AVERL

HEeEmMATOLOGY

Today’s Date

O NCOLOGY

PATIENT INFORMATION

W-

300 ASHVILLE AVE Ste 310
CARY NC 27518-8682
919-233-8585

919-233-8566 Fax

FIRST NAME: M.IL.: LAST NAME:
ADDRESS:

CITY: STATE: ZIP:
HOME PHONE: CELL PHONE:

EMAIL:

BEST PHONE FOR CONTACTING YOU ON A WEEKDAY:

Y0 %0 %0 %0 %0 %o %0 %0 %0 %0 %o %o %0 %0 %o %o Yo %o %o Yo Yo Yo %o %o Yo Yo %o %o Yo %o Yo %o Yo %o %o Yo Yo %o Yo Yo Yo Yo %o %o Yo Yo %o %o Yo %o %o %o Yo %o Yo Yo Yo %o Yo Yo Yo %o %o % Yo Yo

DATE OF BIRTH:

SEX:

Male [ |Female [ ]

SOCIAL SECURITY #:

MARITAL STATUS:

SCM D W

If married, name of spouse:

Spouse’s Social Security #:
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EMPLOYMENT STATUS: Full-time[ [Part-time[_IRetired [No Current Employment[ ]

WORKPLACE:

ADDRESS:

CITY:

STATE:

ZIP:

WORK PHONE:
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EMERGENCY CONTACT INFORMATION

NAME OF CONTACT:

HOME PHONE:

| CELL PHONE:

RELATIONSHIP TO PATIENT:
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INSURANCE INFORMATION: Please present card(s) for photocopying

PRIMARY INSURANCE — Name of insurance company:

Policyholder: Selfl_Bpouse¢ Dependent [ ]

If spouse, Spouse’s SSN:

Name of Insured:

Name of Employer:

DOB of Insured: Group ID:

Co-Pay: Plan ID:

Address:

City: \ State: \ Zip:

SECONDARY INSURANCE — Name of insurance company:

Policyholder: Self Spouse[ Dependent [ ]

If spouse, Spouse’s SSN:

Name of Insured:

Name of Employer:

DOB of Insured: Group ID:

Co-Pay: Plan ID:

Address:

City: \ State: \ Zip:

Rev 8-31-2006

How did you find us? [ ] Website [ | Patient

[] Physician Referral [] Other

Please type here




Acknowledgement of Receipt of Notice
WAVERLY HEMATOLOGY ONCOLOGY
300 Ashville Avenue, Suite 180
Cary, NC 27511
Privacy Officer- Meghan Kelly, RN
919-233-8585

| hereby acknowledge that | received a copy of this medical practice's Notice of Privacy Practices.

Yes No (circle one) | would like to receive a copy of any amanded Notice of Privacy Practices
by e-mail at:

Signed: Date:

Print Name: Telephone:

If not signed by the patient, please indicate,
Retationship:
parent or guardian of minor patient
O guardian or conservator of an incompetent patient
1 beneficiary or personal representative of deceased patient

Name of Patient:

For Office Use Only:

O] Signed form received by:

Acknowledgment refused:
Efforts to obtain:




Waverly Hematology Oncology
Mark Graham M.D.
300 Ashville Ave., Suite 180, Cary, NC 27511
Phone: (919) 233-8585

SIGNATURES OF PATIENT OR AUTHORIZED PERSON

1. RELEASE OF MEDICAL INFORMATION NECESSARY TO REPORT A CLAIM

I HEREBY AUTHORIZE RELEASE OF MEDICAL INFORMATION NECESSARY TO REPORT A
CLAIM TO MY INSURANCE PLAN(S). A COPY OF THIS SIGNATURE IS AS VALID AS THE
ORIGINAL.

SIGNATURE DATE
II. ASSIGNMENT OF PAYMENT TQ THE TREATING PHYSICIAN AND
ACKNOWLEDG OF FINANCIAL RESPONSIBIL

THE SIGNATURE OF THE INSURED OR AN AUTHORIZED PERSON TO ASSIGN BENEFITS
OTHERWISE PAYABLE TO THE INSURED TO THE PHYSICIAN INDICATED ON THE CLAIM. 1
UNDERSTAND I AM FINANCIALLY RESPONSIBLE FOR BENEFITS NOT COVERED BY MY
INSURANCE PLAN. A COPY OF THIS SIGNATURE IS AS VALID AS THE ORIGINAL.

SIGNATURE DATE

1. FOR MEDICARE PATIENTS ONLY

I AUTHORIZE ANY HOLDER OF MEDICAL INFORMATION ABOUT ME TO RELEASE TO THE
CENTERS FOR MEDICARE AND MEDICAID SERVICES (CMS) AND ITS AGENTS ANY
INFORMATION NEEDED TO DETERMINE THESE BENEFITS OR THE BENEFITS PAYABLE FOR
RELATED SERVICES. I HEREBY AUTHORIZE MEDICARE TO FURNISH TO DR. GRAHAM ANY
INFORMATION REGARDING MY MEDICARE CLAIMS UNDER TITLE XVIII OF THE SOCIAL
SECURITY ACT.

1 REQUEST THAT MEDICARE PAYMENTS AND PAYMENT OF AUTHORIZED MEDIGAP

BENEFITS BE MADE PAYABLE TO DR. MARK GRAHAM FOR ANY SERVICES FURNISHED ME BY
DR. MARK GRAHAM.

SIGNATURE DATE

IV. CONSENT TO ALLOW PROVISION OF SERVICES AND TREATMENT

I HEREBY AUTHORIZE DR. MARK GRAHAM, AND SUCH ASSISTANTS AS HE MAY DESIGNATE,
TO PROVIDE MEDICAL SERVICES WHICH MAY INCLUDE THE ADMINISTRATION OF
CHEMOTHERAPY AND OTHER APPROPRIATE TREATMENTS TO:

(NAME OF PATIENT) AND CONTINUE SUCH TREATMENT
FROM TIME TO TIME AS HE MAY DEEM ADVISABLE. THE EFFECT AND NATURE OF THIS
TREATMENT, AND THE RISKS OF INJURY DESPITE PRECAUTIONS, HAVE BEEN EXPLAINED TO
ME. NO GUARANTEE OR ASSURANCE HAS BEEN GIVEN BY ANYONE AS TO THE RESULTS
THAT MAY BE OBTAINED. THIS CONSENT IS VALID THROUGHT THE COURSE OF
TREATMENT UNTIL OR UNLESS REVOKED BY ME.

SIGNED: DATE
(PATIENT OR PERSON AUTHORIZED TO CONSENT FOR PATIENT)




V. Complaints

Compiaints about this Notice of Privacy Practices of how Waverly Hematology Oncelogy handles
your health information should be directed to:

Meghan Kelly, RN
919-233-8585

" If you are not satisfied with the manner in which this office handles a complaint, you may submit a
formal complaint to:

Department of Health and Human Services
Oftice of Civil Rights

Hubert H. Humphrey Bldg.

200 Independence Avenus, SW.

Room 508F HHH Building

Washington, DC 20201

You may also address your compliant to one of the regional Offices for Civil Rights. A list of
these offices can be found online at hﬁp:llwww.hhs.govlocr!regmaﬂ.hﬂnl.

Vi On-going Access to Privacy Policy
Waverly Hermnatology Oncology will provide you with a copy of the most recent version of this
Privacy Policy at any time upon your written request sent to:

Meghan Kslly, RN
300 Ashville Ave., Suite 180

Cary, NC 27511
916-233-8685
Or at the following website address: mkelly@waverlyhemeonc.com.

For any other requests or for further information regarding the privacy of your personal heaith
information, and for information regarding the filing of a complaint with us, please contact our
privacy officer, Meghan Kelly, RN at the address, telephone number, or e-mail address listed
above.

Patient signature,

Date




MEDICAL RELEASE OF INFORMATION

Waverly Hematology Oncology
300 Ashville Avenue
Suite 310
Cary, North Carolina 27511
919-233-8585 Fax: 919-233-8566

Mark Graham, I, MD  Suzanne Kirby, MD

Evan Dropkin, PA-C Anne Shine, MSN
I authorize:
Waverly Hematology Oncology
Or
Others:
Name; Address:
City: State: Zip:
Release to:
Name: Address:
City: State: Zip:

THE MEDICAL RECORDS OF:

Name: DOB:
Address: City: State: Zip:
Phone #: ( ) SSN #:

Information to be released: (check appropriate box)

Clinic Notes IeXl Operative Note Discharge Phys.Consult
P b 24 Yy

Summary
ER Notes [T]] Pathology Labs Others:
. Reports IEI
H&P M Phys. Orders Radiology [
‘ D Reports
Progress Notes[ ]| | Nurse Notes 0 | EKG, EEG, EMGD
Signature of Patient or Legal Representative: date:

Relationship to Patient:




 Notice of Privacy Practices

J IBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
Iﬁlg gggl?gsggs:b?l) HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE

REVIEW IT CAREFULLY, :

Waverly Hematology Ondology. s required by lew to maintain the privacy of your health
mformrgtlon and to provide you with notice of lts legal.dutie_s and privacy practices with.respect to
your health information. If.you have questions about any part.of this notice or If you want more
Information about the privacy practices at Waverly Hemgtology Oncology piease contact:

Meghan Kelly
919-233-858%6

Effective Date of This Notica: October 11, 2004
{, How Wa\?erly Hematolbg‘y Oncology may Use or Dis¢lose Your Health Information

Waverly Hematology Oncology. collects health Information from.you and stores It In a chartand on

a computer. . This {8 your medical record, .The medical record is the property of Waverly

Hemalology  Oncology, but-the information in the: medical record belongs to you, "Waverly

Hematology Oncology protects  the privacy of your haalth information. The law pemmits Waverly -
Hematolagy Oncology to use or disclose your health information for the following purpoges:

1. TIrestment . Treatment activites Include &) the provision, coordination, or
management of health care and related services by health care providers; b) consultation
between health care providers relating to a.patisnt; or ¢} the referral 6f a patient for Health care
from one health care provider to'ariother,

2, . Pgyment. ‘Payment actlvities include &) bllling and collection.activitles and related
dataprocassing; b) actiéns by.a heaith plan or insurer to obtaln premiums. or to determine or fulfl
lts responsibliities for coverage and provision of benefits under ifs health plan or Insurence
agreament, determinations of -elfgibility or coverage, adjudication or subrogation of health benefit
clalms; ¢) medical necessity, and appropriateness of care reviews, utilization review activities;
and d) disclosure to consumer reporting agencies of information retating to collection of premiums

or relmbursement.

3, : a , Health care operatlons include a) development
of clinlcal guldelines; b) contacting patients with information -about freatment altematives or
communicationsin connection with case: management or care coordination; ¢) reviewing the
quailfications of and training health care professionals; d) underwriting and premium rating; e)
medical review, legal services, and auditing functions;-and f) general administrative activiies such

as customer service and data analysis, -

4...... Information provided to vou,
5 ! ‘ We may disclose your health

information to .notlfy or assist In notifying & famlly member, your personal fepresentative or
another pergon responsible for your care about your focatlon, your general condition or iir the
event of your death, If you are able and avaliable to agree or object, we will give you the
opportunity to-object prior to making this notification. 1f you are unable or unavallable to'agree or
object, our health_professionals wjll use thelr best judgment In communication with your famlly

and-others,



8. - Required by law As required by law, we may use and disclose your health

information,
7.-  Publichealth. As required by law, we may disclose your health information to public
health authorities for purposss related to: -preventing or controlling disease, injury or disabllity;

reporting chlid abuse or neglact; reporting domestic violence; reporting to the Food and Drug
Administration problems with products and reactions to medications; and reporting disease or

infection exposure. _ _
8. : lgh les. We may disclose your health information to health
agencles during the course of audits, Investigations, Inspections, licensure and other
procesdings. - :

-8, icl adp . We may disclose your health information in the
course of any administrative or Judicial proceeding. :
10. We may disclose your health information to a law enforcement

official for purposes such as identifying of locating a suspect, fugitive, material witness or missing
person, complylng with a court onder or subpoena and other law enforcement purposes.

1. - We may disclose your health information to coroners,
medical examiners and funeral directors. '
12, .We may disclose your health information fo organizations invoived in

procuring, barking or transplanting organs and tissues.
We may disclose your health information to researchers conducting

13. .
ressarch that has been approved by an institutional Review Board or.<this organization's>

privacy board.

14, ' {.  We may disclose your health information to appropriate persons in order
to prevent or lessen a serlous and imminent threat to the_ health or safety of a particular person or

the general public, -

18. i2 _ jops. We may disclose your health information for
military, national security, prisoner and govemment benefits.

18, g e may discloss your health information as necessary to comply

with worker's compensation (aws.

1l When Waverly Hematblogy Oncology May Not Use or Disclose Your Heaith
information . i .

Except as described in this Notice of Privacy Practices, Waverly Hematalogy Oncology ivlli not
use or disclose  your health information without your written authorization. if you do authorize
Waverly Hematology Oncology to use or disclose your health information for ancther purpose,



It Your Health Information Rights

1. You have the right to request restrictions on certain uses and disclosures of your health
information. Waverty Hematology ‘Oncology is not required to agree to the restriction that you
requested.,

2. You have the right to receive your health information through a reasonable alternative
means or at an altemative location.

3. You have the right to inspect and capy your health information.

4, You have a right to request that Waverly Hematology Oncology amend your health
information that is incorrect or incomplete. Waverly Hematology Oncology is not required to
change your health information and will provide you with Information about Waverly Hematology

Oncology’s denial and how you can disagree with the denial.

5. You have a right to receive an accounting of disclosures of your health information made
by Waverly Hematology Oncology except that Waverly Hematolgy Oncology does not have to
account for the disclosures described in parts 1 (treatment), 2 (payment), 3 (health care
operations), 4 (information provided to you), and 15 (certain government functions) of section | of

this Notice of Privacy Practices.
6. You have a right to a paper copy of this Notice of Privacy Practices,

If you would like to have a more detdiled explanation of these rights or if you wouild like to
exaercise one or more of these rights, contact:

Meghan Kelly, RN
819-233-8585

. Changes to this Notice of Privacy Practices

such amendment is made, Waverly Hematology Oncology is required by law to compiy with this
Notice.. We will provide you with notice of any revisions or amendments to this Privacy Poiicy, or
changes in the law affecting this Privacy Notice, by mail or slectronically within 60 days of the
effective date of such revision, amendment, or change.



	TextField65: 
	TextField9: 
	TextField55: 
	Checkbox20: Off
	Checkbox16: Off
	TextField45: 
	Checkbox40: Off
	Checkbox36: Off
	TextField35: 
	TextField25: 
	TextField15: 
	Checkbox21: Off
	Checkbox37: Off
	Checkbox17: Off
	TextField86: 
	TextField90: 
	Checkbox1: Off
	TextField76: 
	TextField80: 
	TextField70: 
	TextField66: 
	TextField60: 
	Checkbox2: Off
	TextField56: 
	Checkbox22: Off
	TextField50: 
	Checkbox18: Off
	TextField46: 
	Checkbox38: Off
	TextField36: 
	TextField40: 
	Checkbox3: Off
	TextField26: 
	TextField30: 
	TextField16: 
	TextField20: 
	Checkbox4: Off
	Checkbox19: Off
	Checkbox39: Off
	Checkbox23: Off
	TextField10: 
	TextField87: 
	TextField91: 
	TextField77: 
	TextField81: 
	Checkbox5: Off
	TextField67: 
	TextField71: 
	TextField1: 
	TextField57: 
	TextField61: 
	Checkbox6: Off
	Checkbox24: Off
	TextField47: 
	TextField51: 
	TextField37: 
	TextField41: 
	TextField27: 
	Checkbox7: Off
	TextField31: 
	TextField21: 
	TextField2: 
	TextField17: 
	TextField11: 
	Checkbox8: Off
	Checkbox25: Off
	TextField88: 
	TextField92: 
	TextField78: 
	TextField82: 
	TextField72: 
	TextField68: 
	Checkbox9: Off
	TextField62: 
	TextField3: 
	TextField58: 
	Checkbox10: Off
	TextField52: 
	Checkbox30: Off
	Checkbox26: Off
	TextField48: 
	TextField42: 
	TextField38: 
	TextField32: 
	TextField28: 
	TextField22: 
	TextField18: 
	TextField4: 
	TextField12: 
	Checkbox11: Off
	Checkbox27: Off
	Checkbox31: Off
	TextField89: 
	TextField93: 
	TextField79: 
	TextField83: 
	TextField73: 
	TextField69: 
	TextField63: 
	TextField59: 
	TextField5: 
	TextField53: 
	Checkbox12: Off
	Checkbox28: Off
	Checkbox32: Off
	TextField49: 
	TextField43: 
	TextField39: 
	TextField33: 
	TextField29: 
	TextField23: 
	TextField19: 
	TextField6: 
	TextField13: 
	TextField94: Please type here
	Checkbox13: Off
	Checkbox29: Off
	Checkbox33: Off
	TextField84: 
	TextField74: 
	TextField64: 
	TextField7: 
	TextField54: 
	Checkbox14: Off
	Checkbox34: Off
	TextField44: 
	TextField34: 
	TextField24: 
	TextField8: 
	TextField14: 
	Checkbox15: Off
	Checkbox35: Off
	TextField85: 
	TextField75: 


