
4226 Hartley Bridge Road Suite 103 

Macon, GA 31216 

Ph: 478-788-8599  Fx: 478-788-7237 

Patient Name:            Date of Birth:      

SOCIAL SECURITY NUMBER:    -  -   

Marital Status: □ Single  □ Married □ Divorced □ Widowed □ Partner   

Ethnicity:  □ Asian  □ Caucasian □ Hispanic □ African American □ Other:    

Address:  Street      City    State    ZIP     

CELL PHONE:        HOME PHOINE:        

EMAIL:         

EMPLOYER:        EMPLOYER PHONE NUMBER:      

DO YOU HAVE HEALTH INSURANCE:   YES   NO 

INSURANCE INFORMATION 

PRIMARY INSURANCE COMPANY:            

POLICY HOLDER’S NAME:        DOB:      

POLICY HOLDER’S EMPLOYER            

POLICY HOLDER’S SOCIAL SECURITY NUMBER:    -  -   

 

SECONDARY INSURANCE COMPANY:           

POLICY HOLDER’S NAME:         DOB:      

POLICY HOLDER’S EMPLOYER:            

EMERGENCY CONTACT 

NAME:        RELATION TO PATIENT:      

CELL PHONE #       OTHER PHONE #       

The above information is true to the best of my knowledge. I authorize my insurance benefits to be paid di-

rectly to the physician. I understand that I am financially responsible for any balance. I also authorize Dr. 

Scarborough or my insurance company to release any information required to process my claims. 

Patient/Guardian Signature      Date:       



PERSONAL HEALTH INFORMATION (PHI)  

 

I grant permission to Dr Scarborough and /or Scarborough Family Medicine to allow the fol-

lowing people to have access to my medical (clinical) and or accounting information.  

 

I understand that I may revoke this consent at any time by completing a new consent form.  

 

LIST BELOW THE NAMES OF FAMILY OR FRIENDS AND PHONE NUMBERS IF KNOWN THAT 

YOU ALLOW US TO SPEAK WITH ABOUT YOUR MEDICAL AND/OR ACCOUNT INFORMATION. 

(PLEASE PRINT)  

 

1.      Relationship:    PHONE:    

2.      Relationship:    PHONE:    

3.      Relationship:    PHONE:    

4.      Relationship:    PHONE:    

5.      Relationship:    PHONE:    

6.      Relationship:    PHONE:    

 

PATIENT NAME:       DATE:       

 

PATIENT/GUARDIAN         

 

I grant Scarborough Family Medicine permission to leave messages on my Home/Cell Phone number.  

Signature:       Phone Number:       



 

NAME:           TODAY’S DATE:       

MEDICATION ALLERGIES:         DOB:    AGE:    

OTHER ALLERGIES:         LMP:      

MEDICAL HISTORY:  

(Circle all that apply)  

HIGH BLOOD PRESSURE    STENTS 

CHOLESTEROL    THYROID    PCOS 

DIABETES    REFLUX      INSOMNIA 

HEARTBURN     CONSTIPATION   

MENOPAUSE    SLEEP APNEA      

DEPRESSION    ANXIETY  ANEMIA  

PEPTIC ULCER DISEASE  

COLON POLYPS     ARTHRITIS   

LUPUS   RHEUMATOID ARTHRITIIS   

PSORIASIS      

OTHER NOT LISTED: 

   

   

    

PLEASE LIST SURGERIES / YEAR  

        

        

        

         

Colonoscopy    Endoscopy    

Heart Cath    Stress Test     

Mammo    PAP      

EYE Exam    Bone Density     

LIFESTYLE: 

Tobacco products ?  YES   NO 

ALCOHOL?  YES    NO 

RECREATIONAL DRUGS?  YES    NO 

Marijuana    Cocaine   Opioids   

Other  

How often do you exercise per 

week?      

How often do you eat out per 

week?      

Who live in your household?  

    

Single     Married      Partner 

Heterosexual   Homosexual   

Bisexual  

WHAT MEDICAL ISSUES DO YOU WANT TO 

DISCUSS TODAY?  

1.  ___________________________________ 

2. ___________________________________ 

3. ___________________________________ 

FAMILY MEMBER AGE Medical Problems  

DAD   

MOM   

Paternal Grandfather    

Paternal Grandmother   

Maternal Grandfather    

Maternal Grandmother   

Paternal Uncle/Aunt   

Maternal Uncle/Aunt   

Siblings 

 

  

4226 Hartley Bridge Road  Suite 103 
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Ph: 478-788-8599     Fax: 478-788-7237  



MEDICATION NAME or SUPPLEMENT DOSAGE HOW MANY TIMES PER DAY 
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Scarborough Family Medicine utilizes electronic medical records to track medical history. A 

medication history is a list of prescription medicines that we or other doctors have pre-

scribed for you. This list is collected from several sources, including your pharmacy and your 

health insurance. 

An accurate medication history is very important to help us treat you and to avoid potentially 

dangerous drug interactions. By signing this consent form you give us permission to collect 

information, and give your pharmacy and your health insurance permission to give us infor-

mation about your prescriptions that have been filled at any pharmacy or covered by any 

health insurance plan. This includes prescription medicines to treat AIDS/HIV and medicines 

used to treat mental health conditions, such as depression. This information will become 

part of your electronic medical record, should your provider feel it is important to your medi-

cal care. 

This medication history is a useful guide, but it may not be complete. Some pharmacies do 

not make drug history available to us, and the drug history might not include drugs that you 

purchased without using your health insurance. Your medication history might not include 

over the counter medicines, supplements or herbal remedies. It is still very important for us 

to take the time to discuss everything you are taking, and for you to tell us about any errors 

in your medication history. 

 

  I GRANT  permission for Scarborough Family Medicine (SFM) to obtain my medication 
  history from my pharmacy, my health insurance and my other healthcare providers. 

  I DO NOT grant permission for SFM to obtain my medication history from my pharma-
  cy, my health insurance and my other healthcare providers. 

 

PRINTED NAME: _____________________________  DATE: _________________________  

SIGNATURE ________________________________________________________________  

RELATIONSHIP TO PATIENT: ____________________________________________________ 

CONSENT TO OBTAIN MEDICAL HISTORY 



NOTICE TO PATIENTS 

Lab Specimens and blood work are sent to outside labs for processing. It is YOUR 

RESPONSIBILITY to understand your health insurance policy and know the lab fa-

cilities that are contracted with your Insurance Company. If you do not know this 

information, call the customer service number on the back of your insurance card 

and they will be able to assist you. 

 

It is not our responsibility to know which Lab is in network for your insurance. 

 

Before any Lab work is done in our Facility you must select a Lab. 

If you do not select a Lab, YOUR LABS WILL NOT BE PROCESSED. 

 

CALL NOW to find out where YOUR labs need to be processed. This will allow your 

office visit to go by faster!  

 

THANK YOU! 

 

Dr. Scarborough participates with the following Labs. 

Circle the one that applies to you: 

 

 QUEST   NAVICENT (MCCG)   LABCORP 

 

Signature: ________________________________Date:      



Thank you for choosing us as your primary care provider. We are committed to providing you with quality and affordable health 

care. Please read the payment policy, ask any questions you may have, and sign in the space provided. A copy will be provided to 

you upon request. 

Insurance. It is your responsibility to ensure Scarborough Family Medicine is in your covered network. If you are not insured by a 

plan we do business with you will be considered a self-pay patient and payment in full is expected at each visit. If you do not have 

an up-to-date insurance card, payment in full at each visit is required until we can verify your coverage. Knowing your insurance 

benefits is your responsibility. Please contact your insurance company with any questions you may have regarding your insurance 

coverage. 

Co-Payments and Deductibles. Payments of co-pays, co-insurance, and deductibles are part of your contract with your insurance 

company and are required per our agreement to accept your plan. Please help us in upholding the law by paying your copayment 

at each appointment. 

Non-Covered Services. Please be aware that some services may not be considered reasonable or necessary by your insurance. You 

will be responsible for these services in full at the time of the visit. 

Proof of Insurance. We must obtain a copy of your driver's license and current valid insurance card to provide proof of insurance. If 

you fail to provide us with the correct insurance information upon registration, you will be responsible for the balance of any un-

paid claim. 

Claim Submission. We will submit your claims and assist you in any reasonable way to help get your claims paid. Your Insurance 

company may need you to supply certain information directly. It is your responsibility to comply with their request. Please be 

aware that the balance of you claim is your responsibility whether or not your insurance company pays your claim. Your insurance 

benefit is a contract between you and your insurance company. 

Coverage Changes. If your insurance changes, please notify us before your next visit so that we can make the appropriate changes 

to help you receive your maximum benefits. If you insurance company does not pay your claim within 45 days, the balance will be 

automatically billed to you. 

Non-Payment. If your account is over 90 days past due, you will receive a letter stating you have 7 days to pay your account in full. 

Please be aware that if a balance remains unpaid, we may refer your account to a collection agency. 

Missed Appointments. Our office will call and text with reminders of your scheduled appointment. To cancel or reschedule your 

appointment we require 24-hour advance notice (we understand emergency situations occur). Canceling an appointment less than 

24 hours (one business day) in advance will incur a “no show” fee of $50.  

Prescription Charges. Occasionally prescriptions are called to your pharmacy when not in conjunction or related to the previous 

appointment. Should the physician agree to call the pharmacy or write out a prescription, a $25 prescription charge may apply. This 

will be your responsibility. Please request all refills at your regularly scheduled visits. 

 Administrative fees: 

 FMLA Paperwork: $50.00   Prior Authorization: $25.00 

 No-Show Fee:  $50.00   Prescription:   $25.00 

Our practice is committed to providing the best care to our patients. Our prices are comparable with the other customary charges 

in our area.  Thank you for understanding our payment policy. Please let us know if you have any questions or concerns. 

I HAVE READ AND UNDERSTAND THE GUIDELINES OUTLINED ABOVE AND WILL ABIDE BY ITS GUIDELINES. 

Patient NAME:       Pt. SIGNATURE:        

       Guardian SIGNATURE:        

SCARBOROUGH FAMILY MEDICINE PAYMENT POLICY  



 

 

 

 

(For use and disclosure of Protected Health Information for treatment, payment or healthcare operations) 

I understand that as part of my healthcare, The Practice originates and maintains health records describing 

my health history, symptoms, examination and test results, diagnosis, treatment, and any plans for future 

care and treatment. I also understand this information serves as: 

• A basis for planning my care and treatment 

• A means of communication among the health professionals who contribute to my care 

• A source of information for applying my diagnosis and health information to my bill 

• A means by which a third party payer can verify that services billed were actually provided 

• A tool for routine healthcare operations (ex. assessing quality and reviewing the competence of 

healthcare professionals) 

I understand that I have been provided with a NOTICE OF INFORMATION PRACTICES that provides a more 

complete description of information uses and disclosures.  

I understand that I have the right to review the notice prior to signing this consent.  

I understand that the Practices reserves the right to change their notice and practices, and prior to imple-

mentation, will mail a copy of any revised notice to the address that I have provided if there is a need to dis-

close any protected health information.  

I also understand that I have the right to restrict as to how my health information may be used or disclosed 

to carry out treatment, payment or healthcare operation and that the Practices are not required to agree 

with the restrictions I request.  

I understand that I may revoke this consent in writing, except to the extent that the Practice has already tak-

en action in reliance there on. 

With this consent, the Practice may call or mail to my home or any other designated location, or send a mes-

sage through the web portal.  The Practice may leave a message on voicemail, or in person, in reference to 

any items that assist the practice in carrying out treatment, payment, for healthcare operations, such as ap-

pointment reminders, insurance items and any call pertaining to my clinical care including laboratory results 

among others. 

 

PT SIGNATURE:        DATE: ____________________ 

4226 Hartley Bridge Road  Suite 103 
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I HEREBY AUTHORIZE RELEASE OF THE INDICATED INFORMATION FROM MY PERSONAL HEALTH RECORD TO  

SCARBOROUGH FAMILY MEDICINE. 

 

PATIENT:        DOB:        

ADDRESS:       CITY:    STATE:   ZIP:   

 

Records being requested from: 

Dr.       Phone #:     Fax #:      

Dr.       Phone #:     Fax #:      

Dr.       Phone #:     Fax #:      

Dr.       Phone #:     Fax #:      

 

SIGNED:      (CIRCLE IF PARENT/GUARDIAN OF PATIENT) 

DATE:       NAME OF PARENT/GUARDIAN     

 

I HEREBY SPECIFY THAT THIS AUTHORIZATION EXTENDS TO COVER RELEASE OF INFORMATION RELATED TO HIV TEST-

ING, THE RESULTS OF TESTING, COUNSELLING, AND/OR TREATMENT OF AIDS, AIDS RELATED COMPLEX OR RELATED 

CONDITIONS. 

SIGNED:        DATE:       

 

I HEREBY SPECIFY THAT THIS AUTHORIZATION EXTENDS TO COVER RELEASE OF INFORMATION RELATED TO PSYCHI-

ATRIC AND/OR DRUG AND ALCOHOL ABUSE TREATMENT INFORMATION. 

SIGNED:        DATE:       

 

THIS AUTHORIZATION IS NOT VALID IF PRESENTED MORE THAN 90 DAYS AFTER DATE SIGNED.  

INFORMATION TO BE RELEASED TO :  

SCARBOROUGH FAMILY MEDICINE 

4226 Hartley Bridge Rd  Suite 103 

Macon, GA  31216 

Phone (478) 788-8599   Fax (478) 788-7237 


