
 

Carolina Sports and Spine, PA  1 | P a g e  
 

CAROLINA SPORTS AND SPINE, PA    (New Patient Packet) 
 

 
Name ______________________________________________________________________________________       Date ___________________ 

(First)   (Middle)   (Last) 
Address _______________________________________________________________________________________________________________ 
 
City ______________________________________________________ State ___________________  Zip ____________________ 
 
Home # _______________________  Work # ______________________   Cell# ___________________________ 
 
Social Security #____________ -______________ - _____________  DOB __________________________            Age _______________ 
 
E-mail Address _____________________________________________________________________________________ 
 
Employment Status:    Employed      Unemployed      FT Student      PT Student      Disabled 
 
Employer _______________________________________________   Occupation ___________________________________________ 
 
If this injury is from a work related accident, please fill out all that apply: 
 
Date of injury: _________________________________    Employer at time of injury: _________________________________________________ 
Workers comp payer: ________________________________________ Phone: ________________________ Case NO: ______________________ 
 
 
Primary Insurance __________________________________________________________________________________ 
Subscriber ___________________________________     Relationship ________________________________________ 
Subscriber’s DOB _____________________________     Subscriber’s SS #__________ - __________ - _____________ 
Secondary Insurance ________________________________________________________________________________ 
Subscriber ___________________________________     Relationship ________________________________________ 
Subscriber’s DOB _____________________________     Subscriber’s SS # __________ - __________ - ____________ 
 
Emergency contact _______________________________      Phone __________________________     Relationship ______________________ 
 
 
Preferred Pharmacy ____________________________________________        Phone Number________________________________________ 
Street________________________________________________________   City___________________________________________________ 
  
 
Name of provider that referred you     Name: ____________________________________________ or                      (Self) 
    Address: _____________________________________________________________ 

Phone: _______________________________________________________________ 
 
  
Name of your primary care physician Name: _______________________________________________________________ 

Address: _____________________________________________________________ 
Phone: _______________________________________________________________ 

 
What part of your body is bothering you?  _____________________________________       RIGHT               LEFT               BOTH 
 
When did it start?  Date __________________         Weeks _____ Months _____ Years _____ ago 
 
Briefly describe how it started 
_________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________ 
 
 
If this injury is from an auto-accident, please fill out all that apply:     Date of accident: _____________________ 
( ) driver   ( ) passenger   ( ) rear passenger   ( ) restrained   ( ) unrestrained    Collision:   ( ) front-end   ( ) rear end   ( ) passenger-side   ( ) driver-side 
 
What have you done for your pain? (check all that apply) 
 
( ) Injections          ( ) Bracing          ( ) Ten’s Unit          ( ) Heat/Cold Packs          ( ) Chiropractor _______________who?_______________weeks?    
( ) Ibuprofen          ( ) Aleve    ( ) Physical Therapy: _Y____N___who?  ________ weeks?_________     ( ) Diclofenac Oral      ( ) Tylenol    ( ) oral 
Prednisone   ( ) Massage        
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What makes it worse? _________________________________________________________________________________________ 
 
What makes it better? __________________________________________________________________________________________ 
 
List any diagnostic studies that have been performed for this problem and when they were performed. 
 
( ) MRI? Where?    _____________________________________________________         When? ____________________________ 
 
( ) Xrays? Where? ______________________________________________________        When? ____________________________ 
 

 
You MUST bring your MRI / X-RAY / CT Scan disc and/or films with you or your visit 

WILL BE RESCHEDULED.  Thank you! 
 
SOCIAL HISTORY 
 
Marital Status (circle one)          SINGLE     MARRIED     DIVORCED     WIDOWED     SEPARATED 
 
 
Tobacco Use (circle one)          YES        HOW MANY PACKS PER DAY?    __________    HOW LONG? (years) _____________ 

  NEVER  QUIT ___________     years ago 
 
Alcohol Use (circle one)           YES        HOW MANY DRINKS PER DAY?  __________    HOW LONG? (years) _____________  
     NEVER     QUIT____________    years ago 
 
Illicit Drugs (circle one)           YES        WHAT DRUG? _________________________       HOW LONG? (years) _____________ 
     NEVER  QUIT ___________     years ago 
 
 
 
The US government encourages us to obtain the following information: 
Is your preferred language English?    Yes    No    If no, what is your preferred language ______________ 
Ethnicity (would you identify yourself as one of the two – please circle)    1) Hispanic and or Latino    2) Non – Hispanic and or Latino 
Can you describe your specific ethnicity i.e. Irish, Italian, Chinese, African, etc….._________________________________________  
Please circle your race:  White   American Indian        African American      Pacific Islander     Other ____________________ 
 
PAST MEDICAL HISTORY (check all that apply) 
 
( ) AIDS/HIV     ( ) Alcoholism/Drugs     ( ) Alzheimer’s     ( ) Anemia     ( ) Blood Clots     ( ) Cancer     ( ) COPD     ( ) Depression 
( ) Diabetes  ( )Insulin Shots     ( ) GERD/Acid Reflux     ( ) Gout     ( ) Heart Attack     ( ) Hepatitis     ( ) High Blood Pressure     ( ) Hypothyroid 
( ) Hypercholesterolemia     ( ) Kidney Disease     ( ) Liver Disease     ( ) Osteoarthritis     ( ) Rheumatoid Arthritis     ( ) Seizure 
( ) Sickle Cell     ( ) Anemia     ( ) Sleep Apnea     ( ) Stomach Ulcer     ( ) Pacemaker/Defib     ( ) Other __________________________________ 
 
FAMILY HISTORY 
 
Please list all conditions that run in your family: 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
( ) NONE 
 
 
SURGICAL HISTORY 
 
Please list all surgeries and what year they were performed: 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
( ) NONE 
 
( ) Lumbar spine surgery?  Year _______________________                   ( ) Cervical spine surgery? Year _______________________ 
                                            Year _______________________                                                              Year _______________________ 
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ALLERGIES 
 
Please list all allergies and the reaction seen:    
Also, please list your reaction, if any, to the products listed below 
 
( ) NKDA    ( ) Penicillin ( ) Iodine           ( ) Betadine       ( ) Latex          ( ) Adhesive Tape               ( ) Lidocaine 
________________________________________________________________________________________________________________________ 
 
PLEASE LIST ALL MEDICATIONS CURRENTLY PRESCRIBED 
 
  MEDICATION     DOSAGE   FREQUENCY 
 
Ex:    Metoprolol 

 
    10 mg 

 
    Once Daily 

   

   

   

   

   

   

   

   

   

   

   

   

   

 
Height _____ft_______inches                  Weight________________ lbs 
By using the key below, indicate on the body diagram where you are experiencing the following symptoms: 
N = Numbness  B = Burning  S = Sharp  T = Tingling  A = Dull Ache 
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FINANCIAL POLICY 
 
Thank you for choosing Carolina Sports and Spine, PA to serve you and your health needs. We are pleased to participate in your 
healthcare and look forward to establishing a lasting relationship. As part of this relationship, we wish to establish our expectations of 
your financial responsibility as outlined in our Financial Policy. Your medical insurance is a contract between you and your insurance 
company. We can often help with providing information to help you in filing claims, but you are primarily responsible for any charges 
that you have incurred as a patient with Carolina Sports and Spine, PA. Please review and sign the following financial policy prior to 
your office visit. Patients must complete and sign information and insurance forms prior to seeing the physician. 
1) CO-PAYMENTS, DEDUCTIBLES, AND FEES – All co-payments, insurance deductibles, and fees for services not covered by 
your insurance policy are due at the time service is rendered. We accept cash, check, or credit cards (VISA, MasterCard, and Debit). 
2) INSURANCE – You must present a current insurance card at each visit. If you or your children do not present a current insurance 
card, you will be responsible for payment at the time of your visit. You will receive reimbursement from Carolina Sports and Spine, 
PA if your insurance pays the claim, at a later date. If your insurance carrier is not one with which we participate, you are responsible 
for payment in full. Insurance plans and Medicare consider some services to be “non-covered,” in which case you are responsible for 
payment in full. According to NC Statute 58-22253, insurers are required to pay a properly submitted claim within 30 days. You have 
a responsibility to provide information to our office so a claim can be properly submitted. If your insurance company has not paid a 
claim on your behalf within 90 days because of information that you have not provided, the balance will be transferred to your account 
and you will be responsible for payment. If we receive payment at a later date, you will be reimbursed by Carolina Sports and Spine, 
PA. 
3) MINORS AND DEPENDANTS – Parents and guardians are responsible for payments for their dependents at the time the service is 
rendered. Minors and dependents must present a valid insurance card at each visit if a claim is to be filed. See item #2 above if an 
insurance card is not presented. 
4) MISSED APPOINTMENTS – If you are unable to make your scheduled appointment time, please contact our office at least 24 
hours prior to your scheduled appointment so that another patient may fill your slot.  If we do NOT receive a 24 hour or more notice 
of cancellation you will be billed $40 for each missed office visit appointment and $80 for each missed procedure visit.  After 3 "No 
Shows", it will be left to the discretion of our providers to determine whether or not you will be dismissed from the care of Carolina 
Sports and Spine, PA. 
5) PROMPT PAYMENT – Just as we make every effort to accommodate you when you are in need of medical care, we expect that 
you will make every effort to pay your bill promptly. If you have a financial hardship or if you are unable to pay your bill in its 
entirety please contact our billing office to discuss payment options. If your account becomes delinquent and you have not established 
or met payment options with our billing office, your account will be turned over to a collection agency and we will ask you to seek 
your medical care from another medical office. 

 
 

MEDICATION AGREEMENT 
 

1) As a patient of Carolina Sports and Spine, PA, you are responsible of assuring that all prescriptions issued to you remain unaltered 
and appropriately filled, that your medications are properly stored and taken as directed, that you do not receive narcotic medications 
from outside sources, that you do not take illicit substances, that you do not lose your prescriptions. You are responsible for keeping 
your scheduled appointments and exhibiting courteous behavior towards the clinic staff. Failure to follow these rules may result in 
your dismissal from our practice. 
2) Many of the medications that Carolina Sports and Spine, PA uses are controlled substance medications- opioids (narcotics). Several 
side effects or special situations may arise when using opioids. They include, but are not limited to the following: Addiction, 
Tolerance, Respiratory Depression and possibly Death. Narcotic Medication use is a serious matter. Never take more than the 
prescribed dose or give it to others. 
3) Carolina Sports and Spine adheres to strict drug testing guidelines. Carolina Sports and Spine adheres to a zero tolerance policy 
with regard to narcotic medication compliance. You must have your pill bottles available for pill counts prior to any prescriptions 
being provided. If you have failed your urine drug screen either by not taking your medications as prescribed, receiving narcotic 
medications from multiple sources, or using illicit drugs, Carolina Sports and Spine, PA will not provide you with any more narcotic 
medications. CSS strongly recommends that you seek help at a qualified drug treatment center. All test results are shared with primary 
care physicians and referring physicians. 
4) Narcotics will NOT be provided to patients on initial consultation. 
 
I have read and completed the intake form, financial policy AND medication agreement and agree to the terms and conditions. 
 
 
_______________________________________       ___________________________________ 
       Patient Signature              Date Signed 
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HIPPA FORM 
 
The notice of privacy practices describes how medical information about you may be used and disclosed and how you can 
get access to this information. 
 
A federal regulation, known as "HIPPA Privacy Rule", requires that we provide detailed notice in writing of our privacy 
practices. 
 
We have a commitment to protecting health information about you and that can be identified with you. This information is 
called "protected health information" or "PHI". We are required by law to 
-Maintain the privacy of PHI about you 
-Provide you with the opportunity of reading the notice of privacy practices and our legal duties and concerning your 
privacy and PHI 
-Comply with the terms of our Notice of Privacy Practices that is currently in effect.  
 
The following categories describe the different ways we may use and disclose PHI: 
-Treatment 
-Payment 
-Healthcare Operations 
-Written authorization by law, proper government authorities, law enforcement, coroners, medical examiners, organ and 
tissue donation, research, judicial and administrative proceedings, to avert a serious threat to health or safety, workers' 
compensation, specialized government functions, disclosures required by HIPPA privacy rule, incidental disclosures, 
limited data set disclosures 
 
Other uses and disclosures we can make without your written authorization for which you have the opportunity to object. 
- Any objections should be discussed with your physician 
 
Under any circumstances other than those listed above, we will ask you for your written authorization 
 
Your Rights Regarding PHI About You 
1. You have a right to request restrictions 
2. You have a right to receive Confidential Communications 
3. You have a right to request a copy of your PHI 
4. You have a right to request amendment to your PHI 
5.You have a right to receive an accounting of disclosures 
6. You have a right to receive a copy of notice:  
 
Questions/Complaints 
If you believe your privacy rights have been violated, you may file a complaint with us or the Secretary of the United 
States Department of Health and Human Services. To file a complaint with this office or if you have questions, please 
contact Jennifer Yap at 252-442-4024. We will not retaliate or take action against you for filing a complaint. 
 
For more detailed information, please ask the medical receptionist at the front desk.  
 
I acknowledge that I have been given the opportunity to view or was provided with a copy of the Notice of Privacy 
Practices. 

 
Print Name of Patient _______________________________________________________ 
 
Signature of Patient ________________________________________________ 
 
Date __________________________ 
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HIPPA FORM p2 
 
I hereby acknowledge that I have received and read the information documenting my rights as a patient and the 
responsibilities of Carolina Sports and Spine under the Health Insurance Portability and Accountability Act of 
1996. 
 
 
Please list family and/or friends with whom we may discuss your medical condition, demographic information, 
diagnosis, and/or financial account if necessary: 
 
 
Name: _______________________________________________________________ 
 
Relationship: __________________________________________________________ 
 
Phone Number: ________________________________________________________ 
 
 
 
Name: _______________________________________________________________ 
 
Relationship: __________________________________________________________ 
 
Phone Number: ________________________________________________________ 
 
 
Name: _______________________________________________________________ 
 
Relationship: __________________________________________________________ 
 
Phone Number: ________________________________________________________ 
 
 
 
 
I authorize Carolina Sports and Spine to notify me of upcoming appointments via  
email and/or telephone.  ________ Please initial 
 
I prefer to have reminders sent to my (circle one) Email  Phone 
Email: ___________________________________________________________ 
Phone: ___________________________________________________________ 
 
 
 
Patient's Signature: ___________________________________________________ 
 
Patient Name (Print): __________________________________________________ 
 
Date: ________________ 
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Please read carefully  

ASSIGNMENT OF INSURANCE BENEFITS: 

I hereby authorize direct payment of my insurance benefits Carolina Sports and Spine PA or the physician individually for 
services rendered to my dependents or me by the physician or under his/her supervision. I understand that it is my 
responsibility to know my insurance benefits and whether or not the services I am to receive are a covered benefit. I 
understand and agree that I will be responsible for any co-pay or balance due that Carolina Sports and Spine PA is unable 
to collect from my insurance carrier for whatever reason. 

MEDICARE/MEDICAID/CHAMPUS INSURANCE BENEFITS: 

I certify that the information given by me in applying for payment under these programs is correct. I authorize the release 
of any of my or my dependent’s records that these programs may request. I hereby direct that payment of my or my 
dependent’s authorized benefits be 

made directly to Carolina Sports and Spine PA, or the physician on my behalf. 

AUTHORIZATION TO RELEASE NON-PUBLIC PERSONAL INFORMATION: 

I certify that I have received and read a copy of the Carolina Sports and Spine PA, Patient Information Privacy Policy. I 
hereby authorize Carolina Sports and Spine PA or the physician individually to release any of my medical or incidental 
nonpublic personal information that may be necessary for medical evaluation, treatment, consultation, or the processing of 
insurance benefits. 

AUTHORIZATION TO MAIL, CALL OR E-MAIL: 

I certify that I understand the privacy risks of the mail, phone calls, and e-mail. I hereby authorize a Carolina Sports and 
Spine PA representative or my physician to mail, call, or e-mail me with communications regarding my healthcare, 
including but not limited to such things as appointment reminders, referral arrangements, and laboratory results. I 
understand that I have the right to rescind this authorization at any time by notifying Carolina Sports and Spine PA to that 
effect in writing. 

LAB/X-RAY/DIAGNOSTIC SERVICES: 

I understand that I may receive a separate bill if my medical care includes lab, x-ray, or other diagnostic services. I further 
understand that I am financially responsible for any co-pay or balance due for these services if they are not reimbursed by 
my insurance for whatever reason. 

CONSENT TO TREATMENT: 

I hereby consent to evaluation, testing, and treatment as directed by my Carolina Sports and Spine PA physician or his or 
her designee. 

HIPAA Privacy Practices 

I acknowledge that I have received and /or have been given the opportunity to review Carolina Sports and Spine PA 
Notice of HIPAA Privacy Practices for protected health information. 

I have read the information above and agree to it terms and conditions. 

PATIENT’S NAME (Please Print): _____________________________________________________________ 

PATIENT SIGNATURE: _______________________________________ DATE: ______________________ 


