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Stedman-Wade

Health Services, Inc.







Dear __________________________________,

Welcome!


On behalf of the Providers and Staff of Wade Family Medical Center (WFMC) we would like to thank you for choosing us to be your primary care providers.

Stedman-Wade Health Services, Inc. (SWHS, Inc.) has been in existence since 1978 doing business as Wade Family Medical Center, Wade Family Medical Center-DT, Stedman Family Dental Center, and Wade Family Medical Center-Adult Health.  SWHS. Inc. received accreditation from the Joint Commission in February 2002 demonstrating SWHS, Inc.’s commitment to quality care, continuous improvement and patient satisfaction.

Our offices accept assignments of Medicare, Medicaid, and most third-party insurance carriers. For your convenience, we accept Master Card, Visa, Discover, and debit cards, in-state personal checks and cash.

Should you have any questions, please do not hesitate to call our office. Please arrive 30 minutes early, your appointment is __________________________.
Again, Welcome to Wade Family Medical Center.


Sincerely,

Wade Family Medical Center Staff

 “WHERE HEALTH CARE IS A FAMILY AFFAIR”



“Our mission is to provide quality, accessible, affordable primary and preventive medical, dental and behavioral health care in a compassionate and cost-effective manner to all populations.”


Wade Family Medical Center 

 New Patient Information 


1. Welcome and Thanks for choosing Wade Family Medical Center to be your medical home. For more information on what it means to be part of a medical home, please visit http://www.ncqa.org/consumers/ImprovingPrimaryCarePCMH.aspx


2. Please bring all medication bottles/containers with you to every appointment so that your provider can review them. All medication refills will be done face to face.

3. Have your pharmacy fax your med list to the nurse prior to appointment at (910) 483-5087.
4. If you are unable to keep an appointment, you are expected to call the office as soon as possible. This courtesy allows other patients the opportunity to use that appointment slot. (If you do not call to confirm your first initial appointment or we are unable to reach you to confirm within 24 hours, your appointment will be CANCELLED.)
5. If you have 3 “No Shows” within a 12 (twelve) month period, you may be discharged from Wade Family Medical Center.

6. When you leave a telephone message for your provider during regular business hours, a member of your clinical team will review the message on the same day it is received. You will receive a response in 1-2 business days, depending on the urgency of the issue. 

7. If medical assistance is needed after hours, patients can call the office number (910-483-6694) and an answering service will take a message and forward it to the provider on call. That provider will return your call. Please be aware that if your phone does not accept private calls or has a block, you will not get a call back.  If a patient needs to be seen when the office is closed, please go to the emergency room or an urgent care facility.

8. Stedman-Wade Health Services, Inc. is comprised of Wade Family Medical Center, Wade Family Medical Center-DT, Stedman Family Dental Center, and Wade Family Medical Center-Adult Health.  Patients in need of dental care please call the dental center directly at 910-483-3150.

9. We hope all patients have a pleasant experience with our organization. If you have suggestions for improvement, we want to hear them. There is a suggestion box in the lobby for your use. If you have any concerns about your safety, please feel free to contact a member of management. If you have a concern about the quality of care you received at our site, please contact Management at (910) 483-6694. If not resolved at this level you can contact the Joint Commission at (800) 994-6610.

10. In February 2002, Stedman-Wade Health Services, Inc. was accredited by the “Joint Commission”.  Accreditation is achieved after an organization demonstrates compliance with national standards for health care quality and safety.

11. For your healthcare protection and reduction in insurance fraud, please bring a state or government issued picture ID and all insurance cards to every visit.

I understand the above guidelines and agree to adhere to them.

Signature________________________________________________    Date: ______________________________
PATIENT RESPONSIBILITES

1. YOU are responsible for keeping appointments and for notifying the Center in advance when you are unable to keep your appointment.

2. YOU are responsible for following the medical provider’s plan of care.  Medications should be taken as prescribed by the provider and the patient should return to the clinic for treatment as the provider requests.  You are responsible for seeking clarification when necessary to fully understand your health problem and the proposed plan of care.

3. YOU are responsible for providing complete and accurate information about your identity, demographics, insurance and answer other reasonable questions that will assist SWHS, Inc. in providing appropriate care and obtaining payment.  This includes reviewing and signing all necessary consents, financial agreements, or other documents required by the facility.
4. YOU are responsible for bringing your Medicaid, Medicare and any other insurance card to each visit.

5.   YOU are responsible for providing accurate information about your present illness, medications, past medical or health history, including any hospitalizations or any changes in your condition.

6. YOU are responsible for supervising your children, both inside and outside the facility.  Parents will be held responsible for the actions of their children.  Children under the age of 12 should not be left unsupervised if at all possible.

7. YOU are responsible for making financial arrangements regarding your bill prior to the time of service.

8. YOU are expected to conduct yourself in a courteous, friendly, and respectful manner toward fellow patients and members of the staff.  Appropriate conduct is expected of all the patients and visitors at all times.  Threatening, violent, abusive, disruptive or loud behavior is inappropriate.  SWHS, Inc. reserves the right to ask you and your family/guest to leave or have you removed from the property.

9.  There will be no alcohol, drugs, and/or weapons permitted on the premises.  Patients, who arrive at the Center under the influence and do not require urgent care, will be asked to leave.  If you refuse, the Sheriff’s Department will be contacted for assistance.
PATIENT RIGHTS
1. YOU have the right to medical treatment at SWHS, Inc.  regardless of age, sex, race, religion, national origin, disabilities, or the ability to pay.
2. YOU have the right to refuse treatment to the extent permitted by the law and to be informed of the medical consequences of your actions.
3. YOU have the right to receive from your provider information necessary to give informed consent prior to the start of any procedure and or treatment.  Patients who are unable to fully participate in treatment decisions have the right to be represented by parents, guardians, family members, or other conservators.
4. YOU have the right to receive care in this center in a safe and secure environment.
5. YOU have the right to obtain information concerning your diagnosis, treatment and prognosis.

6. YOU have the right to privacy concerning your medical care program.  Those not directly involved in your care must have permission to be present during case discussion examination, or treatment.
7. YOU have the right to confidential treatment of all records pertaining to your care and have the opportunity to approve or refuse their release to any individual, except as required by law or third-party payment contracts.
8. YOU have the right to reasonable response to your request for services. If transfer to another facility is recommended by the Health Care Provider, the patient must be given full information and explanation of need for transfer and any possible alternatives.
9. YOU have the right to expect reasonable continuity of care and to be informed of continuing health care requirements after discharge from the center.
10. YOU have the right to be informed of any center rules or regulations that relate to your conduct as a patient.
11. YOU have the right to examine your bill and receive an explanation of all or any charges, regardless of the Method of payment.
12. YOU have the right to obtain information as to the relationship of SWHS, Inc. to any other health care and educational institutions insofar as your case is concerned.
13. YOU have the right to voice grievances and recommend changes in policies and services to our staff members and the governing body.  Resolutions of these grievances will be addressed to the Concerns and Suggestions Committee.
14. YOU have the right to be given the names, qualifications, and experience of providers and other SWHS, Inc. staff who are directly involved in your medical care.
15. YOU have the right to the appropriate assessment and management of pain.
16. YOU have the right to be treated with dignity and respect. The staff respects the patient’s mental, social, spiritual and cultural values about health, illness and injury. 

STEDMAN-WADE HEALTH SERVICES, INC. does NOT deny treatment which is available

and medically indicated to any person on the basis of AGE, SEX, RACE, COLOR, CREED,

NATIONAL ORIGIN OR THE ABILITY TO PAY!
HIPAA Notice of Privacy Practices
__________________________________________________________________
Stedman-Wade Health Services, Inc.

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.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law.  It also describes your rights to access and control your protected health information.  “Protected Health Information” is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services.

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other use required by law.

Treatment:  We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services.  This includes the coordination or management of your health care with a third party.  For example, we would disclose your protected health information, as necessary, to a home health agency that provides care to you.  For example, your protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you.

Payment:  Your protected health information will be used, as needed, to obtain payment for your health care services.  For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations:  We may use or disclose, as needed, your protected health information in order to support the business activities of your physician’s practice.  These activities include, but are not limited to, quality assessment activities, employee review activities, training of medical students, licensing, and conducting or arranging for other business activities.  For example, we may disclose your protected health information to medical school students that see patients at our office.  In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician.  We may also call you by name in the waiting room when your physician is ready to see you.  We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization.  These situations include:  as Required By Law, Public Health issues as required by law, Communicable Diseases; Health Oversight; Abuse or Neglect, Food and Drug Administration requirements; Legal Proceedings; Law Enforcement; Coroners, Funeral Directors, and Organ Donation; Research; Criminal Activity; Military Activity and National Security; Workers’ Compensation; Inmates; Required Uses and Disclosures; Under the law, we must make disclosures to you and when required by the Secretary of the Department of Health and Human Service to investigate or determine our compliance with the requirements of Section 164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to Object unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

Your Rights

Following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information. Under Federal law, however, you may not inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health information.  We may assess a fee for copying your records.

You have the right to request a restriction of your protected health information.  This means you may ask us not to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations.  You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices.  Your request must state the specific restriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request.  If physician believes it is in your best interest to permit use and disclosure of your protected health information, your protected health information will not be restricted. 

You have the right to request to receive confidential communication from us by alternative means or at an alternative location.  You have the right to obtain a paper copy of this notice from us, upon request even if you have agreed to accept this notice alternatively i.e. electronically.

You may have the right to have your physician amend your protected health information.  If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.

You may have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.
We reserve the right to change the terms of this notice and will inform you by mail of any changes.  You then have the right to object or withdraw as provided in this notice. 

Complaints

You may complain to us or the Secretary of Health and Human Services if you believe your privacy rights have been violated by us.  You may file a complaint with us by notifying our Privacy Officer at (910) 483-6694 ext. 7029.  We will not retaliate against you for filing a complaint.
This notice was published and becomes effective on/or before April 14, 2003

Wade Family Medical Center
PATIENT INFORMATION:
_________________________  ___________________  ___      ______________  ____/____/____
Last Name                                                               First Name                                        MI            SS No

   DOB

PHYSICAL ADDRESS:
_______________________________   _____________________  ________    _____________
STREET                                                                                                             CITY                                  STATE                             ZIP

MAILING ADDRESS: (if different than Physical Address)
___________________________________   _____________________  ________    _________
STREET/PO Box                                                                                                CITY                                              STATE                    ZIP
PRIMARY PHONE NUMBER: (____) _____-_________ALTERNATE PHONE NUMBER: (____) _____-_________

WHAT IS THE BEST WAY TO REACH YOU? (Circle one:)  Primary Phone      Alternate Phone       Text          Email

EMAIL ADDRESS: _______________________________ DO YOU “TEXT” ____NO  ____YES

IS IT OKAY TO LEAVE A MESSAGE IF WE NEED TO CONTACT YOU? ____NO  ____YES

MARITAL STATUS:   Married    Single    Divorced    Widowed    Separated              SEX:  M  or  F

Sexual Orientation:  Lesbian/Gay   Straight (not lesbian/gay)  Bisexual  Something Else  Don’t Know  Choose not to disclose

Gender Identity:  Male   Female   Transgender Male/Female-to-Male    Transgender Female/Male-to-Female     Other                   Choose not to disclose

RACE:    (Circle one)

White
Black/African American     American Indian/Alaska Native     Hispanic/Latino     Asian
        Native Hawaiian                 Total Hawaiian/Pacific Islander     Other Pacific Islander      More than one race      Refuse to answer     Other_____________

ETHNICITY:       Hispanic ______                   Non-Hispanic______


___________________________________________________
 ___________________________________
EMPLOYER:






 PHONE: 

EDUCATION LEVEL: _______________ HIGHEST GRADE COMPLETED: ________VETERAN:____NO____YES
EMERGENCY CONTACT:

NAME OF CONTACT:________​​​​​​​​​​​​​​​____________________​​​___  ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​RELATIONSHIP TO PATIENT_______________

HOME PHONE: ____________________ WORK/CELL/OTHER PHONE: ___________________

PRIMARY CAREGIVER: ​​​​​​​​​​​​​​​​​​​​​​​​​​
NAME OF CONTACT:_________________________________  RELATIONSHIP TO PATIENT_______________

HOME PHONE: ____________________ WORK/CELL/OTHER PHONE: ___________________
RESPONSIBLE PARTY INFORMATION:   
LEGAL GUARDIAN/HEALTHCARE PROXY?_______________________________________________________


____________________________________________
         ____________________________
NAME OF RESPONISBLE PARTY                                                                                        RELATIONSIHP TO PATIENT

HOME PHONE: ____________________  WORK/CELL/OTHER PHONE: ________________

MAILING ADDRESS:

__________________________________    ______________________  ___________    __________
STREET/PO BOX                                                                                            CITY                                      STATE                          ZIP
How did you hear about us?_______________________________________________________
INSURANCE INFORMATION:
Name of Insurance Company: _____________________  
Name of Policy Holder: __________________________  
Policy Holder’s SS No.: __________________________ DOB:______________________    
Policy Holder’s Employer: ________________________Phone:______________________
Relationship of Policy Holder to Patient: _____________

I hereby give Wade Family Medical Center permission to treat me. I also give them permission to file my insurance for payment of medical benefit and supplies for services received. Furthermore, I authorize Wade Family Medical Center to release pertinent medical information to my insurance company and other medical facilities involved in my care.

Signature: ____________________________________          Date:  _____________________

                                     
Wade Family Medical Center
CONSENT FOR PURPOSES OF TREATMENT, PAYMENT, AND 
HEALTHCARE OPERATIONS
I consent to the use or disclosure of my protected health information by Wade Family Medical Center to provide, coordinate, or manage my health care and any related services.  This includes the coordination or management of my health care with a third party, such as a home health agency, medical referrals and/or insurance plans.

I understand that I have the right to request a restriction as to how my protected health information is used or disclosed to carry out treatment, payment or healthcare operations of the practice. Wade Family Medical Center is not required to agree to the restriction if the physician believes it is in your best interest to permit use and disclosure of your protected health information.

I have the right to revoke this consent, in writing, at any time, except to the extent Wade Family Medical Center has taken action on this consent.

My “Protected Health Information” means health information, including my demographic

information, collected from me and created or received by my physician, another health care provider, a health plan, my employer or a health care clearing house.  This “Protected Health Information” relates to my past, present or future physical or mental health or condition and identifies me, or there is a reasonable basis to believe that the information may identify me.

I understand I have the right to review Wade Family Medical Center’s Notice of Privacy Practices prior to signing this document. The Notice of Privacy Practices describes the types and uses of disclosures of my protected health information that may occur in my treatment, payment of my bill or in the performance of health care operations of Wade Family Medical Center.
The Notice of Privacy Practices for Wade Family Medical Center is located at the reception desk. The Notice of Privacy also describes my rights and Wade Family Medical Center’s duties with respect to my information.

Wade Family Medical Center reserves the right to change privacy practices that are described in the Notice of Privacy Practices. I may obtain a revised Notice of Privacy Practices by calling the office and requesting a revised copy to be sent in the mail or asking at the time of my next appointment.

____________________________________                                     _____________________
Signature of Patient or Personal Representative                                                                                                              Date


_____________________________________________________
Print Name of Patient or Personal Representative


_____________________________________________________
Description of Personal Representative’s Authority

WADE FAMILY MEDICAL CENTER

ANNUAL PATIENT HEALTH INFORMATION DATA BASE

NAME: ________________________________DOB: ____/____/____ SEX:  M  F  Today’s Date: ____/____/____

PROVIDER:_______________________________OCCUPATION: ______________________________________

MARITAL STATUS:   SINGLE      MARRIED     SEPARATED       DIVORCED       WIDOWED

ALLERGIES:
MEDICATION ALLERGIES AND EFFECTS:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
OTHER ALLERGIES AND EFFECTS:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
CURRENT MEDICATIONS: (PLEASE INCLUDE PRESCRIPTION AND NON-PRESCRIPTION MEDICATION)
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SURGERIES: (PLEASE INCLUDE THE YEAR THEY WERE PERFORMED)

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
LAST DENTIST VISIT:___________________________

BRUSH TEETH

NO

YES
HOW OFTEN? _________________

COFFEE


NO

YES
HOW OFTEN? _________________

TEA



NO

YES
HOW OFTEN? _________________

SODA



NO

YES
HOW OFTEN? _________________

SMOKING


NO

YES
HOW OFTEN? _________________

SECOND HAND SMOKE
NO

YES
HOW OFTEN? _________________

RISKY SEXUAL BEHAVIOR
NO

YES
HOW OFTEN? _________________

	Alcohol:        One drink            =      
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Stedman-Wade

Health Services, Inc.





	12 oz. 

 beer
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	5 oz.

wine
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	1.5 oz.

liquor 

(one shot)

	
	None
	1 or more

	MEN:   How many times in the past year have you had 5 or more drinks in a day?  
	
	

	WOMEN:   How many times in the past year have you had 4 or more drinks in a day?
	
	


ALCOHOL


NO

YES
HOW OFTEN? _________________
	Drugs:   Recreational drugs include methamphetamines (speed, crystal) cannabis (marijuana, pot), inhalants (paint thinner, aerosol, glue), tranquilizers (Valium), barbiturates, cocaine, ecstasy, hallucinogens (LSD, mushrooms), or narcotics (heroin).

	
	None
	1 or more

	How many times in the past year have you used a recreational drug or used a prescription medication for nonmedical reasons?
	
	


HEALTHY EATING HABITS
NO

YES
HOW OFTEN? _________________

FAST FOOD


NO

YES
HOW OFTEN? _________________

EXERCISE


NO

YES
HOW OFTEN? _________________
WOMEN ONLY
MENSTURAL PERIODS:  AGE OF ONSET: _____________ DATE OF LAST PERIOD: __________________



       REGULAR PERIODS?  YES    NO      AGE OF MENOPAUSE: _________________

PREGNANCY 

       HOW MANY: _________   LIVE BIRTHS:________ BREASTFEED?    YES    NO

HYSTERECTOMY?       YES    NO
MASTECTOMY?   YES     NO……………SINGLE/DOUBLE

LAST PAP: _____________________
LAST MAMMOGRAM: _____________________

COLONOSCOPY?          YES    NO              DATE WHEN DONE: _______________________
MEN ONLY

 LAST PROSTATE EXAM? ______________________

HAVE YOUR PARENTS, SIBLINGS OR CHILDREN HAD ANY OF THE FOLLOWING?






            NO 
          YES


HEART DISEASE



□                        □    WHO? _______________________________

HIGH BLOOD PRESSURE


□                        □    WHO? _______________________________

DIABETES




□                        □    WHO? _______________________________

STROKE/HEART ATTACK


□                        □    WHO? _______________________________

CANCER




□                        □    WHO? _______________________________

DEPRESSION




□                        □    WHO? _______________________________

OTHER MENTAL ISSUES


□                        □    WHO? _______________________________

OTHER FAMILY HEALTH ISSUES: ______________________________________________________________

MOTHER:
LIVING? YES/NO
FATHER?
LIVING? YES/NO

SIBLINGS?
SISTERS? ______ BROTHERS: _______ HOWMANY LIVING? _______



CAUSES OF DEATH ? _________________________________________________________________
CHILDREN:
LIVING? YES/NO
CAUSE OF DEATH ?_______________________________________________

HAVE YOU HAD ANY OF THE FOLLOWING?

	IN THE PAST SIX MONTHS?
	
	
	
	HAVE YOU EVER HAD?
	
	

	
	NO
	YES
	
	
	NO
	YES

	WEIGHT LOSS
	□
	□
	
	TUBERCULOSIS
	□
	□

	FEVER/CHILLS
	□
	□
	
	ASTHMA
	□
	□

	BLOOD IN STOOLS
	□
	□
	
	COPD
	□
	□

	BLOOD IN URINE
	□
	□
	
	HEART ATTACK
	□
	□

	CHRONIC COUGH
	□
	□
	
	ABNORMAL HEART RHYTHM
	□
	□

	COUGHING BLOOD
	□
	□
	
	HEART FAILURE
	□
	□

	CHANGE IN BOWELS
	□
	□
	
	HIGH BLOOD PRESSURE
	□
	□

	FREQUENT NOSE BLEEDS
	□
	□
	
	CANCER
	□
	□

	CHEST PAIN
	□
	□
	
	HEPATITIS
	□
	□

	NIGHT SWEATS
	□
	□
	
	GALLSTONES
	□
	□

	FREQUENT HEADACHES
	□
	□
	
	KIDNEY STONES
	□
	□

	LEG PAIN ON WALKING
	□
	□
	
	ARTHRITIS
	□
	□

	ANKLE SWELLING
	□
	□
	
	STROKE/PARALYSIS
	□
	□

	SHORTNESS OF BREATH
	□
	□
	
	SEIZURES
	□
	□

	ACID REFLUX
	□
	□
	
	DIABETES 
	□
	□

	
	
	
	
	THYROID DISEASE
	□
	□

	
	
	
	
	ANEMIA
	□
	□

	
	
	
	
	HIV INFECTION 
	□
	□

	
	
	
	
	DEPRESSION/ANXIETY
	□
	□

	
	
	
	
	OTHER MENTAL ISSUES
	□
	□


Other Concerns:___________________________________________________________________________________________________________________

PLEASE INDICATE THAT THE ABOVE INFORMATION IS ACCURATE TO THE BEST OF YOUR KNOWLEDGE BY SIGNING BELOW:
SIGNED: _____________________________________________________    DATE:_ ____________________________
STEDMAN-WADE HEALTH SERVICES, INC.

ANNUAL PATIENT INFORMATION UPDATE
January – December ________

PATIENT NAME: ____________________________________

DOB: ___________

PHONE #: __________________________  CELL/WORK #: __________________________

EMERGENCY CONTACT: _________________________  PHONE #: __________________

RELATIONSHIP TO EMERGENCY CONTACT: ____________________________________

NEXT OF KIN: _________________________________  PHONE #: _____________________

EDUCATION LEVEL: __________________          HOMELESS STATUS:  YES   or   NO

HEALTH INSURANCE: ______________________    VETERAN:  YES   or   NO  (Circle one)

YEARLY HOUSEHOLD ESTIMATE

STEDMAN-WADE HEALTH SERVICES, INC. IS REQUIRED TO REPORT INCOME DATA ON OUR PATIENTS IN ORDER TO RECEIVE FEDERAL FUNDING TO HELP SERVE THE UNINSURED. THIS INFORMATION IS CONFIDENTIAL. REPORTING IS AGGRAGATE AND NOT PATIENT SPECIFIC.

YEARLY HOUSEHOLD ESTIMATE

PLEASE CIRCLE INCOME AND FAMILY SIZE
Size of Family Unit

    Income
            Income
               Income

Income

        Income
	1
	0- 12,490
	12,491– 15,613
	15,614 – 18,735
	18,736 – 21,858
	21,859 – 23,731

	2
	0- 16,910
	16,911– 21,138
	21,139 – 25,365
	25,366 – 29,593
	29,594– 32,129

	3
	0- 21,330
	21,331– 26,663
	26,664 – 31,995
	31,996 – 37,328
	37,329– 40,527

	4
	0- 25,750
	25,751 – 32,118
	32,119 – 38,625
	38,626 – 45,063
	45,064 – 48,925

	5
	0- 30,170
	30,171 – 37,713
	37,714 – 45,255
	45,256 – 52,798
	52,799 – 57,323

	6
	0- 34,590
	34,591 – 43,328
	43,329 – 51,885
	51,886 – 60,533
	60,534 – 65,721

	7
	0- 39,010
	39,011 – 48,763
	48,764 – 58,515
	58,516 – 68,268
	68,269 – 74,119

	8
	0- 43,430
	43,431 – 54,288
	54,289 – 65,145
	65,146 – 76,003
	76,004 – 82,517


_________________________________________

______________________________


PATIENT SIGNATURE




            DATE

_________________________________________

______________________________

    PATIENT CARE REPRESENTATIVE



            DATE
VISIT PREPARATION WORKSHEET












Insurance____________________

FOR VISIT ON DATE  _______________________

With Provider  _________________________________

Name______________________________________________________________     DOB_____________________________

Have you signed up for the patient portal?    YES       NO

Are you interested in meeting our Behavioral Health Provider?    YES       NO

	Please tell us what’s new since your last visit

	Have you had:
	Yes
	No
	Explain

	Visits to other doctors/hospitals
	
	
	

	Medication changes
	
	
	

	New allergies
	
	
	

	Visit to the dentist within 1 year
	
	
	If yes, date:                    
	If NO would you like a referral to SFDC

	Changes to family’s health condition
	
	
	


What is the MAIN reason for your visit? __________________________________________

Please circle any of the following symptoms you have that are related to your MAIN concern:

Fever, Night sweats, excessive weight loss/gain

Vision changes, eye problems, ear pain/problem,

Stuffy/runny nose, sore throat

Chest pain, fast heartbeat, swelling in legs/feet

Shortness of breath, cough

Stomach pain, nausea, vomiting, diarrhea, constipation

Urine problems, menstrual problems, breast problems

Muscle pain, joint pain, back pain

Rash, wound, abscess, other skin problem

Feeling sad, anxious, having thoughts of suicide, having sleep problems

Fainting, numbness/tingling, seizure, dizziness, headache

Tiredness, always thirsty/hungry, too much hair growth/loss

HABITS:

How many days per week do you exercise? _________   How many minutes each time? ________

If you drink any alcohol, what kind(s)?: Liquor, Wine, Beer, Other
· How much alcohol do you drink per WEEK?  ____________________________________________ 

If you use tobacco/nicotine, what kind(s)?: Cigarettes, Cigars, Pipe, Chewing Tobacco, Vapor

· How much do you use per DAY?  __________________________________________________________  

OFFICE USE ONLY

	QM’s Due
	Order Entered
	Agrees to do at visit
	Declined
	Notes

	Zostavax
	
	
	
	

	Tdap
	
	
	
	

	PPSV-23
	
	
	
	

	PCV-13
	
	
	
	

	Flu vaccine
	
	
	
	

	Ped. Immunization
	
	
	
	

	HIV screening
	
	
	
	

	Hep C screening
	
	
	
	

	Colonoscopy/FIT
	
	
	
	

	AAA(men)
	
	
	
	

	Dexa
	
	
	
	

	Mammogram
	
	
	
	

	Pap
	
	
	
	

	Tobacco
	
	
	
	

	BMI
	
	
	
	

	DM Eye Exam
	
	
	
	

	DM Foot Exam
	
	
	
	

	Spirometry
	
	
	
	

	Asthma Action Plan
	
	
	
	

	EF
	
	
	
	

	Other
	
	
	
	


	Since Last Visit:


	To:
	For:
	Pending(P)

Received(R)

No Shows(NS)

Other(O)
	Notes

	Consults
	
	
	
	

	Tests/Imaging
	
	
	
	

	Labs
	
	
	
	


Date of last Annual Review _____________________________________

Ht:  ____ ft ____in     

Wt: _____          

Pulse Ox _____

T _____




BP _____/_____

Pulse _____


RR _____


Pain _____

---------------------------------------------------------------------------------------------------------------------------------------

The following is for notification ONLY and does NOT serve as a patient care order. Please refer to the electronic health record for the order(s).

Waived Test


PHQ




Other

Vaccine(s)


Quest
 Labs



Records: 

Ther. Inj.


Samples









X-Ray
                         

BH Hand off




             








Patient ready for check-out     


Stedman-Wade Health Services, Inc.

CONSENT TO TREAT A MINOR
Caregiver other than Parent/Guardian
PATIENT NAME
________________________________
_________________________

_________________

LAST





      FIRST



DATE OF BIRTH

I, __________________________________________________, (FULL NAME OF PARENT/GUARDIAN) parent/guardian of the above named child give the following adults permission to make decisions regarding the necessary and/or routine treatment of my child including, but not limited to, examinations, injections, immunizations and/or diagnostic procedures including x-rays or laboratory analysis. I understand that only myself and those listed below will have the authority to authorize treatment. I also authorize treatment (except for immunization) of my teen child (18 years and younger) without requiring the presence of an adult. However, if my teen needs immunizations and comes alone, a parent/guardian must be available by phone for verbal consent.

_________________________________________________________________________________________

NAME (AUTHORIZED CAREGIVER)

PHONE

RELATIONSHIP TO PATIENT

_________________________________________________________________________________________

NAME (AUTHORIZED CAREGIVER)

PHONE

RELATIONSHIP TO PATIENT

_________________________________________________________________________________________

NAME (AUTHORIZED CAREGIVER)

PHONE

RELATIONSHIP TO PATIENT

__________________________________________________________________________________________

I understand that any person bringing the patient in for treatment, not listed above, must have a letter of consent from me or treatment could be refused or delayed. I understand that in an emergency, efforts will be made to contact me prior to the rendering of treatment, but that medical treatment will not be withheld if I cannot be reached.

This authorization will remain in effect unless so designated in writing that such consent for treatment of minor is canceled. I will notify Stedman-Wade Health Services, Inc. of any changes in the above information.

I have read all the information on this consent form and certify that the information I have provided here is true and correct to the best of my knowledge.

______________________________________
_______________________________
____________
     SIGNATURE OF PARENT/GUARDIAN

       RELATIONSHIP TO PATIENT

        DATE
STEDMAN-WADE HEALTH SERVICES, INC.

PERMISSION TO USE AND DISCLOSE PATIENT HEALTH INFORMATION

________________________________  ___________________________  ___________

Last Name                                                               First Name                             MI

Patient SS#: __________________________________     Date of Birth: ______/____/____

CONSENT FORM


I assign insurance benefits to Wade Family Medical Center. I agree to repay Wade Family Medical Center any money I receive from insurance companies for services, which they provided for me. ________

I also understand that I am responsible for any payment on my medical bill that is not covered by the insurance company. ________

I understand, as part of my visit, some laboratory and x-ray services may not be performed in our clinics but referred to other agencies. I understand a bill will be sent to me by that agency and I will be responsible for the cost of these tests. ________

USE AND DISCLOSURE OF PATIENT HEALTH INFORMATION

I hereby acknowledge that I have received a copy of the “Notice of Privacy Practices” (pg. 5-6 of this packet) for Wade Family Medical Center and understand that I may contact the person named therein if I have questions about the content of the notice. ________

I give my voluntary consent for Wade Family Medical Center to use and disclose health/medical information regarding

                                               
                                               _______________________________

                                                            Patient’s Name (Print)
for purposes of treatment, payment and health care operations*. I understand that the health/medical information used and disclosed may include information about communicable diseases (such as HIV). I understand that I may revoke this consent at any time, except to the extent that action has been taken in reliance on it. I understand that this consent is valid until I revoke it and that if I want to revoke this consent I must do so in writing. ________


__________________________ / _________         
Patient’s/Guardian’s Signature       Date                   


__________________________ / _________
Receptionist’s Signature                 Date

Wade Family Medical Center

Financial Policy Sheet

The staff of Wade Family Medical Center would like to thank you for choosing us to provide you and /or your family with quality medical care. It is our mission to
“provide quality, accessible, affordable, primary and preventive medical, dental, and behavioral health care in a compassionate and cost-effective manner to all populations.”
To keep billing costs down, we ask that all fees be paid at the time of service. If you have insurance, we will be happy to file it for you. Please make sure that you notify the staff of any changes in your insurance carrier and provide us with a copy of your current card. 
· All co-pays and non-allowed services must be paid at time of visit. 
· Patients are responsible for any balances remaining after the assignment and payment of insurance benefits. 
· Sliding Fee payments are due at the time of service. We gladly accept cash, checks, Debit, Visa, Master Card, Discover, and American Express cards.

Please be aware that all accounts over 120 days old will be turned over to a collection agency. Accounts that are turned over to a collection agency will be subject to collection fees. Please call our Insurance Billing clerks if you need to make payment arrangements.
There is a $30.00 fee for all returned checks.
____________________________________                 ______________________________

PRINT NAME OF RESPONSIBLE PARTY

                                   SIGNATURE OF RESPONSIBLE PARTY

____________________________________

          ______________________________

SIGNATURE OF PATIENT REPRESENTATIVE


                 DATE

PATIENT RECORD OF DISCLOSURES

	 In general, the HIPAA Privacy rule gives individuals the right to request a restriction on uses and disclosures of their protected health information (PHI). The individual is also provided the right to request confidential communications or that a communication of PHI be made by alternative means, such as sending correspondence to individuals office instead of the individual’s house. 


I wish to be contacted in the following manner (please check all that apply):
􀀀 Home Telephone ________________ 


􀀀 Written Communication 

􀀀 O.K. to leave message with detailed information


 􀀀 O.K. to mail to mail to my home address 

􀀀 Leave message with call-back number only 


 􀀀 O.K to mail to my work/office address 

􀀀 Work Telephone ________________ 

􀀀 O.K. to leave message with detailed information 


􀀀 Other _____________________ 

􀀀 Leave message with call-back number only


    __________________________ 

____________________________________________________

______________________ 

 Patient Signature 






Date 
_____________________________________________________                        ______________________

Print Name







Birthdate
________________________________________ ______________________ 

	The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of and request for PHI to the minimum necessary to accomplish the intended purpose. These provisions do not apply to uses or disclosure made pursuant to an authorization requested by the individual. 
Healthcare entities must keep records of PHI disclosures information provided below. If completed properly, will constitute an adequate record.
Note: Uses and disclosures for TPO may be permitted without prior consent in an emergency.


Record of Disclosures of Protected Health Information 
	Date
	Disclosed To Whom Address or Fax Number
	(1)
	Description of Disclosure/Purpose of Disclosure
	By Whom Disclosed
	(2)
	(3)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Stedman – Wade Health Services, Inc.

“Where Health Care is a Family Affair”

Medical Records Previous Care Listing

	To better serve your medical needs we request a listing of Doctors or offices you have previously been a patient of or are a patient of at the present time (for example: OB GYN, Physical Therapist, Surgery specialist, family Care, etc) for the last two years.



	Doctor or Facility Name:

City:

State:

Zipcode:
	Doctor or Facility Name:

City:

State:

Zipcode:

	Doctor or Facility Name:

City:

State:

Zipcode:
	Doctor or Facility Name:

City:

State:

Zipcode:

	Doctor or Facility Name:

City:

State:

Zipcode:
	Doctor or Facility Name:

City:

State:

Zipcode:

	Doctor or Facility Name:

City:

State:
Zipcode:
	Doctor or Facility Name:

City:

State:

Zipcode:

	Doctor or Facility Name:

City:

State:

Zipcode:
	Doctor or Facility Name:

City:

State:

Zipcode:

	Doctor or Facility Name:

City:

State:

Zipcode:
	Doctor or Facility Name:

City:

State:

Zipcode


Wade Family Medical Center


PO Box 449


7118 Main St


Wade, NC 28395


910-483-6694








Wade Family Medical Center- DT


2409 Murchison Rd., Suite B


Fayetteville, NC 28301


910-488-4525








Stedman Family Dental Center


PO Box 368


6540 Clinton Rd


Stedman, NC 28391


910-483-3150








Please bring all your medication bottles to every visit – including those that do not require a prescription.





Brought 


Today                   Yes		No





What pharmacy do you use?


___________________________________________
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