F. Marion Dwight, MD, PA @ Bamberg Family Practice

Patient Information
Name: Date of Birth: / /
Mailing Address: City: State: Zip Code:
Gender at Birth:
Social Security Number: - - 0O Male
O Female
Home Phone: Cell Phone:

*Bamberg Family Practice may leave appointment information (lab/x-ray results, &/or other correspondence on my):

Voice Mail (circle one): Yes / No

Race: Email:

Parent/Guardian (Responsible Party) Information

Name: Date of Birth: / /
Mailing Address: City: State: Zip Code:
Home Phone: Cell Phone:
Race: Email:
Insurance Information

**Please Provide a copy of all insurance cards to recéptionist when checking in & with each visit**

Name of Insurance:

Insurance number or member ID:

Policyholder’s name:

Policyholder’s Date of Birth: / /

Relationship to Patient (circle one):  self spouse  mother father other:

*We accept insurances including Medicaid, Medicare and Children’s Health Insurance Program (CHIP). A discounted/ sliding scale fee schedule is
available based on family size and income.




Emergency Contact Information

I, the Patient or the Patient’s Responsible Party, hereby authorize Bamberg Family Practice to release ANY/ALL
Protected Health information (both electronically &/or hard/paper copies) to the following person(s) named below
unless otherwise specified:

Name: Relationship: Phone:

If you do not wish for ANY/ALL information to be released to the person listed above then please circle the following
information you wish to be released.

Family/Billing/Financial - ONLY Medical - ONLY

Name: Relationship: Phone:

If you do not wish for ANY/ALL information to be released to the person listed above then please circle the following
information you wish to be released.

Family/Billing/Financial - ONLY Medical - ONLY

Name: Relationship: Phone:

If you do not wish for ANY/ALL information to be released to the person listed above then please circle the following
information you wish to be released.

Family/Billing/Financial - ONLY Medical - ONLY

Rights of the Patient: I understand that I have the right to revoke this authorization at any time & that I have the right to inspect the
Protected Health information to be disclosed as described in this document by sending written documentation to F. Marion Dwight, MD,
PA (Bamberg Family Practicé). I understand that a revocation is not effective in cases where this information had already been disclosed
but will be in effect going forward. I understand that information used or disclosed asa result of this authorization may be subject to re-
disclosure by the recipient & may be no longer protected by federal &/or state law. I understand that [ have the right to refuse to sign the
authorization & that my treatment will not be conditional upon signing. This authorization shall be in effect until revoked by me, the
patient &/or my responsible party.

Name (Printed): Signature:
Date:

Authorization for Release of Medical Information for Payment & Treatment: I authorize F. Marion Dwight, MD, PA
(Bamberg Family Practice) to release any information (including medical information) for insurance or third-party payer claim(s)
submissions &/or payment for services. I also authorize those benefits from the insurance company of any third-party payer be paid
directly to F. Marion Dwight, MD, PA (Bamberg Family Practice). I guarantee payment in full to F. Marion Dwight, MD, PA (Bamberg
Family Practice) for the amount due upon completion of services. I also acknowledge that I am responsible for any/all services &/or
treatments not covered by my insurance & agree to pay my balance in a timely manner. 1 authorize the release of my personal medical
information for the purpose of providing, coordinating, & managing my health care, this includes (but is not limited to) the coordination
of management of my health care with a third party such as another physician or health care agency. I do hereby voluntarily consent to
such diagnostic procedures, hospital care, medical, & surgical treatment by F. Maron Dwight, MD, PA (Bamberg Family Practice)
physician(s), physician assistants, nurse practitioner(s), nurses, medical assistants, or physician’s designees as is necessary in his/her
judgement. I acknowledge that no guarantees have been made to me as the result of treatments or examinations in the facility.

Name (Printed): Signature:

Date:




F. Marion Dwight, MD, PA ¢ Bamberg Family Practice

General Medical Information
Patient Name: ' Date:
Date of Birth:

Why do you want to become a patient (i.e. uncontrolled blood pressure, diabetes, copd,
ms, new to the area...etc.)?

Medication List ***( ] the Ca
*Please List the Name, Dose, & Frequency (how often you take it) of each medication*
0:0 /
< /
< /
& /
< /
<3 /
< /
<> /.
Allergies (Medication, Food, Animal):
< /
< /
& /
<> /
Social History:

*Please note that it is very important that you fill this out truthfully. We cannot adequately treat you if we do
not know your history. *
<& Tobacco Use (List All Products, this includes Vaping Devices)
o

& Alcohol Use (List Any/All Alcoholic Products & how often you use them)
o

¢ Drug Use (List Any/All Tllegal Drug Use. Also, the use or over use of medications prescribed to you
&/or medications prescribed to others)
o

Updated 6-15-2021



F. Marion Dwight, MD, PA ¢ Bamberg Family Practice

Number of Children:

Marital Status:

Work History: [ Disabled [1 Homemaker [ Retired [ Student

Are You currently Employed: [ Yes [ No

Occupation/Job: Type of Work:
Family Medical History: Have your Family Members experienced the following problems? (Check All that
Apply)
Iiness/Medical Issue | Mother Father Siblings Other Family Members
Arthritis
Asthma
Bleeding Disorder
Cancer
Diabetes
Heart Disease
High Blood Pressure
| High Cholesterol
HIV/AIDS
Kidney Disease
Mental Disorders
Sickle Cell Trait
Stroke
Medical History (the patient’s past medical history)
o0 Acid Reflux/GERD o Gallbladder Trouble o Kidney Stones
0 Anemia a Glaucoma" o Liver Disease
0 Asthma o Gout o Mental Health Disorders
o Bleeding Disorder o Heart Attack(s) o Panic Attacks
o History of Blood D Heart Disease o Poor Circulation (PAD/PVD)
Transfusion(s)
o Cancer o Hepatitis: A B C (please circle) o Sickle Cell Anemia
o Chronic Bronchitis 0 Hernia (abdominal) o Sleeping Disorders
o Covid-19 o Hiatal Hernia o Stroke(s)
o Diabetes o High Blood Pressure o Thyroid Problems
o Eating Disorder o HIV/AIDS o Tuberculosis
0 Emphysema o Kidney Failure o Skin Ulcers/Lesions
o Epilepsy a Kidney/Bladder Infections o Stomach Ulcers

Additional Illnesses Not Listed Above:

{1 I have none of the problems listed above

0 I have no current medical/health issues

Updated 6-15-2021



F. Marion Dwight, MD, PA e Bamberg Family Practice

Patient Name: .
Males:

Date of last colonoscopy Date of last PSA
Females:
 Date of last period Date of last Pap

Date of last Mammogram ‘Date of last colonoscopy

List All Surgical procedures you have had in your life time & the year you had them:
e /

/

4
4 /
2

/

Specialist (Does the patient see any specialty prastitioners, ie., Cardiologist, Nephrologist,
Gastroenterologist, Endocrinologist, Rheumatologist, Chiropractors?)s
of S Name of the Practice Phone Number & City/Town

Updated 6-15-2



HIPAA Notice of Privacy Practices

F. MARION DWIGHT, MD, PA » BAMBERG FAMILY PRACTICE
2113 MAIN HWY. » PO BOX 120
BAMBERG, SC 29003 803-245-5168 -

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND qsammmvoumesrm'wms
’ INFORMATION, PLEASE REVIEW (T CAREFULLY.

m&mofnmmdmhowmmmauddmwmpmdbeaﬂnhfotmaﬂm(?ﬂl)wmymummmmntorheauhm
operations (TPO) and for ather purposes that are permitted or required by law. (talso describes your rights to access and contre! your protected health Information.
"mmdlmmmfumuon'hmmmmmmmmmmtmm,mmmwymmmmmmwm
and that refates to your past, present or future physteal or mental kealth or conditicn and related health care services.

Uses and Disclosures of Protetted health information
Vourm&wdhamulnbmmnmaybeusedaudMmeM,WMMWMMJWMMNWmWWGmand
mmepumoseofplwwmsmmmmmmwmmheam\mm,mwmnmeopamdﬁwpmﬂmandanyomer
use required by law. X
Wew!llnseauddlsdosem:rpmﬂemdmmnhﬁnmaﬁonmpmmmm,crmamwwmm‘mandanyrelatadsemue.mslumme
mmnwmammmtdwmmmanmhaﬂm party. For example, we would disclose your protected health information as necessasy, to a heme
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
thatthe has the necessary Information to dizgnose or treat yau. :
Payment:| Your protected health information will be used, as needed to obtain payment for your health care services. For example, cbtaining approval for 3 hospital
mymvl;eqmmﬂmwurmlevaMpmmedheamwomhnhedmwdtommnh plan to obtain approval for the hospital admission.
Healtheare Operations; We may use or disclose, as needed, your protected health information in order to support the business activities of your physician's practice.
mmmwmmmmmmmmmmmgdmﬂwmmuﬂm&mm
anansina;formerbusmsacuvmes. For example, we may disclose your protected health Information to medical school students that see patients at our office. In
addMnn,wemavuseaslgn-!nsheetatmeMﬂd&whmmmnbaadmdmsmvwnammmdhmemm We may also call you by name In
ﬂ:em&ht:ammwmpbyﬂdanbmdytomm Wamaymeordwmwurmmdhealmmnua'tbn,asmw,mmmaetmtoremmdwuof
your appaintment. . -
We may dse or disclose your protected health information in the following situations withcut your authorization. These situations Include: as Required By Law, Public
umu@sawmwm,mmuem Health Oversight: Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings:
Law Enfofcement: Coroners, Funeral Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers’ Compensation:
Inmates: ]Requlted Uses and Disclosures: Under the law, we must make disclosures to you and when by.the Secratary of the Department of Health and Human
mpmmwmmmammmwmdmnm
qummmneqwlnasawnudumswluaeMademwmmnmmmomumorommmwomammmwm.
Ywmmwmmwmmwuﬂn&mptmthemntmveurphys!danprmphvs!dan’smet!eehasta)manamcnlnmllancaonthe
useofdhrlmmmammﬁzeauﬂmimhn.

mwﬁbamdmmm respect to your protected health information.

su have tha bt to insnect and cony your protected heslith Information. Under federal law, however, you may not inspect or copy the following records:
mmmimmmmmmmw nticipation of, or use [n, 3 civil, crimina), or administrative action or proceeding, and pratected health
information thatis subject to law that prohibits access to protected health information. .

ot hava 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
hfochnforthe gurpose of treatment, payment or healthcara operations- You may also request that any part of your protected heaith information not be
disclosad to famlly members or friends who may be involved In your care or for notification purposes as described In this Notlce of Privacy practices. Your request
mmmmmmmmudmmmmmmmnm.
Your physician is nat required to agree to a restriction that you may request, tf phystcian believes it Is in your best interest to permit use and disclose your protected
heaith Information, your protected health information will not be restricted. You then have the right to use another Healthcare Professiona
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Wemruuteﬁgmtodmmmemofﬂus and wil inform you by matl of any changes. Y then have the right to abject or withdraw as provided in this

Complainty,
Ywma@mphhmuwmﬂxe%mydﬂﬁﬂwndﬂum%ﬂmmm
usbyno;lﬁhawpﬂvaqmadwwmpm ja will not retaliate against vou for fil
This notice was published and becomes effective an/or before Apri) 24, 2003,
Weate{equlredbylawtomalmahwepmuyof,andpmuemmkw!mwsmdout&qaldmmw!vawmmmmpmwmctadhealth

N ﬂmMmmwmmm&mWMcmmMmmmhmnofbyphoneatmmvhmw.
Signature below is only acknowledgement that you have recelved this Notice of our Privacy Practices:

FinS

SHATIES YOI

Print Name Signature | —Date




F. Marion Dwight, MD, PA

Bamberg Family Practice
2113 Main Hwy., PO Box 120
Bamberg, SC 29003
803-245-5168 FAX: 803-245-6275

I authorize F. Marion Dwight, MD, PA to request my medication list from all participating pharmacies.

Patient Name

Date of Birth

Patient’s Signature or Authorized Signature Date Signed

LOCAL PHARMACIES

Place a check beside the pharmacies vou use.
If not listed write in the name and citv.

.\l

CVS (Denmark)

CVS (Orangeburg-Calhoun)

CVS (Orangeburg-Magnolia)

CVS (Barnwell)

Daniels (Barnwell)

Daniels (Norway)

Daniels (Denmark)

Giant Pharmacy (Neeses)

Grove Park

Hiers Drug Store

Wal-Greens (Bamberg)

Wal-Greens (Calhoun)

Wal-Greens (St Matthews Rd)

WalMart (Barnwell)

WalMart (Orangeburg)

R & J Pharmacy (Norway)

Express Scripts

Optum Rx

WalMart Neighborhood Pharmacy (Orangeburg)




m AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION

————

Bamberg Today's Date:

FAMILY PRACTICE

I. AUTHORIZATION

1, , hereby voluntarily authorize the disclosure of information from my health record.
(Name of Patient) Patient DOB:

Il. THE INFORMATION IS TO BE DISCLOSED BY: 11l. AND IS TO BE PROVIDED TO:

NAME OF FACILITY
F. Marion Dwight, MD, PA  Phone: (803) 245-5168

ADDRESS
2113 Main Highway Fax: (803) 245-6275

CITY/STATE

Bamberg, SC 29003

IV. THE PURPOSE OF THE AUTHORIZATION

At my request Other:

V. THE INFORMATION TO BE DISCLOSED

All of my health information
My health information relating to the following treatment or conditions:

My health information covering the period of healthcare from:
(start date to (end date)

Other:

VI. THIS AUTHORIZATION ENDS:

On: (date)
When | am no longer a patient of F. Marion Dwight, MD, PA
When the following event occurs:

| authorize the release of the records as indicated above and understand that the release may include
sensitive information (mental and behavioral health, HIV/AIDS, communicable/infectious diseases,
substance use disorder(s) and sexual assault.)

| understand that | have a right to cancel/revoke this authorization at any time. | understand that to do
so | must put it in writing and present the written cancellation/revocation to the medical records
department. | understand that the cancellation/revocation will not apply to information that has
already been released. | understand that authorizing the disclosure of protected health information is
voluntary. | have the right to refuse to sign this authorization. | do not need to sign this form to receive
treatment. | understand that | may review and/or copy the information to be disclosed, as provided in
45 CFR 164.524. | understand that any disclosure of information carries with it the possibility of
unauthorized disclosure by the person/organization receiving the information. | understand there may
be fees for copies of medical records/images and postage fees may be charged as provided by S.C. Law.
| understand that | will receive a copy of this authorization after | have signed it.

Signature of Patient or Legal Guardian/Representative Date

Relationship to Patient, if not signed by Patient Date of Birth of Patient



Payment Policy

. Purpose

At F. Marion Dwight, MD, PA aka Bamberg Family Practice, we are committed to providing
excellent service and maintaining fair, transparent business practices. To support smooth
operations and avoid billing delays, we require that all payments be made in full at the
time services are provided.

. Insurance Requirement

e Patients are responsible for bringing copies of all insurance cards with them to their
appointments.

e The practice will verify insurance information at the time of appointment.

e Bamberg Family Practice will bill the insurance company for the covered services
provided.

o It is the patient’s responsibility to notify Bamberg Family Practice inmediately of any
changes in insurance.

e Patients are not required to have insurance to be seen.

A

. Payment Requirement

¢ Payment of deductibles, copays, coinsurance, and noncovered services are due at the time
of service. :

e Services will not be rendered without full payment except in extenuating circumstarice
which must be approved at least 24 hours before the appointment.

. Accepted Payment Methods

Bamberg Family Practice accepts the following forms of payment:
e C(Cash

Credit or Debit Cards

Cash App

Check

e o o

. Non-Payment

e Patients who are unable or unwilling to pay at the time of service will be asked to
reschedule.

e Unpaid balances are subject to cancellation of future appointments until paid.

. Questions
If you have questions regarding this Payment Policy or need to request an exception, please
contact the Financial Manager at (803) 245-5168, extension 117.

Thank you for your understanding and cooperation. This policy helps us keep our services

accessible, efficient, and fairly priced for all customers.



NOTICE OF NONDISCRIMINATION

Discrimination is against the law.

F. Marion Dwight, MD, PA complies with applicable federal civil
rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex (consistent with the scope of
sex discrimination described at 45 CFR 92.101(a)(2)). The clinic does
not exclude people or treat them less favorably because of race,
color, national origin, age, disability, or sex.

F. Marion Dwight, MD, PA:

e Provides people with disabilities reasonable modifications and
free appropriate auxiliary aids and services to communicate
effectively with us, such as:

o Qualified sign language interpreters
o Written information in other formats (large print, audio,
accessible electronic formats, other formats).

e Provides free language assistance services to people whose
primary language is not English, which may include:

o Qualified interpreters
o Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids

and services, or language assistance services, contact the Business

Office at (803) 245-5168, extension 117 or extension 120.

If you believe that F. Marion Dwight, MD, PA has failed tc
provide these services or discriminated in another way on the basis



of race, color, national origin, age, disability, or sex, you can file a |

grievance with the Civil Rights Coordinator the following ways:

e |n Person

e By mail to Civil Rights Coordinator, 2113 Main Hwy., Bamberg, SC
29003,

e By fax (803) 245-6275

e By email bfpmanager@belisouth.net

If you need help filing a grievance, the Civil Rights Coordinator is

available to help you.

You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.isf or by
mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D. C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
https://www.hhs.gov/ocr/office/file/index.html

This notice is available at our website: Bambergfamily.com



Notice of Foreign Language Access

ATTENTION: If you speak ~we have an arrangement for free
translation services. Call 803-245-5168. (English)

ATENCION: si habla espafiol, tiene a su disposicidn servicios
gratuitos de asistencia lingiistica. Llame al 803-245-5168.
(Spanish)

/I;E Zlﬂ%mﬁﬁﬁﬁgqﬂi .h\—fuﬁgﬁ'%
. SETNE 803-245-5168. (Chinese)

E 5 RBARES

CHU Y: N&u ban néi Tiéng Viét, c6 céc dich vy hd trg ngdn ngit
mién phi danh cho ban. Goi s8 803-245-5168. (Vietnamese)

Z9|. S0 B AFBSIA|E E %, SO0 X| & MH|AE REE
Ol%ﬁ’é’ == U&L|LC}. 803-245-5168 (Korean)

ATTENTION : Si vous parlez francais, des services d'aide

linguistique vous sont proposés gratuitement. Appelez le 803-245-
5168. (French)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit

ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag
sa 803-245-5168. (Tagalog)

BHUMAHWE: Ecau Bbl roBOpUTE Ha PYCCKOM A3blKe, TO Bam

AOoCTynHbl 6ecnnatHblie yenyrn nepesoaa. 3soHute 803-245-5168.
(Russian)




ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ilhnen kostenlos
sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 803-
245-5168. (German)

Yoil: ) dN ol vdlddl ), dl [oel: €5 ML UsIY A
dHRIHI2 Gudey ¢, Slel 52 803-245-5168. (Gujarati)
8615-548-308 5 luall lads 08 (dalll [S3I Cauonss S 13] 145 goelo
03y el .Olmall el 31935 dgalll (Arabic)

ATENCAO: Se fala portugués, encontram-se disponiveis servigos
linguisticos, gratis. Ligue para 803-245-5168. (Portuguese)

FEEE: AAREZESNIEE. EHOEEXEEZCH
AU i=1=1+3%E 9, 803-245-5168 (Japanese)

YBATA! fIKLLO B pO3MOBAAETE YKPATHCbKOIO MOBOIO, BU MOXKeTe
3BepHYTUCA 40 6e3KOWTOBHOI CAYXOU MOBHOI NIATPUMKMN.
TenedoHyiite 3a Homepom 803-245-5168. (Ukrainian)

HFE g 3T galdads dl 3HUh fodU R A HIWT
TeTadl JaTd SUcs § | 803-245-5168. (Hindi)

outiia :1c1i0s 1 /S W o8 1, oty ISTWNH
o wEsSASW WA G S0 UUlol H /MY G gIdn 803-
245-5168. (Cambodian)




