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| 12. Do younow have or have you recently
had any of the following?--

Yes

Sieeping problems: [
.Unihtarfxti;jnalf weight loss o)
.Ur\;‘_‘:h’iérijﬁéﬁnalfin_!.?u?Ligh"C_i-ga' ' Aen
Biurred vision 2
Itchy eves ]
Loss of vision )
Painful eye O

Nasal congestion

Frequent nosebleads

Post-nasal drainage

Blacking out or falnting

Chest pain

Heart murmut

Irregular heartbeats

Leg cramps

Swelling of ankies

Abdotninal pain

Diarrhea

Heartburm

Nausea

Trouble swallowing

Painful swallowing

Vomiting

12. Do you now have or have you recently

had any of ihe following? (continued)

Change in sense of smell

Change in sense of taste

Headache

Severs face pain

Sejzures

Tremor

Bleed excessively after injury

Bruise gasily

Masses (lumps) in armpit

Masses (lumps) in neck

Masses (lumps) in groin

Yes
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Otolaryng O(Jlor wy~Head andd nccA SUI‘ _‘._,,_‘]J[Eléllf and Cosmetic Surgery- Allergy

ERICKENYON, DO - JAMES DIMUZIO, DO o MAT[HFW BRENNAN, DO j’JEFEREYG COURY, DC MICHAEL D, PETERS,MD
‘ SAVANNAH V.U?EARD NP

PATIENT INFORMATION

First Name: - L ast name:

Social Security Number: _ (This Is needed for insurance purposes only)
Street Address: |

City: . . State: ‘ Zip Code: ___

Home Phone { ) - CellPhone: ( ~ ) ‘ -

Gender: Male: _H Female: ‘ | .- Marital Status:

Date of Birth: Email: __

™ Statements will be sent by email, If you prefer fo be sent by USPS please check here
FINANCIALLY RESPONSIBLE: (other than the patient) -

First Name: : Last name:

Mailing Address:

Date of Birth: ‘ -Social Security Number: |
Relationship to Patient: ' ' |

PLEASE READ AND SIGN BELOW:

I authorize the release of any medical information necessary to process health Insurance claims. | request payment
of the henefits to be made directly to COASTAL CAROCLINA ENT. Any balance left after insurance payment has been
received will be due within 90 days of notification from this office. 1 further understand that any sums due to me, if
less than $100.00, will be credited to my medical account. If sums due to me are more than $100.00, a.check will be
issued and mailed to address given This authorization is valid uniess rescinded in writing. A photocopy is as valid as
the original.

I have read and understood all of the above and have g-iven truthful information to the best of my knowiedge.

Signature; Date:
‘302 Liberty Strect 2208 Geean Hwy W 3806 Sawtch 12 2294 Occan Hwy W
Whitevitle, NC 28179 Supply, NC 28462 Little River, SC 29566 Supply, NC 28462
10 D14-0540417 {0y 755-3082(1%) (HB43) 663-909041% 910y 754-7913¢"

GHG) 9140640019 {(HM7E5-6928(19) (BA3663-9091 () Q1754425419



Otolaryngology-Head and necl S
(IS
ERIC KENYON, DO JAMES DIMUZIO,DO ..

in order for us to obtain a complete medical history, it is impartant for you to fill out your information to the best of your
knowledge. it is important for your doctor to know that you have carefully reviewed every area of this form. This information wil
be entered into our computer and you may have a copy at your request.

Full Name: : - Date of birth:
Pharmacy Preference (name and location):

Primary Care Doctor: (name and location):

Current Height: ‘ Cufrent Weight:
CURRENT MEDICATI ONS: (this includes prescription, over the counter and/or herbal medications)
Medication Name | . Dosage How cften?

-

L

Are you allergic to any medications? Yes No _ I yes, please list below:

Have you had any prévious surgeries or procedures? Yes No .__Ifyes, please list below:
— ‘ .

What is the reason for your visit today? .
How long have you been experiencing this problem? ‘
Did another physician refer you to us? (is so, please tell us who?) _

Signature: ‘ : Date:
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ERICKENYON, DO JAMES DIMUZID,00 ~~MATTHEW BRENNAN, DG 7 JEFEREY G, COURY, DO MICHAEL D. PETERS, MD

SAVANNARWARD, TODB STUGATT, NP
Tt e g PR
"f" ". &'1.':.'_} {_‘_',.“.!" _ \::‘“

Designation of Caregivers for Coﬁxmu&mhorf of Protected Health Information

Patient Name: ____Current Date:

Date of Birth:

At my request, I authorize the personfs) below to inquire about my personal health and/or billing
information on my behalf. In case of a minor, this person(s) may inquire about their child’s personal health
~ Name ~__ Relationship o DOB ' Phone Number

and/or billing information. If necessary, this person may bring the child to appointments on my behaif.

|
I
i e e—

_ (initial) { DO NOT want my personal or financial information to be given to anyone other than
myself and my physicians. -

OR

At my reguest, | authorize COASTAL CAROLINA ENT to communicate my protected health information to
me via the following methods: (Check all that apply) : '

_ leave a DETAILED MESSAGE on my HOME voicemail Phone Number:
____Leave a DETAILED MESSAGE on my CELL voicemail Phone Number:

Leave a MESSAGE with CALL BACK number only. Phone Number:
Leave a DETAILED MESSAGE on my WORK voicemait Phone Number:
FAX DETAILED medical information to ME: Fax Number:
Authorized Patient or Guaranior Signature: | Date;

Print Name:



Qtolaryngolog y—Hcfzd and necA astic and Cosmeétic Sur wery- Allergy

ERIC KENYON, DO JAMES DIMUZIO, 0o, N;ATTHEW BRENNF N Doﬁi JEEEREY G. COURY, DO MICHAEL D, PETERS,MD
. SAVANNKHW‘ ;

a:h i

£

PATIENT SCREENING

First Name: Last Name;

Date Of Birth: Weight: Height: ' '

Please indicate if you have had the following screenings and/or vaccinations.

If s0, when were they done? -

Yes "~ No When/Last?
Influenza Vaceine (Fiu Vaccine)
Tdap Vaccination (Tetanus) o |
Herpes Zoster Vaccination (Shingles) -
Pneumococcal Vaccine (Pneumonia Vaccine)
Current Smoker _ - —_
Advance Care Plan (List Person)
Signature: Date:
'3.02 I-Jil':erly Streel 2208 Ocean Hwy W 3806 Sawtell Rd 2294 Ocean Hay W
Whiteville, NC 28472 Supply, NC 28469 Litlle River, 8C 29566 Supply, NC 98462
O10) 914-0540()  (910) 755-3689(1) {843) G63-9090(P) (©10) 754-7913(P)

O10) 914064017 - {(FLY755-692:3(1) {B43)663-900 £ (1) (N 754-4234419
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Otolaryngology-Head and neck stngerys il suastic and Cosmetic Surgery- Allergy
ERICKENYON, DO JAMES.DIMUZID,00 - MAHQE\:}{;BRENNAN;;DQ

Tom

| SAVANNAHWAR

(JEEEREY G. COURY, DG MICHAEL D. PETERS,MD

DIAGNOSTIC SCOPE/PROCEDURE

If you are here for a SINUS OR THROAT issue,

scope/procedure. A nasal endoscopy is a procedure to look at the nasal and sinus passages. It's done with
an endoscops. This is a thin, flexible, or rigid tube with a tiny camera and a fight. If this procedure is
needed, your doctor will speak to you beforehand.

the doctor may need to perform a diagnostic

We want to inform you that there will be an additional cha

rge sent to your insurance company this. Some
insurance companies will bill this as a "surgery”

and this charge may go towards your deductible.

If you are a self-pay patient, this will be an additional charge needing to be paid at time of check-out

| agree to have this sCOpe/procedure done and | will be responsible for any bills that may occur in reaction

to this. ‘
Signature:
Print Name: Date:
302 Liberty Strced 22.‘)8.()(‘(:;1:1 Huwy W 806 Sawtell R 2294 Ocean Hwy W
Whiteville, NC 98479 Supply, NC 28462 Litle River, SC 29566 Supply, NC 98462
(310) 914-0540(1) (P10} 755-368217) #H43) 663-90900% (1O} 754-7913(%)
(910) Y14-0640(1 G1O)755-6923(1) BADEE3-H00 11D (7544284417
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COASTAL CAROLINA ENT, DO, PA
PATIENT PRIVACY HIPAA'NGTICE FORM

ERICKENYON, DO JAMES DIMUZIO,D0 .\ MATTHEW BRENNAN, DO 4/ JEFFREY G, COURY, DO MICHAEL 0. PETERS,MD

SAVANNAH WARD, Np-. -TODD STUGART, NP

R )
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e . B RN A -
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The Department of Health and Human Services has established a “Privacy Rule” to help insure that
personal healthcare information is protected for privacy. The Privacy Rule was created to provide a standard for
heaith providers to obtain their patient's consent for use and disclosure of heath information about the patient, to
carryout out treatment, payment, or health care operations,

As our paﬁer}t, we assure you that we respect the privacy of your personal medical records and will do all
we can to secure and protect that privacy. We strive fo ciways take reascnable precautions to protect your privacy.
When it is appropriate and necessary, we only provide the minimurny information required to those we feel are in need
of your health care information about treafment, payment or health care operations, in order to provide health care
that is in your best interest.

In addition, please note that we request full access to your personal medical records, We may have direct
treatment relationships (such as laboratories that only interact with physicians and not patients) and may have to
- disclose personal health information for purposes of treatment, Payment or health care operations.

You may refuse to authorize the use or disclosure of your personal health information, but this MUST be in
writing. Under this law, we have the right to refuse to treat you, should you choose to refuse to disclose your PHI
(Personal Health Information). Please be aware that signing, you may not ask to revoke and refuse PH.

If you have any objections to this form, you have a right to speak io our HIPAA Compliance officer.

Signature:

Printed Name: | . ' Date: -

COMPLIANCE ASSURANCE NOTIEICATION FOR OUR PATIENTS
‘ o * COASTAL CAROLINA ENT, DO, PA

The misuse of PHI has been identified as a nalional problem causing patiants inconvenience, aggravation and money, We want you {o be
certain that all of our empioyses, managers and doctors continually undergo fraining so that they may urderstand and compily with govermnment
rufes and regulations regarding Health Insurance Portability and Accountability {HIPAA} with particular emphasis on the "PRIVACY RULE®, Wa

sirive {0 achieve the very highest standards of ethics and integrity in performing services for our palients,
Itis our palicy to properly deterrnine appropriate use of PH! in accordance with govermental fules, Jaws, and regulations'. We want to ensure
that our practice never contributes in any way to ihe growing problem of improper disclosure of PHI, As part of this plan, we have impfemented
a Gompliance Program that we believs wil help us prevent any inappropriate use of PHI, o
We know that we are not perfect, and because of this, our poficy is to listen to our employees and our patients without any thought of
penalization if they feel that in any way & compromise has been made against cur PH|.
Thank you for choesing Coastal Caroling ENT,

302 Liberty Streel 99298 Ocemn Hwy W 3806 Sawicll Rt 2294 Ocean Hwy W
Whiteville, NC 98479 Supply, NC 28462 Litlle River, SC 29566 Supply, NC 28462
(910) 914-0540(1%) (910} 755-3682() (843 663-5000(1) O10) 754-7913(1)
(O10) 9140640019 (HOY7 55-6925(1) BANBE3-B09 [ (19 (1M 754-4234{19)



