COASTAL IMAGING & VASCULAR/Greensboro Radiology
Patient Registration Form (PLEASE PRINT CLEARLY)

Patient's Name:

SSN#:

Date of Birth:

Gender: 0 Male oFemale Language: 1 English U Spanish U Other:

Race: 1 American Indian or Alaska Native U Asian ( Black or African American  Native Hawaiian or Other Pacific Islander  Other

U Unknown  White U Decline to Answer

Ethnicity: U Hispanic or Latino U Not Hispanic or Latino 4 Decline

Mailing Address: City: State: Zip:
Home Phone: Cell Phone: Work Phone:
Occupation: Employer:
E-mail: How Did You Hear About Us?:
Pharmacy Name: Pharmacy Number:
Primary Physician: First Name: Last Name:
Referring Physician: First Name: Last Name:
Responsible Party's Name (if Different from Patient):
First Middle Last
SSN#: Date of Birth:
Street Address: City: State: Zip:
Home Phone: Cell Phone: Work Phone:
Employer: Relationship to Patient:
Primary Insurance Holder: Primary Company:
Secondary Insurance Holder: Secondary Company:
In case of emergency, contact : Relationship to Patient:
Home Phone: Cell Phone: Work Phone:

BILLING POLICY: Iunderstand that I will be billed for any amounts due by me (co-payments/co-insurances/deductibles) and that [ have a financial responsibility to pay
these amounts. [ understand that I will be provided with one (1) statement for any balance due after insurance has processed my charges. I further understand thatif /
in my account being sent to an outside collection service for further actions. I also understand that I will be responsible for any collection, interest or legal expenses
associated with these collection efforts.

®  We are an affiliation of Greensboro Radiology. Greensboro Radiology processes all billing and payments.

® [ hereby authorize the payment of medical benefits to Coastal Imaging & Vascular/Greensboro Radiology for services rendered. I understand that I am
financially responsible for any services not covered by my insurance carrier.

® [ hereby authorize Coastal Imaging & Vascular/Greensboro Radiology to release any medical information necessary to complete and process my insurance
claims.

® [ consent to receive phone calls from or on behalf of Coastal Imaging & Vascular/Greensboro Radiology, including those using automated dialing systems
and/or an artificial or prerecorded voice, which may include, but are not limited to, payment-related communications and messages.

® [ consent to receive text messaging and/or emails from or on behalf of Coastal Imaging & Vascular/Greensboro Radiology, which may include, but not limited
to, payment-related communications and messages. I can follow the prompts to view and pay my statement or opt out of text messaging/email by replying
“STOP” to the text or “Unsubscribe” to the email (which will queue a paper statement.

[ authorize physicians at Coastal Imaging & Vascular/Greensboro Radiology to treat me and use my personal health information for healthcare operations.

Patient's Signature (If patient is a MINOR, must have Responsible Party Signature) Date



HIPAA AUTHORIZATION FORM
Patient Name: DOB: Acct/MRN:

1. Patient Preferred Communications:
| prefer to receive lab/radiology results, billing/financial, future appointment reminders and other matters as
they relate to treatment, payment and healthcare operations to:

(1) Home Number:
(2) Work Number:
(3) Cell Number:
(4)
S

Other:
Email:

Unencrypted Email and Text Message Communications:

It is Coastal Imaging and Vascular Associates policy to send encrypted/secure email. By checking the boxes
below, you are authorizing Coastal Imaging and Vascular Associates to send email and/or text messages in
an unencrypted format. Information sent in an unencrypted manner increases the risk of unauthorized access
and disclosure.

o | would like to receive unencrypted email. Email Address: for:

o Appointment Reminders o Breach Notification o Billing/Financial o Medical

o | would like to receive unencrypted text messages. Text Number: for:

o Billing/Financial

2. Personal Representatives: A Personal Representative has the authority to make healthcare decisions on
your behalf. Please list any Personal Representatives:

Name: Name:
Address: Address:
Name: Name:
Address: Address:

3. Uses and Disclosures:

l, , authorize Coastal Imaging and Vascular Associates to
dlsclose my health information to the Personal Representatlves if any, listed above. | understand that the
information in my health record may include information relating to sexually transmitted disease, acquired
immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information
about behavioral or mental health services, and treatment for alcohol and drug abuse.




4. Requested Restrictions: (You have a right to request restrictions on specific uses and
disclosures of protected PHI, as well as to request confidential communications in certain
circumstances). Please list below:

5. Authorization Statements/Signatures:

1. l'understand that | have a right to revoke this authorization at any time. | understand that if | revoke this
authorization, | must do so in writing and present my written revocation to a staff member. | understand
that the revocation will not apply to information that has already been released in response to this
authorization.

2. Unless | specify differently below, this authorization will remain in effect until revoked by me.
| would like to this authorization to expire:

3. lunderstand that Coastal Imaging and Vascular Associates will not condition the provision of treatment or
payment on the provision of this authorization.

Signature of Patient or Personal Representative Date

Print Name

Personal Representative’s Title (e.g., Guardian, Executor of Estate, Health Care Power of Attorney

Office Use Onl

Revocation

Date Revoked:

Initials of Privacy Officer:

Radiology Partners-HIPAA Authorization Form



Coastal Imaging and Vascular Associates/GREENSBORO RADIOLOGY
RADIOLOGY PARTNERS

ACKNOWLEDGEMENT OF RECEIPT
OF NOTICE OF PRIVACY PRACTICES

By signing below, you are acknowledging that you have received a copy of the Notice of Privacy Practices.

Patient’s Printed Name DOB

Patient's or Authorized Personal Representative's Signature Date

Office Staff Use Only

Indicate why a sign acknowledgement could not be obtained:

The patient refused to sign this form.

Emergency situation prevented our practice from obtaining the patient's signature.

The NPP was mailed or emailed to the patient per request.

Mailing Address Date mailed:

Email Address: Date emailed:

Other Reasons:

Employee's Printed Name Employee's Signature

Date:




Radiology Partners

Coastal Imaging and Vascular Associates
1165 Cedar Point Blvd, Suite |

Cedar Point, NC 28584

PHONE: 910-353-3759 FAX: 252-393-1076
www.coastalradiology.com

REQUEST FOR ACCESS TO PROTECTED HEALTH INFORMATION

Patient Name: DOB:

Address:

City, State, Zip:

Home Phone: Work Phone:

Provider to Release my PHI:

| hereby request a copy of my PHI to be released to Coastal Imaging and Vascular as specified below:
e Mammograms w/Radiology Reports (specify dates):

e Other Diagnostic Studies w/Radiology Reports (exam names and specify dates):

e Other as listed:

Send my PHI to:

e Electronic Medical Image Share and Exchange:
PowerShare: Coastal Radiology Associates, PLLC
722 Newman Rd,
New Bern, NC 28562 Phone: 252-633-5057 Fax 252-633-0084

¢ Mail Films/CDs to:
Coastal Imaging and Vascular Associates
1165 Cedar Point Blvd, Suite |
Cedar Point, NC 28584 Phone: 910-353-3759 Fax: 252-393-1076

Signature of Patient or Personal Representative Date
*Description of Personal Representative’s Authority (attach necessary documentation)



Coastal Radiology Associates / Greensboro Radiology
RADIOLOGY PARTNERS
NON-DISCRIMINATION NOTICE & ACKNOWLEDGEMENT

Discrimination is Against the Law
Coastal Radiology complies with applicable Federal civil rights laws and does not discriminate based on race, color,
national origin, age, disability, or sex (consistent with the scope of sex discrimination described at 45 CFR §
92.101(a)(2)). Coastal Radiology Associates does not exclude people or treat them less favorably because of race, color,
national origin, age, disability, or sex.
Coastal Radiology Associates:
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 formations (large print, audio, accessible electronic formations, etc.)
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
Stevie Roadman at stevie.roadman@radpartners.com or 252-633-5057x5018.
If you believe Coastal Radiology Associates has failed to provide these services or has discriminated in another way
based on race, color, national origin, sex, age, or disability, you can file a grievance with the Compliance Office:
e Email: compliance@radpartners.com
e Compliance Hotline: 844-754-3344 or https://radpartners.mycompliancereport.com/

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Stevie Roadman is
available to help you.
You can also file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights:

e Electronically: https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf

e Mail: US Department of Health & Human Services, 200 Independence Ave, SW — 509F, Washington DC, 20201

Visit www.coastalradiology.com to review this Non-Discrimination notice online.
By signing below, you are acknowledging that you have read and receive a copy of this Non-Discrimination Notice.

Patient’s Printed Name DOB

Signature of Patient/Authorized Representative Date


mailto:stevie.roadman@radpartners.com
mailto:compliance@radpartners.com
https://radpartners.mycompliancereport.com/
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