Welcome to Intracoastal Internal Medicine, PA

4114 Shipyard Blvd., Wilmington, NC 28403

Ofc 910-332-0701  Fax 910-332-0710

www.intracoastalmedicine.com

In order to better serve your needs and clarify any questions that you may have regarding your insurance, appointments, prescription refills, etc., we have adopted the following policies.  Please take this information home with you to refer back to.  If you have any questions, please speak with a member of the office staff and they will gladly assist you.

1. Insurance filing and balance due:

· We will gladly file your insurance claim.  
· If we do not participate with your insurance company you will be responsible for payment in full the day of your appointment.  We will then courtesy file your insurance claim for you and any reimbursement will be sent to you.
· For participating insurance companies, co-pay amounts are collected when you check-out.  If you are unable to pay your co-pay we will reschedule your appointment.
· Medicaid patients must show their new Medicaid card each month.  If you do not have your new card you will be asked to reschedule your appointment.  
· All insurance changes must be given to us at the time of service.  If your insurance changes, and we are not notified, you will be responsible for all charges.  We will not bill your insurance for any prior charges before the change notification.  
· In the event your health insurance plan determines a service to be “not covered” you will be responsible for the charge.
· As a courtesy to you, insurance forms for services rendered will be completed by our office with your primary and secondary insurance carrier.  We will not file third insurance, but will provide you with the information needed to do so yourself.

2. Statement Procedure:

· We will mail a “statement” to the address you have provided once we receive payment from your insurance carrier.  In the event that payment is not received from you within 30 days, a second “past due statement” will be mailed.
3. Returned Check Fee:

· If your check is dishonored or returned for any reason, we will electronically debit your account for the amount of the check plus a $25 processing fee.

4. Prescription Refills:

· Ask your pharmacy to fax us a refill request at 910-332-0710 and allow 24 hours for all prescription requests.  We do not take prescription requests through our 24 hour emergency call service.
5. Completion of Forms:

· Any forms not associated with reimbursement of a claim will be a $25.00 fee or more to the patient due prior to completion of the form(s).

6. Appointment cancellations or reschedules:

· We ask that you give us 24 hour notice if you need to cancel or reschedule an appointment.  This will allow us to give the appointment to someone who may need it.  There is a $25.00 charge for a missed appointment in which prior notice was not given.  This charge must be paid prior to your next appointment.
7. Late Appointments:

· If you are 15 minutes late or later for your scheduled appointment you may be asked to reschedule.

8. After hours care:

· Should you become ill after office hours you may call our office at 910-332-0701 and the call will be forwarded to an after hours nurse triage service.  If you are having a true medical emergency please call 911.

9. Hospitalization:

· If you require hospitalization then you will be referred to the hospitalist service at New Hanover Health Network.  Once you are discharged from the hospital you will be scheduled for follow-up with our office.  All of your records from the hospital will be available to us through our physician portal.

10.Patient Portal:

· You may request to sign up for our secure website.  All you need is an email address.  This service will allow you to send messages to your physician and the office, request refills, review your lab results, request appointments and review upcoming appointments, update your address and phone numbers and review your current billing statement.
Our Walk-in Lab Hours are:

(please come in a week prior to your scheduled appointment to have any required labs done)
Monday thru Friday Mornings
8am to 12 pm

Monday thru Thurday Afternoons
1pm to 4pm

Telephone Directory




Option


               Extension
Appointments

3
Jennifer (Front Ofc)

1008

Billing


6
Debbie (Billing)

1007

Office Info 

9
Donna (Med Ass’t)

1005

Doctors


2
Karen (Med Ass’t)

1002

Medical Records, Referrals Inquiry 

Kim (Front Ofc)

1001
& Medicaid CA Requests

4
Janele (Med Ass’t)

1006
Provider Medical Asst

5
Shauna (Front Ofc)

1000

Intracoastal Internal Medicine Patient Review

Patient Printed Name:  _______________________________
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Family History

Mother

O  Coronary artery disease
O  Hypertension  O  Stroke    O  Diabetes
O  Cancer


Father

O  Coronary artery disease
O  Hypertension  O  Stroke
O  Diabetes
O  Cancer


Sibling(s)
O  Coronary Artery Disease
O  Hypertension  O  Stroke
O  Diabetes
O  Cancer


Review of Systems

FEMALE REPRODUCTIVE

Hot Flashes

O  Yes
O  No

Pelvic Pain

O  Yes
O  No


Nipple Discharge
O  Yes
O  No

Irregular Menses
O  Yes
O  No


PSYCHOLOGY

Depression

O  Yes
O  No

Suicidal Ideation
O  Yes
O  No


Anxiety

O  Yes
O  No

Stressors

O  Yes
O  No


MUSCULOSKELETAL

Muscle Aches

O  Yes
O  No

Back Pain

O  Yes
O  No


Joint Stiffness

O  Yes
O  No

Joint Swelling

O  Yes
O  No


Joint Pain

O  Yes
O  No


CONSTITUTIONAL

Weight Gain

O  Yes
O  No

Weight Loss

O  Yes
O  No


Fever or chills

O  Yes
O  No


ENT

Sinus Pain

O  Yes
O  No

Ringing in Ears
O  Yes
O  No


Post-nasal Drip
O  Yes
O  No


UROLOGY

Blood in Urine

O  Yes
O  No

Difficulty urinating
O  Yes
O  No


Urinary Incontinence
O  Yes
O  No

Nighttime urination
O  Yes
O  No


CARDIOLOGY

Chest Pain

O  Yes
O  No

Palpitations

O  Yes
O  No


Leg Edema

O  Yes
O  No

Shortness of Breath
O  Yes
O  No


Shortwinded reclining
O  Yes
O  No

Irregular Heart Beat
O  Yes
O  No

GASTROENTEROLOGY

Blood in Stool

O  Yes
O  No

Diarrhea

O  Yes
O  No


Constipation

O  Yes
O  No

Heartburn

O  Yes
O  No


Change in Bowels
O  Yes
O  No


DERMATOLOGY

Changing Mole
O  Yes
O  No

ENDOCRINOLOGY

Fatigue
O  Yes
O  No



Cold/Heat Intolerance
O  Yes O  No

NEUROLOGY

Tingling/Numbness
O  Yes
O  No

Weakness

O  Yes
O  No


Headache

O  Yes
O  No

Paralysis

O  Yes
O  No


OPTHALMOLOGY

Eye Irritation

O  Yes
O  No

Vision Loss

O  Yes
O  No


RESPIRATORY

Chest Congestion
O  Yes
O  No

Wheezing

O  Yes
O  No


Coughing up blood
O  Yes
O  No

Poor Circulation
O  Yes
O  No


ALLERGY

Sneezing

O  Yes
O  No

HEMATOLOGY/LYMPH

Swollen Glands
O  Yes
O  No


Race

_____  African American

_____  Caucasian

_____  Hispanic

_____  Asian

_____  American Indian or Alaska Native

_____  Native Hawiian or Other Pacific Islander

Ethnicity

_____  Hispanic

_____  Non-Hispanic

Language

_____  English

_____  Spanish

_____  Other

Intracoastal Internal Medicine, PA

Patient Printed Name  __________________________________________

Authorization to pay benefits to Physician

I hereby authorize payment directly to the physician of surgical and medical benefits, if any, otherwise payable to me for this service as described including Medicare Benefits.  I understand that any balance on my account is due and payable by me, including any services rendered and not covered by my insurance carrier.

____________________________________________            ______________________

Patient Signature                                                                      Date

Medical Records Release Authorization

I hereby authorize Intracoastal Internal Medicine, PA to obtain and release any information, needed or obtained in the course of my treatment to physicians and/or medical providers where treatment is or may be rendered.  I also hereby authorize my physician to release any information in the course of my treatment to process insurance claims.

____________________________________________            ______________________

Patient Signature                                                                      Date

Acknowledgement of Receipt of Notice of Privacy Practices and Office Policies of Intracoastal Internal Medicine
The undersigned hereby acknowledges receipt of a copy of the Notice of Privacy Practices and Office Policies of Intracoastal Internal Medicine.

____________________________________________           ______________________

Patient Signature




               Date

Phone:  910-332-0701                                                                           Fax:  910-332-0710

4114 Shipyard Blvd

Wilmington, NC 28403

Intracoastal Internal Medicine, PA

HIPAA

Patient Information Acknowledgement

I have read and fully understand Intracoastal Internal Medicine, PA’s Notice of Patient Information Practices.  I understand that Intracoastal Internal Medicine, PA may use or disclose my personal health information for the purposes of carrying out treatment, obtaining payment, evaluating the quality of services provided and any administrative operations related to treatment or payment.  I understand that I have the right to restrict how my personal health information is used and disclosed for treatment and administrative operations if I notify the practice.  I also understand that Intracoastal Internal Medicine, PA will consider requests for restriction on a case by case basis.

I hereby acknowledge to the use and disclosure of my personal health information for purposes as noted in Intracoastal Internal Medicine, PA’s Notice of Patient Information Practices.  I understand that I reserve the right to revoke this acknowledgement by notifying the practice in writing at any time.

__________________  ________________________  _________

Patient Name (Print)            Patient Signature                              Date 

Designated Individuals Authorization

I hereby authorize one or all of the designated parties below to request and receive the release of protected health information regarding my treatment, payment or administrative operations related to treatment and/or payment.  I understand that the identity of designated parties must be verified before the release of any information.

Authorized Designees:

______________________________     _______________________

Print Name                                                                Relationship

____________________________________      ____________________________

Print Name                                                                Relationship

____________________________________      ____________________________

Print Name                                                                Relationship

____________________________________      ____________________________

Print Name                                                                Relationship

_________________________  _____________________________  ___________

Patient Name (Print)                       Patient Signature                                    Date

_______________________________  ___________________

Witness                                               Date 

Missed Appointment Policy

Effective May 1, 2008, Intracoastal Internal Medicine will be charging a fee of $25.00 for missed appointments in which prior notice was not given.  Due to the increased number of patients who do not call and do not show up for their appointments we are forced to put this policy into place.  We apologize for this inconvenience to our patients who are diligent in notifying us of their scheduling conflicts.

Please sign below stating, “I understand if I do not show up for my appointment and do not call to cancel or reschedule my appointment I will be responsible for a charge of $25.00.  I further understand I will be responsible for paying this fee prior to my next appointment.”

__________________________     ___________________________

Printed Name                                 Signature

__________________________     ___________________________

Witness                                         Date

Secure Healthcare Support Portal

Communicate with our office using the secure and efficient patient portal.  All you need is an email address to sign up. This service will allow you to send messages to your physician and the office, request refills, review your lab results, request appointments and review upcoming appointments, update your address and phone numbers and review your current billing statement.

If you are interested please complete the following:

Email address:  ______________________________________

We will provide you with a username, password and instructions on how to use the patient portal.

