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PAYMENT POLICY: Payment or partial payment is required on the day of visit.

Authorization for Assignment of Insurance Benefits, Information Release, and Financial Responsibility
I authorize the payment of medical benefits be made on my behalf directly to the Practice for any services furnished to me by the
physician or practice. I understand that I am financially responsible for any amount not covered by my insurance contract. I
authorize the release to my insurance company any and all information concerning heath care, advice, or treatment provided to me
necessary for processing insurance claims. I understand if my insurance requires a prior authorization for office visits, procedures,
tests, or services, it is my responsibility to make sure the authorization is obtained prior to the visit, procedure, surgery, test, or
service being performed. I understand that if [ am seen without an authorization I will be considered a self-pay patient and will be
required to pay in full for all services performed. I agree to pay any and all charges that are not covered or are not paid by my
insurance plan(s).

All accounts are to be paid in full within 90 days from date of service. Payment(s) can be made by cash, check, MasterCard,
Visa, Discover, American Express, or CareCredit. If account is not paid, it will be placed with our collection agency and a 30%
service fee will be added to the unpaid balance. If a check is returned to us for any reason, a $30.00 service charge will be added to
your account. Credit balances above $3.00 will be refunded.

As a courtesy, our office will file your insurance. Your insurance policy is a contract between you and your insurance company.
You are responsible for payment of all services rendered, whether or not your insurance company has paid. It is important to
understand that your insurance company may not pay all of the charges and the difference between what they pay and your total
charges is your responsibility. Our office can help you with problems which may arise with your claim, but our office does not
accept the responsibility for negotiating a settlement on a disputed claim.

I have read the above payment policy and understand that I am responsible for payment of my account. Assignment: I
assign and request payment of medical benefits to physician for services.

: Patient/Guardian Initials

Acknowledgment of Patient Privacy

If you would like anyone other than yourself to have access to your information, please complete the section below. I understand that
authorization for release of information can only be revoked upon written notice.
(Circle the type of information which you authorize us to share).

Medical Information Billing
Name Relationship Phone#

Medical Information Billing
Name Relationship Phone#

Medical Information Billing
Name Relationship Phone#

: Patient/Guardian Initials

HIPAA Notice of Privacy Practices Acknowledgment

I have had access to or received, read, and understand your Notice of Privacy Practices and the Notice of Nondiscrimination Practices. I
understand that this information will be used to carry out treatment, payment, and normal healthcare operations of the Practice. 1
understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment,
payment, or health care operations. I also understand you are not required to agree to my requested restrictions, but if you do agree
then you are bound to abide by such restrictions.

: Patient/Guardian Initials

Patient/Guardian Signature: Date:

This form is valid until ﬁuftﬁer notice, until moofifiezf

or Ve]J(acezf at the }Jatient’s request.
Modified 4-22-2019
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Authorization to Release Medical Records/Information

Patient's name:

Social Security # (Last 4 digits): DOB:

| request and authorize
to release healthcare information of the patient named above to

Outpatient Cytopathology Center
2400 Susannah Street Suite A

Johnson City TN 37601

Phone #: 423-283-4734 FAX#: 423-283-4736

This request and authorization applies to: (please check one)

1. Healthcare information relating to treatment, condition, or dates:

2. All healthcare information.

| understand that | may revoke this authorization at any time and that unless an earlier
date is specified it will automatically expire 12 months after the date affixed below.

Patient/Guardian signature Date:

Modified 4-18-2019
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Review of Systems

(Please check any RECENT symptoms)

General
[ ] Weight loss or gain
[ ] Fever or chills

[ ] Fatigue

Skin

[ ] Rashes
[ ] Itching
[ ] Dryness

Head
[ ] Headache
[ ] Head injury

Ears

[ ] Decreased hearing
[ ] Earache

[ ] Drainage

Eyes
[ ] Glasses or contacts
[] Blurry or double vision

[ ] Dry eyes

Nose

[] Stuffiness

[ ] Itching

[ ] Nosebleeds
[ ] Discharge

[ ] Hay fever

[ ] Sinus pain

Mouth

[ ] Bad/sore teeth

[ ] Gum disease

[ ] Dry mouth

[ ] Dentures or Bridges

Throat

[ ] Sore tongue
[ ] Sore throat
[ ] Hoarseness

LABEL

Neck
[ ] Lumps

[ ] Pain
[ ] Stiffness

Breasts

[ ] Lumps

[ ] Pain

[ ] Nipple discharge
[ ] Implants

[ ] Breastfeeding

Respiratory

[ ] Cough

[ ] Coughing up blood
[ ] Wheezing

[ ] Shortness of breath
[ ] Painful breathing

Cardiovascular

[ ] Chest pain or
discomfort

[] Palpitations

[ ] Shortness of breath with
activity

[ ] Swelling (legs/feet,
arms/hands)

[ ] Shortness of breath
Lying down

Gastrointestinal

[] Swallowing difficulties

[ ] Heartburn

[ ] Yellow eyes or skin
(jaundice)

Urinary

[ ] Blood in urine

[ ] Painful urination
[ ] Increase frequency

(PLEASE SEE THE OTHER SIDE)

Musculoskeletal

[ ] Muscle or joint pain
[ ] Back pain

[ ] Swelling of joints

Neurologic
[ ] Seizures
[ ] Numbness

[ ] Tingling

Hematologic
[ ] Ease of bruising
[ ] Ease of bleeding

Endocrine

[ ] Constipation or
Diarrhea

[ ] Achy bones

[ ] Diabetes

[ ] Feel hot all the time

[ ] Feel cold all the time

Psychiatric

[ ] Nervousness
[ ] Memory loss
[ ] Depression

[ ] No current symptoms

Physician

Review
[ Susan D. Rollins, M.D.
[J  Janet Stastny, D.O.
[J  Yasmin Elshenawy, M.D.

Modified 5/2/19
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Patient Medical History

Allergies/Sensitivities

[ ]None
[ ]Latex

[ ]Numbing agents

[l

Social History
Smoking:

[ ]No

[ ]Yes: How Long?

Pack(s)/day

[ ]I quit (when):

Chew Tobacco:

[ ]No
[ ]Yes: How Long?

How much?

[ ]I quit (when):

Illicit Drug Use:
[ ]No
[ ]Yes

Pain Medication:

During the past 30 days have you been
prescribed a controlled substance or
narcotic by a health care provider?

[ ]No
[ ]Yes

Exposure to:

[ ] Toxic chemicals or materials

[ ]Radiation

Currently employed?

[ ]No

[ ]Yes, occupation:

LABEL

Personal History of Cancer (type, year):

Important Medical History:

Previous Surgeries or Biopsies (type, year):

Family History of Cancer (mother, father, brother, sister,
etc; cancer type):

Birthplace:

Physician
Review
[1 Susan D. Rollins, M.D.
[J Janet Stastny, D.O.
0 Yasmin Elshenawy, M.D.

(PLEASE SEE THE OTHER SIDE) Modified 5/2/19



