Timothy Scharold MD

BOARD CERTIFIED INTERNAL MEDICINE AND GERIATRICS

1 Mallett Way, Suite 101, Bluffton, SC 29910 and 96 Main Street, Suite B, Hilton Head, SC 29926
Phone: 843-681-9300,  Fax:  843-815-5650

Patient Information

***PLEASE PRINT VERY CLEARLY AND FILL OUT ALL LINES***

NAME: __________________________________________________________________________________

ADDRESS: _______________________________________________________________________________

CITY: ______________________
   STATE: ____________
        ZIP CODE: _________________

HOME PHONE________________ CELL PHONE: ________________ E-MAIL: ________________________

BIRTH DATE: _____________
   AGE: _______   SEX: ______ SS# ___________________________   

MARITAL STATUS:          SINGLE     
   MARRIED
    WIDOWED 
     DIVORCED 

Ethnicity_________________       Preferred Language___________________      Race____________________

EMPLOYER: _______________________________________ PHONE #: _____________________ext. _____

Emergency Contact______________________ Relationship__________________ Phone#_________________

Pharmacy_________________**




GUARANTOR / RESPONSIBLE PARTY INFORMATION: (NAME OF THE PRIMARY INSURED)

NAME:  ______________________________________ RELATIONSHIP TO PATIENT: ___________________
      

INSURED’S SSN: ______________________________ INSURED’S BIRTH DATE: ______________________

ADDRESS IF DIFFERENT THAN PATIENT’S: _____________________________________________________

INSURED’S EMPLOYER: __________________________________       PHONE #: _______________________


NO INSURANCE

INSURANCE – PLEASE GIVE ALL INSURANCE    

CARDS TO THE RECEPTIONIST


    

***Please INITIAL below to indicate with whom where we may leave messages***

spouse _______________ on machine_________________ other________________________

PAYMENT OF BENEFITS TO PHYSICIAN/AUTHORIZATION FOR RELEASE OF INFORMATION  

Authorization to pay benefits to physician:  I hereby authorize payment be made directly to my physician for medical and/or surgical benefits, if any.  A copy of this authorization shall be valid as the original.  I also, hereby agree to pay any and all charges that exceed or that are not paid by my insurance in 90 days.  If account is turned over to collections, I am also responsible for any and all collection or attorney fees.

I hereby authorize Timothy Scharold, M.D., to release information requested by my insurance company or worker’s compensation carrier.  I also authorize Timothy Scharold, M.D. to release information to any hospital or physician I may be referred to by this office or obtain medical records from any of my other physicians concerning my care.

SIGNATURE: ________________________________________

DATE: ____________________

Financial Policy

All patients deserve the best medical care from us that we can provide, and benefit when definitive financial arrangements are agreed upon. Our professional services are rendered to you, not the insurance company. Therefore, payment for treatment is your responsibility accordingly, we ask you to agree to our financial policy.

I understand that: Dr. Scharold obtains benefit coverage as a courtesy only and is not liable for any misinformation given by the insurance company. 
I am responsible for verifying insurance coverage. I am financially responsible to the physician for charges not covered by my insurance. I authorize this office to release or receive any information necessary to expedite insurance claims. If my insurance company fails to pay my balance in 90 days, it is my responsibility to pay my physician’s bill directly. If I receive payment from my insurance carrier, I agree to endorse any payment I have received over to my physician for which these fees are payable. I will provide my physician’s office with current insurance information, if not; I am responsible for payment in full.



I have read, understand, and agree to the above Financial Policy. I understand that charges not covered by my insurance company, as well as applicable co-payments and deductibles, are my responsibility.

I authorize my insurance benefits be paid directly to Timothy Scharold MD.

I authorized Timothy Scharold MD to release pertinent medical information to my insurance company when requested, or to facilitate payment of a claim.

I have received and reviewed the Notice of Privacy Practice.

_______________


______________________________________

DATE




SIGNATURE

Authorization To Release Medical Information

Patient Name   _____________________________

Birth date _________

SS# ______________

I hereby authorize Dr ______________________________

(Previous Physician)
Address ________________________________________



_______________________________________

Phone ______________     Fax ______________________

To forward copies of my complete medical records to:

Timothy Scharold, MD

1 Mallett Way, Suite 101, Bluffton, SC 29910
Phone: 843-681-9300,  Fax: 1-843-815-5650
Signature: ______________________________    Date: ________                                                         

Print Name: ____________________________ Birth Date: ________
**Previous physician name and phone number required.

Medical History

Name: _________________________________________           Date: ________________

Reason for visit: ___________________________________________________________

Medical conditions (circle): Diabetes, high blood pressure, high cholesterol, asthma, emphysema (COPD), coronary artery disease, past heart attack, low thyroid, prostate disorder, cancer (list type)____________________, others not listed __________________________ ____________________________________________________________________________

____________________________________________________________________________

Surgeries (circle): appendix, gallbladder, hernia, angioplasty, coronary graft, heart valve, hysterectomy, thyroid, prostate, cancer: please list type _________________, orthopedic, Other:_______________________________________________________________________

____________________________________________________________________________

Prevention: (Circle and date) Colonoscopy: _______, Bone Density (DEXA) _________,  Mammogram _________,  Stress Test  ______________, Echo__________, Carotid____________,   Last Eye Exam_____________
Vaccines:   Flu________, Pneumovax ________,  Zostavax _________, Tetanus __________
Current Medications (you may provide your own list): ____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Allergies– list reaction too: ______________________________________________________

Social (circle): Smoke, # of packs per day______, quit when ________, 

alcohol use (occasional, or if daily: how many ________) 

Family History: Heart Disease, Diabetes, Cancer (list type ______________________) 

____________________________________________________________________________

Please feel free to use the remaining space to write any other issues you feel are important regarding today’s visit.  Thank you for helping expedite your care.

____________________________________________________________________________
____________________________________________________________________________

Referred by: ___________________________

HIPPA Patient Disclosure
THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

Introduction

At Timothy Scharold MD, we are committed to treating and using protected health information about you responsibly.  This Notice of Health Information Practices describes the personal information we collect, and how and when we use or disclose that information.  It also describes your rights as they relate to your protected health information.  This Notice is effective [April 1, 2003], and applies to all protected health information as defined by federal regulations.

Understanding Your Health Record/Information
Each time you visit Timothy Scharold MD, a record of your visit is made. Typically, this record contains your symptoms, examination and test results, diagnoses, treatment, and a plan for future care or treatment. This information, often referred to as your health or medical record, serves as a:

•
Basis for planning your care and treatment,

•
Means of communication among the many health professionals who contribute to your care,

•
Legal document describing the care you received,

•
Means by which you or a third-party payer can verify that services billed were actually provided,

•
A source of data for medical research,

•
A source of information for public health officials charged with improving the health of this state and the nation,

•
A tool with which we can assess and continually work to improve the care we render and the outcomes we achieve,

Understanding what is in your record and how your health information is used helps you to: ensure its accuracy, better understand who, what, when, where, and why others may access your health information, and make more informed decisions when authorizing disclosure to others

Your Health Information Rights
Although your health record is the physical property of  Timothy Scharold MD, the information belongs to you. You have the right to:•
Obtain a paper copy of this notice of information practices upon request,

•
Inspect and copy your health record as provided for in 45 CFR 164.524,

•
Amend your health record as provided in 45 CFR 164.528,

•
Obtain an accounting of disclosures of your health information as provided in 45 CFR 164.528,

•
Request communications of your health information by alternative means or at alternative locations,

•
Request a restriction on certain uses and disclosures of your information as provided by 45 CFR 164.522, and

•
Revoke your authorization to use or disclose health information except to the extent that action has already been taken.

Our Responsibilities
Timothy Scharold MD is required to:

•
Maintain the privacy of your health information,

•
Provide you with this notice as to our legal duties and privacy practices with respect to information we collect and maintain about you,

•
Abide by the terms of this notice,

•
Notify you if we are unable to agree to a requested restriction, and

•
Accommodate reasonable requests you may have to communicate health information by alternative means or at alternative locations.

We reserve the right to change our practices and to make the new provisions effective for all protected health information we maintain.  Should our information practices change, we will mail a revised notice to the address you’ve supplied us, or if you agree, we will email the revised notice to you.

We will not use or disclose your health information without your authorization, except as described in this notice.  We will also discontinue to use or disclose your health information after we have received a written revocation of the authorization according to the procedures included in the authorization.

For More Information or to Report a Problem
If have questions and would like additional information, you may contact the practice’s Privacy Officer, in our office. If you believe your privacy rights have been violated, you can file a complaint with the practice’s Privacy Officer, or with the Office for Civil Rights, U.S. Department of Health and Human Services. There will be no retaliation for filing a complaint with either the Privacy Officer or the Office for Civil Rights.

Notification: We may use or disclose information to notify or assist in notifying a family member, personal representative, or another person responsible for your care, your location, and general condition.

Communication with family: Health professionals, using their best judgment, may disclose to a family member, other relative, close personal friend or any other person you identify, health information relevant to that person’s involvement in your care or payment related to your care.

Research: We may disclose information to researchers when their research has been approved by an institutional review board that has reviewed the research proposal and established protocols to ensure the privacy of your health information.

Funeral directors: We may disclose health information to funeral directors consistent with applicable law to carry out their duties.

Food and Drug Administration (FDA): We may disclose to the FDA health information relative to adverse events with respect to food, supplements, product and product defects, or post marketing surveillance information to enable product recalls, repairs, or replacement. 

Workers compensation: We may disclose health information to the extent authorized by and to the extent necessary to comply with laws relating to workers compensation or other similar programs established by law.

Public health: As required by law, we may disclose your health information to public health or legal authorities charged with preventing or controlling disease, injury, or disability.

Law enforcement: We may disclose health information for law enforcement purposes as required by law or in response to a valid subpoena.

Your signature below is acknowledgement that you have received this notice of our privacy practices.

Print Name: __________________________________________________

Signature:  ___________________________________________________

Date: _____________________.
