
 

 

 



 

 

 
 



 

 

 



 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



Review of Systems: 
Please mark any symptoms which you’ve experienced WITHIN THE LAST MONTH 

RATE EACH SYMPTOM 1 to 4 , where 1 = infrequent 2 = somewhat frequent 3 = few days per week 4 = daily 

 

 

 

 



 

 



 
 
 

 



 

 
 

 

 



General Consent for Care and Treatment Consent 

 

TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the 

recommended surgical, medical or diagnostic procedure to be used so that you may make the decision 

whether or not to undergo any suggested treatment or procedure after knowing the risks and hazards 

involved. At this point in your care, no specific treatment plan has been recommended. This consent 

form is simply an effort to obtain your permission to perform the evaluation necessary to identify the 

appropriate treatment and/or procedure for any identified condition(s).  

This consent provides us with your permission to perform reasonable and necessary medical 

examinations, testing and treatment. By signing below, you are indicating that (1) you intend that this 

consent is continuing in nature even after a specific diagnosis has been made and treatment 

recommended; and (2) you consent to treatment in your home or any satellite location where Dr. 

Mitchell is able to render services. The consent will remain fully effective until it is revoked in writing. 

You have the right at any time to discontinue services.  

You have the right to discuss the treatment plan with your physician about the purpose, potential risks 

and benefits of any test ordered for you. If you have any concerns regarding any test or treatment 

recommend by your health care provider, I encourage you to ask questions.  

I voluntarily request a physician to perform reasonable and necessary medical examination, testing and 

treatment for the condition which has brought me to seek care at this practice. 

I understand that if additional testing, invasive or interventional procedures are recommended, I will be 

asked to read and sign additional consent forms prior to the test(s) or procedure(s). I certify that I have 

read and fully understand the above statements and consent fully and voluntarily to its contents.  

________________________________________ 

Signature of Patient or Personal Representative  

________________________________________ 

Date:  

________________________________________ 

 
 
 
 
 
 
 
 
 
 
 



ELECTRONIC COMMUNICATION CONSENT 

Electronic communication such as email offers an easy and convenient way for patients and doctors to 

communicate. In many circumstances, it has advantages over office visits or telephone calls, but here 

are important differences.  

Below are our rules for contacting us using e-mail. 

E-mail is never, ever, appropriate for urgent or emergency problems! Please use the telephone or go to 

the Emergency Department for emergencies.  

E-mail is great for asking those little questions that don’t require a lot of discussion. Appropriate uses of 

e-mail also include prescription refill requests, referral and appointment scheduling requests and 

billing/insurance questions.  

E-mails should not be used to communicate sensitive medical information, such as information 

regarding sexually transmitted diseases, AIDS/HIV, mental health, developmental disability, or substance 

abuse.  

E-mail is not confidential. It is like sending a postcard through the mail. Our staff may read your e-mails 

to handle routine, non-clinical matters. You should also know that if sending e-mails from work, your 

employer has a legal right to read your e-mail.  

E-mail may become a part of the medical record when we use it; a copy may be printed and put in your 

chart.  

E-mail is not a substitute for seeing me. If you think that you might need to be seen, please call and book 

an appointment!  

I have read the above information and understand the limitations of security on information 

transmitted. I understand that my doctor may not be able to communicate with me electronically about 

my specific condition if I live outside of the state in which my doctor is licensed.  

(Please initial consent option below)  

Email Communications:  

_____Yes, I have read this consent to E-Mail communication and want to communicate with my 

doctor/staff electronically. 

 _____No, I do not consent E-mail communication and do not want to communicate with my doctor 

electronically.  

E-mail Reminders: _____Yes, I authorize appointment reminders electronically via E-mail to the e-mail 

address(s) listed below.  

I understand that my contact information will not be sold to third parties. 

_____No, I do not authorize appointment reminders electronically via E-mail. (continued on reverse)  

 



 

Please complete all information below:  

______________________ 

E-mail Address  

______________________ 

Mobile Number  

______________________ 

I have fully read and understand the above consent and authorizations.  

______________________ 

Print Patient Name  

______________________ 

Patient or legally authorized individual signature  

The information contained in these e-mails is confidential, privileged, or otherwise protected from disclosure. It is 

intended only for the use of the authorized individual as indicated in the e-mail. Any unauthorized disclosure, 

copying, distribution or taking of any action based on the contents of this material is strictly prohibited. Review by 

any individual other than the intended recipient does not waive or give up the physician-patient privilege. If you 

have received this e-mail in error, please delete it immediately. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



HIPAA NOTICE OF PRIVACY PRACTICES As required by the Privacy 
Regulations Promulgated Pursuant to the Health Insurance Portability 
and Accountability Act of 1996 (HIPAA) THIS NOTICE DESCRIBES HOW 
MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 

AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 
 

 
This Notice of Privacy Practices describes how we may use and disclose your protected health 
information (PHI) to carry out treatment, payment or health care operations (TPO) and for other 
purposes that are permitted or required by law. It also describes your rights to access and control your 
protected health information. “Protected health information” is information about you, including 
demographic information, that may identify you and that relates to your past, present or future physical 
or mental health or condition and related health care services.  
 
Uses and Disclosures of Protected Health Information: Your protected health information may be used 
and disclosed by our organization, our office staff and others outside of our office that are involved in 
your care and treatment for the purpose of providing health care services to you, to pay your health 
care bills, to support the operation of the organization, and any other use required by law.  
 
Treatment: We will use and disclose your protected health information to provide, coordinate, or 
manage your health care and any related services. This includes the coordination or management of 
your health care with a third party. For example, we would disclose your protected health information, 
as necessary, to a home 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 that the 
physician has the necessary information to diagnose or treat you.  
 
Payment: Your protected health information will be used, as needed, to obtain payment for your health 
care services. For example, obtaining approval for equipment or supplies coverage may require that 
your relevant protected health information be disclosed to the health plan to obtain approval for 
coverage.  
 
We may use or disclose your protected health information in the following situations without your 
authorization: as Required By Law, Public Health issues as required by law, Communicable Diseases, 
Health Oversight, Abuse or Neglect, Food and Drug Administration requirements, Legal Proceedings, 
Law Enforcement, Criminal Activity, Inmates, Military Activity, National Security, and Workers’ 
Compensation. Required Uses and Disclosures: Under the law, we must make disclosures to you and 
when required by the Secretary of the Department of Health and Human Services to investigate or 
determine our compliance with the requirements of Section 164.500.  
 
Other Permitted and Required Uses and Disclosures Will Be Made Only with Your Consent, Authorization 
or Opportunity to Object, unless required by law.  
 
You may revoke this authorization, at any time, in writing, except to the extent that your physician or 
this organization has taken an action in reliance on the use or disclosure indicated in the authorization.  
 



Your Rights: Following is a statement of your rights with respect to your protected health information.  
 
You have the right to inspect and copy your protected health information. Under federal law, however, 
you may not inspect or copy the following records; psychotherapy notes; information compiled in 
reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and 
protected health information that is subject to law that prohibits access to protected health 
information.  
 
You have 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 information for the purposes of treatment, 
payment or healthcare operations. You may also request that any part of your protected health 
information not be disclosed to family members or friends who may be involved in your care or for 
notification purposes as described in this Notice of Privacy Practices. Your request must state the 
specific restriction requested and to whom you want the restriction to apply.  
 
Our organization is not required to agree to a restriction that you may request. If our organization 
believes it is in your best interest to permit use and disclosure of your protected health information, 
your protected health information will not be restricted. You then have the right to use another 
Healthcare Professional.  
 
You have the right to request to receive confidential communications from us by alternative means or at 
an alternative location.  You have the right to obtain a paper copy of this notice from us, upon request, 
even if you have agreed to accept this notice alternatively, e.g., electronically.  
 
You may have the right to have our organization amend your protected health information. If we deny 
your request for amendment, you have the right to file a statement of disagreement with us and we 
may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.  
 
You have the right to receive an accounting of certain disclosures we have made, if any, of your 
protected health information.  
 
We reserve the right to change the terms of this notice and will inform you by mail of any changes. You 
then have the right to object or withdraw as provided in this notice.  
 
Complaints: You may complain to us or to the Secretary of Health and Human Services if you believe 
your privacy rights have been violated by us. You may file a complaint with us by notifying our privacy 
contact of your complaint. We will not retaliate against you for filing a complaint.  
 
We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal 
duties and privacy practices with respect to protected health information, if you have any questions 
concerning or objections to this form, please ask to speak with our President in person or by phone 
at 252‐744‐2426.    
 
Associated companies with whom we may do business, such as an answering service or delivery service, 
are given only enough information to provide the necessary service to you. No medical information is 
provided.  
 



We welcome your comments:  Please feel free to call us if you have any questions about how we protect 
your privacy. Our goal is always to provide you with the highest quality services. 
 
 
 
 
________________________________________ 

Signature of Patient or Personal Representative  

________________________________________ 

Date:  

 
 

 

 

 

 

 

 

 

 

 

 

 

 


