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New Patient Application 

PATIENT INFORMATION 

Last Name First Name M.I. Social Security # 

Address 

Home Telephone Cell Phone Date of Birth 

 

 

Age 

                 

Email:   Yes! Sign me 

up for Genesis 

email updates. 

Consent to Call     Yes    No 
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HISTORY INTAKE 
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PATIENT RESPONSIBILITIES 
• Providing the physician and his/her staff with complete and accurate information concerning your health, including any allergies or 

sensitivities. 

• Providing to your physician a current list of your medications, any over-the-counter products and/or dietary supplements. 

• Providing accurate and complete information regarding present complaints, hospitalizations, and past 

illnesses. 

• Providing the physician and his/her staff with any changes in your medical condition.  

• Following the treatment plan prescribed by your physician. 

• Keeping your appointments with your physician and notifying physician when you are unable to do so.  

• Providing a responsible adult to transport you home from the facility and to remain with you for 24 hours after a procedure 

if required by your physician. 

• Informing your physician if you have a living will, advanced directive, or medical power of attorney that could affect your care. 

• Being considerate of the rights of other patients and clinic personnel.  

• Accepting personal financial responsibility for any charges not covered by your insurance.  

• Personally choose to refuse treatment, but understand you are responsible for your decisions if you do not accept treatment 

or do not follow your physician’s instructions. 

• Changing your physician if you determine it is necessary or requesting a second opinion.  

OUR LEGAL DUTY 
We are required by applicable federal and state law to maintain the privacy of your medical information. We are also 

required to give you this notice about our privacy practices, our legal duties, and your rights concerning your medical 

information. We must follow the privacy practices that are described in this notice while it is in effect. This notice takes 

effect 04/14/2003 and will remain in effect until we replace it. We reserve the right to change our privacy practices and the 

terms of this notice at any time, provided such changes are permitted by applicable law. We reserve the right to make the 

changes in our privacy practices and the new terms of our notice effective for all medical information that we maintain, 
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USES AND DISCLOSURES OF MEDICAL INFORMATION 
We use and disclose medical information about you for treatment, payment, and health care operations. For example:  

Treatment: We may use or disclose your medical information to a physician or other health care provider within our clinics to provide treatment 

to you. We may use or disclose medical information to specialists or other health care providers to whom you have been referred. 

Payment: We may use and disclose your medical information to obtain payment for services we provide to you. We may 

disclose your medical information to another health care provider or entity subject to the federal and state Privacy Rules so  they 

can obtain payment. 

Health Care Operations: We may use and disclose your medical information in connection with our health care operations. These uses are 

necessary to make sure that all our patients receive quality care. 

Some examples are: 

• 
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS           

INFORMATION. PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR MEDICAL INFORMATION IS IMPORTANT TO US. 
    If you have any questions about this notice, please contact our Compliance Officer at: (843) 393-7452 

YOUR RIGHTS REGARDING MEDICAL INFORMATION ABOUT YOU 
Right to Inspect and Copy:  You have the right to look at or get copies of your medical information, with limited exceptions. 

You must make a request in writing to obtain access to your medical information. You may obtain a form to request access by 

using the contact information lis ted at the end of this notice. You may also request access by sending us a letter to the 

address at the end of this notice. As permissible by South Carolina Law, if you request copies, we will charge you a fee for 

copying and postage if you want the copies  mailed to you. Contact us using the information listed at the end of this notice for 

a full explanation of our fee structure. SC Code Ann. Sec. 44 -115-80 

We may deny your request to inspect and copy in very limited circumstances as allowed by law. If you are denied access to you r 

medical information, you may request that the denial be reviewed. Another licensed health care professional chosen by the 

facility will review your request and the denial. The person conducting the review will not be the person who denied your request. 

We will comply with the outcome of the review. 

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed 

your medical information for purposes other than treatment, payment, health care operations, as authorized by you, and for 

certain other activities, since April 14, 2003. You must make a request in writing to request a listing of disclosures. You may 

obtain a form to request the accounting by using the contact information at the end of this notice. If you request this 

accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these 

additional requests. Contact us using the information listed at the end of this notice for a full explanation of our fee stru cture. 

Restriction: You have the right to request that we place certain restrictions on our use or disclosure of your medical 

information. We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (exc ept 

in an emergency). Any agreement to additional restrictions must be in writing. You may obtain a form to request additional 

restrictions on the use or disclosure of your medical information by using the contact information listed at the end of this notice. 

We will not be bound to the restrictions unless our agreement is signed by you and the appropriate facility representative . 

Confidential Communication: You have the right to request that we communicate with you about your medical information by 

alternative means or to alternative locations. For example, you might request that we contact you at work or by mail. You mus t 

make your request in writing. You may obtain a form to request alternative communications by using the contact information 

listed at the end of this notice. We must accommodate your request if it is reasonable, specifies the alternative means or 

location, and provides satisfactory explanation how payments will be handled under the alternative means or location you 

request. 

Amendment: If you feel that medical information, we have about you is incorrect or incomplete, you may ask us to amend the 

information. Your request must be in writing, and it must explain why the information should be amended. You may obtain a 

form to request an amendment by using the contact information listed at the end of this notice. We may deny your request if 

we did not create the information, you want amended and the individual who provided the information remains available or for 

certain other reasons. If we deny your request, we will provide you a written explanation. You may respond with a statement of 

disagreement to be attached to the information you wanted amended. If we accept your request to amend the information, we 

will make reasonable efforts to inform others, including people you name, of the amendment and to include the changes in any 

future disclosures of that information. 

Electronic Notice: If you receive this notice on our website or by electronic mail (e -mail), you are entitled to receive this notice 

in written form. Please contact us using the information listed at the end of this notice to obtain this notice in written fo rm. 

If you want more information about our privacy practices or have questions or concerns, please contact Genesis Healthcare Inc. using the 

information listed at the end of this notice. 

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to 

your medical information or in response to a request you made to amend or restrict the use or disclosure of your medical 

information or to have us communicate with you by alternative means or at alternative locations, you may notify us of your 

concerns by using the contact information listed at the end of this notice. You also may submit a written complaint to the U.S. 

Department of Health and Human Services. We will provide you with the address to file your complaint with the U.S. Department 

of Health and Human Services upon request. We support your right to the privacy of your medical information. We will not retaliate in any 

way if you choose to file a complaint with us or with the U.S. Department of Health and Human Services. 

Contact: COMPLIANCE 

Telephone: 843-393-7452 

Address: 201 Cashua Street, Darlington, SC 29532 

NOTICE OF PRIVACY PRACTICE 

I have received GHC’s Notice of Privacy Practices and agree to the terms regarding the use and disclosure of medical 

information. 

Patient/Patient Authorized Representative Signature:  _____________________________________________  
Patient Name (Print): ________________________________ 

Relationship to Patient if Unable to Sign:  ________________________________ Date: ________________ 
 
 




