor the
health care system, government programs and compliance
with civil rights laws.

Funeral Directors/Coroners. Health information may be
disclosed to funeral directors or coroners to enable them to
carry out

their lawful duties.

Organ/Tissue Donation. Your health information may be used
or disclosed for organ, eye or tissue donation purposes. This
includes disclosures to an appropriate tissue bank or organ
donation organization.

Research. We may use your health information for research
purposes as allowed by law. The Institutional Review Board will
review the research proposal and established protocols to
ensure the privacy of your health information.

Health and Safety. Your health information may be disclosed
if there is a potential serious threat to the health or safety of
you or any other person as allowed by law.

Government Functions. Your health information may be
disclosed for specialized government functions such as
protection of public officials or reporting to various branches of
the armed services.

Workers Compensation. Your health information may be
used or disclosed in order to comply with laws and regulations
related to Workers' Compensation.

Other uses. Other uses and disclosures will be made only with
your written authorization and you may revoke the
authorization except to the extent St. Joseph’s Hospital or
Candler Hospital has taken action in reliance on such.

Your Rights to Privacy:

Your Rights to Privacy include:



»  You have the right to request a restriction on certain uses

and disclosures or your information. However, the
organizations listed above are not required to agree to a
requested restriction.

«  You have the right to obtain a paper copy of the Notice of
Privacy Practices upon request to the Privacy Official or a
member of the organization.

* You have the right to inspect and obtain a copy of your
health record as allowed by state and federal regulations.

- You may also request an amendment to your health record
as allowed by state and federal regulations.

« You may also request communications of your health
information by alternative means or at alternative
locations. For example, by sending information to a P.O.
Box instead of your home address.

* You may revoke your Authorization to use or disclose
health information except to the extent that action has
already been taken by providing written notice to the
Health
Joseph's/Candler Health System, Inc., 5353 Reynolds

Street, Savannah, Georgia 31405.

Information Management Department at St.

*  You may also receive an accounting of disclosures made

of your health information as provided by federal
regulations by sending a written request to the Health
Information Management Department at the address listed

above.

If you have a concern or complaint about your privacy rights,

you may direct the concern or complaint in writing to:

St. Joseph's/Candler
Privacy Official

5353 Reynolds Street
Savannah, Georgia 31405

You may also contact the Department of Health and Human
Services, if you believe your privacy rights have been violated.

You will not be retaliated against for filing a complaint.

Our Obligations Under This Joint Notice.

We are required by law to maintain the privacy of protected
health information and to provide you with a Notice of our legal
duties and privacy practices with respect to the protected
health information. We will accommodate reasonable requests
you may make to communicate health information by
alternative means or at alternative locations. For reasons other
than those stated above or as allowed by law, we will obtain
your written authorization to use or disclose your health
information. We will notify you if we are unable to agree to a
requested restriction on how your information is used or
disclosed. We are also required to comply with the terms of the

Notice currently in effect.

We reserve the right to change our information practices and
to make the new provisions effective for all protected health
information we maintain. The revised Notice will be made
available to you by requesting a copy of an updated Notice.
You may send a written request to the Privacy Official for St.
Joseph's / Candler Health System, Inc. at 5353 Reynolds
Street, Savannah, Georgia 31405.

You many also view this notice on our website,

www.sjchs.org

This Notice of Privacy Rights is effective as of April 14, 2003.
Revised: 2016

Patient Signature

Date

Patient’s Guardian or Capacity

Date


http://www.sjchs.org/
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| hereby authorize SJ/C Physician Network to release OR receive the following information from the health records of:

Name:

Social Security Number:

(] OBTAIN FROM

Authorization for Release of Information

Date of Birth:

(] RELEASE TO

Name of Entity or Physician

Name of Entity or Physician

Address

Address

City, State, Zip

City, State, Zip

Phone and/or Fax Number

Phone and/or Fax Number

Information to be released:

Q) Entire Record U Lab Results (| Nursing Notes Q Demographics
Q Emergency Room Notes (| Radiological Results (| Physician Orders ] Medication Admin Record
For dates of services rendered through

For the purpose of:

| understand that | can revoke this authorization by providing written notice to the Health Information Department of St. Joseph’s/Candler
Physician Network at the address listed above or in a manner described in the Notice of Privacy Rights. | also understand that if
information has been released by relying upon this Authorization, that revocation will not be valid.

| place no limitations on history of iliness or diagnostic and therapeutic information, including any treatment for alcohol, drug abuse or
dependency, psychiatric or psychological illness, mental iliness or retardation and acquired immune deficiency (aids) syndrome.

The Entity listed above may not condition treatment, payment, on the signing of this authorization, unless allowed by law.

| understand that | am waiving my rights to privacy by releasing my medical information to the parties listed above and this information
may be redisclosed by the receiving party. | hereby authorize the entity listed above to release the said information described above.

| understand that this Release of Information will expire within NINETY (90) days from the date listed below.

Patient Signature Date

Patient’s Guardian or Capacity Date

Relationship to Patient

For Health Information Management Department Use Only:

Request taken by: Date completed:

Method of Release: Malil Pick Up Fax
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Patient Medical History

Last Name: First Name: Birth Date

Select the primary What body part are you here for? When did this problem start?
reason for your visit How did the problem start?
QPain Q Shoulder Q Hip Q Groin ONeck

QNumbness QO Forearm OKnee QThigh/Quad Q Back QWwork Related Injury
QWeakness QElbow OAnkle OHamstring QPelvis QAuto Accident

Qswelling Qwrist Q Foot Q Shin QSports Injury

Qstiffness QO Hand QOother: QOother Injury - Sudden
QOther: |What side?  Left Right Both | QNo Injury — Gradual

Are you ... QLeft handed QRight handed

Please briefly describe your injury:

Since the problem How does the pain How often is the pain? Are there other symptoms with
began, the pain has feel? QConstant your pain?
ODecreased Qsharp OComes and goes QO Swelling Q Catching
Qincreased O Dull U Bruising O Instability
UNot Changed

Q Aching How severe is the pain? O Numbness Q stiffness
Does the pain wake you Q Burning Qwmild QOExtremely Severe O Tingling OLoss of bowel or
from sleep? U Stabbing WModerate OWorse paininmy [ Weakness bladder control
QvYes Q No OThrobbing OSevere life QO Locking

Please circle your plan on a scale of 1 to 10, (10 is the worse, most severe pain). 123456 7 8 9 10

Indicate what makes the pain Indicate if you have anything listed below for your problem
Better Worse Medications Tests Treatments Injections
QActivity QActivity QAdvil/lbuprofen Q Xrays OBrace QCortisone
QExercise QExercise QTylenol QCT Scan QOrthotics QO Synvisc
URest UTwisting QuUltram UMRI UcCane U Hyalgan
UHeat URest OPrescription UEMG UCrutches/Walker U Supartz
Qice OHeat Qpain killer (nerve testing) OMassage O Euflexxa
OElevation Qice ONone QBone Scan QcChiropractic O Injection, unknown
UElevation Qultrasound QPhysical Therapy W None of these
ONone of these ONone of these
Have you had a problem like this before? No Yes
Have you seen any other providers for this
Problem? No Yes Who: When:
Have you had surgery for this problem? No Yes
Medical History
Current conditions: Please add any that are not listed. History of:
WDiabetes UAnkle Swelling UOsteoarthritis UBlood Clots UHeart Failure
QCancer QKidney Failure QORheumatoid Arthritis QOHeart Attack QOBlood Transfusion
Qstroke OHigh Blood Pressure OConcussion

QHeart Disease (specify)

QOther:

Last Menstrual Period

| do not have any known medical conditions, past or present.

Hospitalizations/Surgeries Please list any hospitalizations or surgeries in the past 10 years.

Date What hospitalization/surgery Location

| have not been hospitalized or had any surgeries in the past 10 years.

Anesthesia Have you ever had a reaction to anesthesia?
No Yes: Please explain:




Do you take prednisone or steroids? No Yes, details
Do you take calcium and/or Vitamin D? No Yes, details
Are you on a blood thinning medication? No Yes, details
Medications
Medication Dose Frequency Reason for Medication
Allergies
Name of Allergy What kind of reaction do you have?
Review of Systems
General Eyes Ears Nose Throat Heart Breathing Digestive
QWeight loss UBlurred Vision UHearing Loss UChest Pain WCough UStomach Ulcer
ULoss of Appetite U Double Vision WRinging in Ears QPalpitations QShortness of Breath WHeartburn
OFever Qvision Loss ODental Problems ONone OWheezing @Blood in Stool
Qchills ONone ONone OSleep Apnea ONone
UNone UNone
Urine Skin Nerves/Headaches Mental Health Blood Hormone-Related
OFrequent Urination ORash Oseizures ODepression OEasy Bleeding OHair Loss
QOPainful Urination QOUlcerations OHeadaches OAnxiety OEasy Bruising OHeat/Cold
UBlood in Urine ULumps UDizziness USleep Disorders  WAnemia Wintolerance
UCan’t hold Urine UBlisters UBalance Problems UNone UNone UNone
ONone ONone ONone

Family History

List all serious illnesses in your IMMEDIATE FAMILY. Examples include diabetes, high blood pressure, cancer, sudden death with exercise, etc.

Iliness

Relationship

How many of the following do you have?

Brothers

Sisters

Sons

Daughters




Social History

Tobacco Use — check all that apply

U Current smoker Date started? How often? O Every day a Some days
How many? Q5 orless Qe6-10 Q11-20 Q21-30 Q31+
How soon after you wake? Q Within 5min Q0 6-30min 0 31-60min Q after 60min
Interested in quitting? Q Ready to quit Q Thinking QO Not ready
O Former smoker Date last smoked?
How long since last smoked? Q 1-3 months QO 3-6 months Q 6-12 months Q 1-5 years Q 5+ years
What type? O Cigarettes Q Cigars QO Smokeless Q Pipe Q Other
O Never a smoked
Alcohol Use
Did you have a drink in the past year? O Yes O No
How often? U Monthly U 2-4 times mth U 2-3 time week U 4 or more a week
How many drinks on a typical day? Q1-2 Q34 Q5-6 Q79 Q10+
How often you have 6 or more on occasion U Never U Monthly U Weekly U Dpaily
lllicit Drug Use
Have you used drugs other than those for medical reasons in past year? OYes ONo
What type? U Amphetamines U Cocaine [ Ecstasy QaLsp O Crack W Meth
O Prescription Opiates [ Heroin 0 Marijuana QO Suboxone QPrcp
Route? U Injected U Intranasal U Smoked
Frequency? Q Daily 0 Weekly O Monthly
Are you receiving treatment? OvYes 0ONo
Current Work Status Occupation Company
Retired Disabled — Since From:
Regular Duty - Hours / Week Student — School
Light Duty — Hours / Week List any Sports:
Not working due to this problem — last worked
How often do you exercise in a week? Do you have at home help? Yes No
Once or less 2-3 times 4-5 times Daily
Anything else you would like your physician to know?
How did you hear about Bone, Joint, & Muscle Care Specialty?
Family / Friend Magazine St. Joseph’s Primary Care
Website Sports Expo St. Joseph’s Urgent Care
Other:
Patient/Guardian Signature Date Provider Signature Date

Relationship to patient




