
 

Masonboro Urgent Care, PC 

6132 Carolina Beach Rd., Suite 8 ♦ Wilmington, NC 28412   REGISTRATION FORM 

Phone (910) 794-4947 ♦ Fax (910)794-4943 

(PLEASE PRINT) 

 

Today's Date: ____/____/______            Your Primary Pharmacy: _____________________________ 

 

PATIENT INFORMATION 
                                                                    Social Security #________________________ 

 

Patient's First Name_______________________________ MI______ Last Name _________________________________ 

 

Mailing Address: _____________________________________________________________________________________   

 

City: ___________________________________________________________ State: _________ Zip: ________________ 

 

 Birth Date: ______/______/______   Age: _____      Sex:  Male Female             Married□ Single□ Divorced□ Widow□ 

 

Home Phone: (    ) _____________________________ Cell Phone: (    ) ___________________________________ 

 

E-mail address: _____________________________________________________________________________________ 

 

Employer_____________________________________________________ Employer Phone: (    ) __________________ 

 

Please check one:  White ____ African American ____ Hispanic/Latino ____ Other ______________________________ 

 

 

Please check all that apply: 

Responsible Party _____ Legal Guardian _____ Healthcare Proxy _____ Primary Caregiver_____ 

 
Name _____________________________________________________________________ Relation ________________ 

 

Address_______________________________________________________________Home Phone __________________ 

 

Social Security Number______________________________ Date of Birth______________________________________  

 

INSURANCE INFORMATION  

(PLEASE GIVE YOUR INSURANCE CARD TO THE RECEPTIONIST) 

 

Please Indicate Primary Insurance:   United Health Care   BCBS State    BCBS Federal   BCBS HMO      Aetna    Medcost  

 Medicare    Medicaid   Other:__________________________________________________________ 

 

Policy Holder Name: ______________________________________& Social Security #:___________________________ 

 

Policy Holder Birth Date: ____/____/______    Policy #:______________________________ Group #:_______________ 

 

Patient's Relationship to Policy Holder:  Self   Spouse   Child   Other:____________________________________ 

 

IN CASE OF EMERGENCY 

 

Name of Local Friend or Relative (not living at the same address):______________________ Relationship: ___________ 

 

Phone Number: (    ) ______________________   Alternative Phone Number:___________________________________ 

 

 

X__________________________________________________ _________________________________________ 

                PATIENT OR GUARDIAN SIGNATURE                        DATE 

 

 

How did you learn about our clinic?   Dr. _____________________________________________  Insurance Plan 

 Hospital    Friend   Web Search   Phone Book  Website   TV Add  Newspaper   Billboard  Flyer Magazine 

Add   Mailing     Magnet  Other: (be specific) __________________________________________   

 



 

 

      BRIEF HISTORY 

In an effort to serve you better, we request that you provide us with the following information. We need this to give you the best care and treatment 

possible. All information will be held strictly confidential and will be released only with your written consent. 

 

Age __________ Sex __________ Date ______________________ Primary Care Physician____________________________________________ 

 

 

Last name__________________________________________________ First name ________________________________MI _______ 

 

    PAST MEDICAL HISTORY (Circle any that apply to you) 

ADD      COPD                       Hypertension       Mental Disorder          

ADHD                   Chronic Ear Infection            Headaches                                   Muscle Disorder  

Aids/HIV     Dementia          Heart Disease                                  -Joint Disorder  

Anxiety                    Depression                            Hypercholesterolemia                     -Bone Disorder 

Atrial Fib 427.31     Dizziness                               Hyperthyroidism                            Obesity 

Ataxia 438.84           Diabetes                      Hypothyroidism                      Osteoporosis  

Anemia      Diverticulitis        Infertility                     Ovarian Cancer 

Arthritis                    Erectile Dysfunction       Kidney disease       Prostate Cancer 

Blood Diseases     Eating Disorder        Kidney stones                                   Prostate Problems 

Breast Cancer     Eczema         Liver Disease       Reflux/GERD 

Breast Problem     Endometriosis        Manic Depression                            Seizures/Epilepsy   

Coronary Artery Disease     Fatigue                     Menopausal Disorder                     Venereal Disease 

Congestive Heart Failure    Fibromyalgia        Migraine Headaches                        Skin Problems 

Concussion                           Gout                                       Meniere’s Disease                           Stroke 

Cancer                                  Chickenpox                            Measles                                            Sexually Transmitted Disease 

Emphysema                          Vision/Eye Problems             Varicosities                                     Upper Respiratory Infection  

Specify Disease or Problem you have if  not listed above:  

   

SERIOUS ILLNESSES/OPERATIONS: Please list the names and dates of the operations you have had.     ______ NONE 

Year  Hospital/Clinic   Description 

   

   

   

   

 

DRUGS: Please list all drugs you take and their 

DRUGS DOSAGE DRUG DOSAGE 

    

    

    

    

 

ALLERGIES: Please list type and their reaction. 

Name of Drug Reaction Name of Drug Reaction 

    

    

    

    

 

FEMALES ONLY: Are you pregnant?     YES        NO           Have You Ever Had a Blood Transfusion? YES       NO     

                    If yes, Approximate Date: ____/____/______ 

HEALTH HABITS: Please describe 
Caffeine  _________________ Tobacco  ________________      Drugs________________    Alcohol______________ 
I certify that the above information is correct to the best of my knowledge; I will not hold my physician or any members of his/her staff 

responsible for any errors or omissions that I have made in completion of this form. 

________________________________________________________________________ _________________________ 

                            Signature of Patient/Guardian                                Date 

 



 

 

Masonboro Urgent Care PC 

6132 Carolina Beach Rd. Suite 8 

Wilmington, NC  28412 

Phone (910) 794-4947 * Fax (910) 794-4943 

 

Medical Record/Information Release Form 

 

Patient Name: ______________________________________________________________ 
 
Social Security_________________              Date of Birth_______________ 
 
 
I, _______________________________, give my permission to Masonboro Urgent Care to: 

 

 Leave message on my answering machine at home.        □yes □no 

 Consent to text.                                                                        □yes □no 

 Leave message on my cell phone.                                         □yes □no 
 Leave a message at my place of employment.                    □yes □no 
 Receive automated text alerts from our practice.           □yes □no                          
 Mail lab/pathology result to my home address.                     □yes □no 
 Would like to receive office summaries and test 

results via patient portal. (see receptionist)                                  □yes □no 
 Send automated reminder phone call or emails.                  □yes □no 
 Send a summary of care to my Primary Care Provider.       □yes □no 
 Obtain last 13 months of medication history from  

my insurance carrier and/or pharmacy.                    □yes □no  
 
Verify  
Address: _________________________________________________ 
              __________________________________________________  
Phone:   __________________________________________________ 
Email:    __________________________________________________ 

 

*Discuss my medical condition with any member of my household.  □ yes □ no      

    If yes,        Name: __________________________________________ 
                      Relationship: _____________________________________ 
                      Name: __________________________________________ 
                      Relationship:  _____________________________________ 
 
 

 
Signature of patient or responsible party: 

 
x____________________________________________________ 

 



 
 

Masonboro Urgent Care PC 
6132 Carolina Beach Rd. Suite 8 

Wilmington, NC  28412 

Phone (910) 794-4947 * Fax (910) 794-4943 

 

Signature on File 

 
1- I authorize use of this form on all my insurance submissions. 
2- I authorize release of information to all my insurance carriers. 
3- I understand that I am responsible for my bill. 
4- I authorize my doctor to act as my agent in helping me obtain payment from my insurance carriers. 
5- I authorize payment directly to my doctor. 
6- I permit a copy of this authorization to be used in place of the original. 

 

Insurance 

 
We will assist you in filing claims in every reasonable way, but please remember that your insurance 
represents a contract between you (or your employer) and a health insurance company. We will always 
look to you in our dealings and ask you to deal on your own behalf in disputes with your insurance carrier. 
 
Please be sure to provide us with complete details regarding your coverage and filing requirements and 
advise us of any changes. Your cooperation is necessary in filing claims for you. 
 
We will do everything possible to assure that you receive full benefits from your insurance policy, but, if for 
some reason your insurance company has not paid their portion within 60 days from the start of treatment, 
you are responsible for payment at that time. Any balance remaining due after insurance has been 
received will be billed and due within thirty (30) days. 
 
 
 

Patient Name: ________________________________________ 

 

Signature of patient or responsible party: 

 

 
 

 

 

 

 

 

 

 

 



 

 

 

 

Masonboro Urgent Care PC 
6132 Carolina Beach Rd. Suite 8   

Wilmington, NC 28412 

Phone (910) 794-4947 FAX (910) 794-4947 

Mitch D. Meyer, M.D.                            Anthony Gore, PA-C 

 

RECEIPT OF NOTICE OF PRIVACY PRACTICES 

WRITTEN ACKNOWLEDGEMENT 
 

 

I, ________________________________________________, have received a copy of the Notice of 

                                   Patient's Name 

 

Privacy Practices from the medical office indicated above. 

 

 

 

____________________________________________         _________________________________ 

                    Signature of Patient/Guardian                                                       Date 

 

 

 

 

FOR OFFICE USE ONLY 

 

We were unable to obtain a written acknowledgment of receipt of the Notice of Privacy Practices because: 

 

 An Emergency existed and a signature was not possible at the time. 

 

 The individual refused to sign. 

 

 A copy was mailed with a request for a signature by return mail. 

 

 Unable to communicate with the patient for the following reason: 

 

 __________________________________________________________________________ 

 

 Other: _____________________________________________________________________ 

 

 __________________________________________________________________________ 

 

   Prepared by:___________________________________________ 

 

   Signature:   ____________________________________________ 

 

   Date:           ____________________________________________ 
ReceiptforPrivacyPractices2010 

 

 

 

 



 

Masonboro Urgent Care 

Notice of Privacy Practices 

  

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.  

 

If you have any questions about this Notice please contact the Privacy Officer at 910-794-4947. 

 

Effective Date: March 28, 2010                       Revised: September 16, 2013 

 

 

We are committed to protect the privacy of your personal health information (PHI). 

 

This Notice of Privacy Practices (Notice) describes how we may use within our practice or network and disclose (share outside of our practice or 

network) your PHI to carry out treatment, payment or health care operations. We may also share your information for other purposes that are 

permitted or required by law. This Notice also describes your rights to access and control your PHI.  

 

We are required by law to maintain the privacy of your PHI.  We will follow the terms outlined in this Notice.  

 

We may change our Notice, at any time. Any changes will apply to all PHI. Upon your request, we will provide you with any revised Notice by: 

 

 Posting the new Notice in our office. 

 If requested, making copies of the new Notice available in our office or by mail. 

 Posting the revised Notice on our website: Masonboro Urgent Care.com 

 

Uses and Disclosures of Protected Health Information 

 

We may use or disclose (share) your PHI to provide health care treatment for you.  

 

Your PHI may be used and disclosed by your physician, 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.  

 

EXAMPLE: Your PHI may be provided to a physician to whom you have been referred for evaluation to ensure that the physician has the 

necessary information to diagnose or treat you. We may also share your PHI from time-to-time to another physician or health care provider 

(e.g., a specialist or laboratory) who, at the request of your physician, becomes involved in your care by providing assistance with your 

health care diagnosis or treatment to your physician.  

 

We may also share your PHI with people outside of our practice that may provide medical care for you such as home health agencies. 

 

We may use and disclose your PHI to obtain payment for services.  We may provide your PHI to others in order to bill or collect payment for 

services. There may be services for which we share information with your health plan to determine if the service will be paid for. 

 

PHI may be shared with the following: 

 

 Billing companies 

 Insurance companies, health plans 

 Government agencies in order to assist with qualification of benefits 

 Collection agencies 

 

EXAMPLE: You are seen at our practice for a procedure. We will need to provide a listing of services such as x-rays to your insurance company 

so that we can get paid for the procedure. We may at times contact your health care plan to receive approval PRIOR to performing certain 

procedures to ensure the services will be paid for. This will require sharing of your PHI.  

 

We may use or disclose, as-needed, your PHI in order to support the business activities of this practice which are called health care 

operations.  

 

EXAMPLES: 

 

 Training students, other health care providers, or ancillary staff such as billing personnel to help them learn or improve their skills. 

 Quality improvement processes which look at delivery of health care and for improvement in processes which will provide safer, more 

effective care for you. 

 Use of information to assist in resolving problems or complaints within the practice. 

 

 

 

 

 

 

 

 



 

 

 

We may use and disclosure your PHI in other situations without your permission: 

 If required by law: The use or disclosure will be made in compliance with the law and will be limited to the relevant requirements of 

the law. For example, we may be required to report gunshot wounds or suspected abuse or neglect. 

 Public health activities: The disclosure will be made for the purpose of controlling disease, injury or disability and only to public 

health authorities permitted by law to collect or receive information. We may also notify individuals who may have been exposed to a 

disease or may be at risk of contracting or spreading a disease or condition. 

 Health oversight agencies: We may disclose protected health information to a health oversight agency for activities authorized by law, 

such as audits, investigations, and inspections. Oversight agencies seeking this information include government agencies that oversee 

the health care system, government benefit programs, other government regulatory programs and civil rights laws.  

 Legal proceedings: To assist in any legal proceeding or in response to a court order, in certain conditions in response to a subpoena, or 

other lawful process. 

 Police or other law enforcement purposes: The release of PHI will meet all applicable legal requirements for release. 

 Coroners, funeral directors: We may disclose protected health information to a coroner or medical examiner for identification 

purposes, determining cause of death or for the coroner or medical examiner to perform other duties authorized by law 

 Medical research: We may disclose your protected health information to researchers when their research has been approved by an 

institutional review board that has reviewed the research proposal and established protocols to ensure the privacy of your protected 

health information. 

 Special government purposes: Information may be shared for national security purposes, or if you are a member of the military, to the 

military under limited circumstances. 

 Correctional institutions: Information may be shared if you are an inmate or under custody of law which is necessary for your health 

or the health and safety of other individuals. 

 Workers’ Compensation: Your protected health information may be disclosed by us as authorized to comply with workers’ 

compensation laws and other similar legally-established programs.  

  

Other uses and disclosures of your health information. 

 

Business Associates: Some services are provided through the use of contracted entities called “business associates”. We will always release 

only the minimum amount of PHI necessary so that the business associate can perform the identified services. We require the business 

associate(s) to appropriately safeguard your information. Examples of business associates include billing companies or transcription 

services. 

 

Health Information Exchange: We may make your health information available electronically to other healthcare providers outside of our 

facility who are involved in your care.  

 

Treatment alternatives: We may provide you notice of treatment options or other health related services that may improve your overall 

health. 

 

Appointment reminders: We may contact you as a reminder about upcoming appointments or treatment.  

 

We may use or disclose your PHI in the following situations UNLESS you object. 

 

 We may share your information with friends or family members, or other persons directly identified by you at the level they are 

involved in your care or payment of services. If you are not present or able to agree/object, the healthcare provider using professional 

judgment will determine if it is in your best interest to share the information. For example, we may discuss post procedure instructions 

with the person who drove you to the facility unless you tell us specifically not to share the information. 

 We may use or disclose protected health information to notify or assist in notifying a family member, personal representative or any 

other person that is responsible for your care of your location, general condition or death. 

 We may use or disclose your protected health information to an authorized public or private entity to assist in disaster relief efforts.  

 

The following uses and disclosures of PHI require your written authorization: 

 

 Marketing 

 Disclosures of for any purposes which require the sale of your information 

 Release of psychotherapy notes: Psychotherapy notes are notes by a mental health professional for the purpose of documenting a 

conversation during a private session. This session could be with an individual or with a group. These notes are kept separate 

from the rest of the medical record and do not include: medications and how they affect you, start and stop time of counseling 

sessions, types of treatments provided, results of tests, diagnosis, treatment plan, symptoms, prognosis. 

 

All other uses and disclosures not recorded in this Notice will require a written authorization from you or your personal representative. 

 

Written authorization simply explains how you want your information used and disclosed. Your written authorization may be revoked at any time, in 

writing. Except to the extent that your doctor or this practice has used or released information based on the direction provided in the authorization, no 

further use or disclosure will occur. 

 

 

 

 

 

 



 

 

 

Your Privacy Rights  
 

You have certain rights related to your protected health information. All requests to exercise your rights must be made in writing using a Medical 

Release of Information form. This form can be obtained from and given back to the receptionist.  

 

You have the right to see and obtain a copy of your protected health information.  
 

This means you may inspect and obtain a copy of protected health information about you that is contained in a designated record set for as 

long as we maintain the protected health information. If requested we will provide you a copy of your records in an electronic format. 

There are some exceptions to records which may be copied and the request may be denied. We may charge you a reasonable cost based fee 

for a copy of the records.    

 

You have the right to request a restriction of your protected health information.  
 

You may request for this practice not to use or disclose any part of your protected health information for the purposes of treatment, 

payment or healthcare operations. We are not required to agree with these requests. If we agree to a restriction request we will honor the 

restriction request unless the information is needed to provide emergency treatment. 

 

There is one exception: we must accept a restriction request to restrict disclosure of information to a health plan if you pay out of pocket 

in full for a service or product unless it is otherwise required by law. 

 

 

You have the right to request for us to communicate in different ways or in different locations.  
 

We will agree to reasonable requests. We may also request alternative address or other method of contact such as mailing information to a 

post office box. We will not ask for an explanation from you about the request. 

 

You may have the right to request an amendment of your health information.  
 

You may request an amendment of your health information if you feel that the information is not correct along with an explanation of the 

reason for the request. In certain cases, we may deny your request for an amendment at which time you will have an opportunity to 

disagree. 

 

You have the right to a list of people or organizations who have received your health information from us.  
This right applies to disclosures for purposes other than treatment, payment or healthcare operations. You have the right to obtain a listing 

of these disclosures that occurred after April 14, 2003. You may request them for the previous six years or a shorter timeframe. If you 

request more than one list within a 12 month period you may be charged a reasonable fee.  

 

Additional Privacy Rights 

 

 You have the right to obtain a paper copy of this notice from us, upon request. We will provide you a copy of this Notice the first day 

we treat you at our facility. In an emergency situation we will give you this Notice as soon as possible. 

 You have a right to receive notification of any breach of your protected health information. 

 

Complaints  
 

If you think we have violated your rights or you have a complaint about our privacy practices you can contact: 

 

Privacy Officer at Masonboro Urgent Care, 6132 Carolina Beach Road, Suite 8, Wilmington, NC 28412 

 

You may also complain to the United States Secretary of Health and Human Services if you believe your privacy rights have been violated by us. 

  

If you file a complaint we will not retaliate against you for filing a complaint.  

 

This notice was published and becomes effective on March 28, 2010, amended September 16, 2013. 

 

 

 


