
 
 
 
 

RECORDS RELEASE FORM 
 
 
I, _______________________________, authorize Table Rock Family Medicine to obtain and / or 
release my medical information from / to the persons listed below. I understand and agree that my 
medical records may be release by facsimile (fax) if necessary. 
 
Send records to: 
 
Name: ___________________________________________________________________________ 
Address: _________________________________________________________________________ 
 
Name: ___________________________________________________________________________ 
Address: _________________________________________________________________________ 
 
 
Obtain records from: 
 
Name: ___________________________________________________________________________ 
Address: _________________________________________________________________________ 
 
Name: ___________________________________________________________________________ 
Address: _________________________________________________________________________ 
 
 
Release records to:  
 
Name: ___________________________________________________________________________ 
Address: _________________________________________________________________________ 
 
Name: ___________________________________________________________________________ 
Address: _________________________________________________________________________ 
 
 
 
Signature of Patient   Date of Birth Home Address 
 
Signature of Guardian/Parent  Relationship to Patient  Date 
 
It is understood that the above information to be released to Table Rock Family Medicine, PLLC is fully protected by the 
laws establishing the confidentiality of information acquired by Table Rock Family Medicine, PLLC. 
 
Authorization must be signed both by the patient and the nearest relative/guardian if the patient is under 18 years of age or 
by the nearest relative/guardian if the patient is incompetent or otherwise incapacitated. 
 



 
 
 
 

PATIENT HISTORY 
 

Name  _____________________           Date  _____________________ 
 
Please fill in the following information on your family history: 
    Age or   Health Problems or 
Living? Relative  Age at Death  Cause of Death 
 
______ Father __________________________________________________ 
 
______ Mother __________________________________________________ 
 
______ Sister ___________________________________________________ 
 
______ Brother __________________________________________________ 
 
______ Grandparents _____________________________________________ 
 
______ Son _____________________________________________________ 
 
______ Daughter __________________________________________________ 
 
Other Family History?________________________________________________ 
Who do you live with? _______________________________________________ 
Marital Status ______________________________________________________ 
Education _________________________________________________________ 
Occupation ________________________________________________________ 
 
Do you smoke? ____ no ____ yes    How many packs a day? _______________ 
Do you drink coffee, tea, or caffeinated beverages? ____ no ____ yes 
 How much a day? ___________________________________________ 
Do you drink alcohol? ____ no ____ yes    How much a day? _______________ 
Do you use recreational drugs? ____ no ____ yes 
Do you exercise? ____ no ____ yes 
Are you sexually active? ____ no ____ yes  
Do you eat a special diet? ____ no ____ yes  What kind? ____________________ 
Do you wear your seatbelt? ____ no ____ yes 
Are there firearms in your home? ____ no ____ yes 
What are your hobbies? _______________________________________________ 
Are your vaccines up to date?  ____ no ____ yes ____ do not know 
Do you have a living will? ____ no ____ yes 
Are you an organ donor? ____ no ____ yes 
 
Have you ever been in the hospital or had surgery? ____ no ____ yes 
            If yes, list below: 
Date   Reason for Hospitalization/Surgery 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 



 
 
 
 
 

 
 
 

 
301 LINVILLE ST, PO BOX 837, GLEN ALPINE, NC  28628 

828-584-2481 
 

CONTRACT FOR CONTROLLED SUBSTANCE PRESCRIPTIONS 
 

Controlled substance medications (i.e. narcotics, tranquilizers, and barbiturates) are very useful but have a high potential for misuse 
and are closely controlled by the local, state, and federal governments. They are intended to relieve pain, improve function and ability 
to work, not simply to feel good.  
 
Because my physician is prescribing or may in the future prescribe such medications for me to help manage my condition, I agree to the 
following conditions: 
 
 1. I will designate one pharmacy for all controlled substance prescriptions:  ________________________________ 
 
 2. I am responsible for my controlled substance medications. If the prescription or medication is misplaced or stolen or if I use it up                          
               sooner than prescribed, I understand that it will not be replaced. 
 
 3. I will not request or accept controlled substance medicine from any other physician or individual while I am receiving such medicine    

from Table Rock Family Medicine.  
 
 4. Refills of controlled substance medication will be made only during regular office hours. Refills will not be made at night, on holidays or       
   weekends or if I cancel my appointment. 

 
5. When requested, I will bring in the containers of all controlled medications prescribed by Table Rock Family Medicine even if there is   
               no medication remaining. These will be in the original containers from the pharmacy for each medication, with the most current date. 
 
 6. I understand that if I violate any of the above conditions, my controlled substances prescription and/or treatment with Table Rock  
               Family Medicine may be terminated. If the violation involves obtaining controlled substances from another physician, as described 
               above, I may also be reported to my physician, medical facilities, and other authorities. 
 
7. I agree to random periodic drug screening if the prescribing provider deems necessary. 
 
I have been fully informed by Table Rock Family Medicine and the staff regarding psychological dependence (addiction) of a controlled 
substance, which I understand is rare. I know that some persons my develop a tolerance, which is the need to increase the dose of the 
medication to achieve the aim effect of pain control, and I do know that I will become physically dependent on the medication. This will occur 
if I am on the medication for several weeks. When I stop the medication I must do so slowly and under medical supervision or I may have 
withdrawal symptoms. 
 
I have read this contract and it has been explained to me by a Table Rock Family Medicine staff person. I fully 
understand the consequences of violating this contract. 
 
 
_______________________________________   __________________________ 
Patient Signature       Date 
 
 
________________________________________   ___________________________ 
Witness Signature       Date 



THIS NOTICE DESCRIBES HOW INFORMATION 
ABOUT YOU MAY BE USED AND DISCLOSED 
AND HOW YOU CAN GET ACCESS TO THIS 
INFORMATION.  PLEASE REVIEW IT 
CAREFULLY. 

Table Rock Family Medicine is here to serve your 
health care needs. We appreciate the trust you have 
placed in us, and we are committed to using 
protected health information about you responsibly. 

UNDERSTANDING YOUR HEALTH 
INFORMATION 

Each time you visit Table Rock Family Medicine, a 
record of your visit is made. Typically, this record 
contains your symptoms, examination and test 
results, diagnoses, treatment, and a plan for future 
care or treatment.  This information, often referred to 
as your health or medical record, serves as: 

� A basis for planning your care and treatment 

� A means of communication among the many 
health professionals who contribute to your care 

� A legal document describing the care you 
received 

� A means by which you or a third-party payer can 
verify that services billed were actually provided 

� A tool in educating health professionals 

� A source of information for public health officials 
charged with improving the health of the nation 

� A source of data for our practice planning and 
marketing 

� A tool with which we can assess and continually 
work to improve the care we render and the 
outcomes we achieve 

An understanding of what is in your record and how 
your health information is used will help you to (1) 
ensure its accuracy, (2) better understand who, 
what, when, where, and why others may access your 
health information, and (3) make more informed 
decisions when authorizing disclosure to others. 

YOUR HEALTH INFORMATION RIGHTS 

Although your health record is the physical property 
of Table Rock Family Medicine, the information 
belongs to you. As provided for in the HIPAA Privacy 
Regulation, 45 CFR Part 160, you have the right to: 

� Request a restriction on certain uses and 
disclosures of your information   

� Obtain a paper copy of this Notice of Privacy 
Practices upon request 

� Inspect and copy your health record   

� Request an amendment to your health record   

� Obtain an accounting of disclosures of your 
health information    

� Request communications of your health 
information by alternative means or at 
alternative locations 

� Revoke your authorization to use or disclose 
health information except to the extent that 
action has already been taken 

RESPONSIBILITIES OF TABLE ROCK FAMILY 
MEDICINE 

Our practice is required to: 

� Maintain the privacy of your health information 

� Provide you with this notice as to our legal 
duties and privacy practices with respect to 
information we collect and maintain about you 

� Abide by the terms of this notice 

� Notify you if we are unable to agree to a 
requested restriction 

� Accommodate reasonable requests you may 
have to communicate health information by 
alternative means or at alternative locations 

We reserve the right to change our practices and to 
make the new provisions effective for all protected 
health information we maintain.  Should our 

information practices change, we will post a copy in 
our office in a prominent location.   We will provide 
you with a copy of the revised Notice upon your 
request. 

We will not use or disclose your health information 
without your authorization, except as described in 
this notice. 

FOR MORE INFORMATION OR TO REPORT A 
PROBLEM 

If you have questions and would like additional 
information, you may contact the Privacy Officer of 
Table Rock Family Medicine at (828) 584-2481. 

If you believe your privacy rights have been violated, 
you can file a complaint with the Privacy Officer of 
Table Rock Family Medicine or with the Secretary of 
Health and Human Services. There will be no 
retaliation for filing a complaint. 

EXAMPLES OF DISCLOSURES FOR 
TREATMENT, PAYMENT, AND HEALTH 
OPERATIONS 

We will use your health information for treatment. 

For example:  information obtained by the physician 
or another member of our staff will be recorded in 
your record and used to determine the course of 
treatment that should work best for you.  Your 
provider will document in your record any 
expectations he or she has for the members of our 
staff. Our staff will then record the actions they took 
and their observations.  In that way, the provider will 
know how you are responding to treatment. 

We will also provide your physician or a subsequent 
health care provider with copies of various reports 
that should assist him or her in treating you.  

We will use your health information for payment. 

For example:  A bill may be sent to you or a third-
party payer.  The information on or accompanying 
the bill may include information that identifies you, as 
well as your diagnosis, procedures, and supplies 
used. 

 



We will use your health information for regular health 
operations. 

For example:  Members of our staff may use 
information in your health record to assess the care 
and outcomes in your case and others like it.  This 
information will then be used in an effort to 
continually improve the quality and effectiveness of 
the health care and service we provide. 

Business Associates:  There are some services 
provided in our practice through contacts with 
Business Associates.  Examples include diagnostic 
services and certain laboratory tests. When these 
services are contracted, we may disclose your health 
information to our Business Associates so that it can 
perform the job we’ve asked it to do.  To protect your 
health information, however, we require the business 
associate to appropriately safeguard your 
information. 

Notification:  We may use or disclose information to 
notify or assist in notifying a family member, 
personal representative, or another person 
responsible for your care, your location, and general 
condition. 

Communication with family:  Our staff, using their 
best judgment, may disclose to a family member, 
other relative, close personal friend or any other 
person you identify, health information relevant to 
that person’s involvement in your care or payment 
related to your care. 

Funeral Directors:  We may disclose health 
information to funeral directors consistent with 
applicable law to carry out their duties. 

Marketing:  We may contact you to provide 
appointment reminders or information about 
treatment alternatives or other health-related 
benefits and services that may be of interest to you. 
We may leave a message on your answering 
machine regarding your upcoming visit. We may also 
send a postcard through the mail notifying you of 
normal labs and x-rays.  

Food and Drug Administration (FDA): We may 
disclose to the FDA health information relative to 
adverse events with respect to food, supplements, 
product and product defects, or post marketing 

urveillance information to enable product recalls, 
repairs, or replacement. 

Workers Compensation:  We may disclose health 
information to the extent authorized by and to the 
extent necessary to comply with laws relating to 
workers compensation or other similar programs 
established by law. 

Public Health:  As required by law, we may disclose 
your health information to public health or legal 
authorities charged with preventing or controlling 
disease, injury, or disability. 

Correctional Institution:  Should you be an inmate of 
a correctional institution, we may disclose to the 
institution or agents thereof health information 
necessary for your health and the health and safety 
of other individuals. 

Law Enforcement:  We may disclose health 
information for law enforcement purposes as 
required by law or in response to a valid subpoena. 

Federal law makes provision for your health 
information to be released to an appropriate health 
oversight agency, public health authority, or attorney, 
provided that a work force member or business 
associate believes in good faith that we have 
engaged in unlawful conduct or have otherwise 
violated professional or clinical standards and are 
potentially endangering one or more patients, 
workers, or the public. 

 

 

EFFECTIVE DATE:  April 14, 2003 

 

  
 
 
 
 

NOTICE OF PRIVACY 
PRACTICES 

 
 
 
 

TABLE ROCK FAMILY MEDICINE 
301 LINVILLE STREET 

GLEN ALPINE, NC  28628 
828-584-2481 

 
 



 Payment Policy 

 
Thank you for choosing us as your primary care provider. We are committed to providing you with quality and affordable 
health care. We have developed this payment policy regarding patient and insurance responsibility for services rendered. 
Please read it, ask us any questions, and sign below. A copy will be provided to you upon request. 
 
1. Insurance. We participate in most insurance plans. If you are not insured by a plan we do business with, payment in full 

is expected at each visit. If you are insured by a plan we do business with but do not have an up-to-date insurance card, 
payment in full for 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 coverage. 

 
2. Co-payments and deductibles. All co-payments and deductibles must be paid, in full, at the time of service. This 

arrangement is part of your contract with your insurance company. Failure on our part to collect co-payments and 
deductibles from patients is considered fraud. Please help us uphold the law by paying your co-payment at each visit. We 
accept cash, checks, Visa, and MasterCard. There is a $25.00 service charge for all returned checks. 

 
3. Non-covered services. Please be aware that some, and perhaps all, of the services you receive may be non-covered or not 

considered reasonable or necessary by Medicare or other insurers. You must pay for these services in full at the time of 
visit. 

 
4. Proof of insurance. All patients must complete our patient information form before seeing a provider. We must obtain a 

copy of a current insurance card to provide proof of insurance and provide insurance numbers. If you fail to provide us 
with the correct insurance information in a timely manner, you may be responsible for the balance of the claim. 

 
5. Claims submission. We will submit all claims in a timely manner, regardless of participation with insurance company, 

and assist you in any way we reasonably can 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 your 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; we are not party to that contract. 

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

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

 
7. Nonpayment. If your account is over 90 days past due, you will receive a letter stating that you have 20 days to pay your 

account in full. Partial payments will not be accepted unless discussed with our collection department. Please be aware 
that if a balance remains unpaid, we may refer your account to a collection agency and you and your immediate family 
members may be discharged from this practice. If this is to occur, you will be notified by regular and certified mail that 
you have 30 days to find alternative medical care. During that 30-day period, our providers will only be able to treat you 
on an emergency basis. Any additional charges, as permitted by law, will be the patient’s responsibility. Currently a 30% 
service fee will be added to all unpaid balances sent to a collection agency. 

 
8. Missed appointments. We will send a reminder when an appointment is missed requesting you call and reschedule. If 

appointments are missed repeatedly, you and your immediate family members may be discharged from this practice. If 
this is to occur, you will be notified by regular and certified mail that you have 30 days to find alternative medical care. 
During that 30-day period, our providers will only be able to treat you on an emergency basis. 

 
9. Disability/Insurance forms. We charge $10.00/form completion. Payment is due before forms are returned to patient.  
 
10. Motor Vehicle Accidents. When seeing a provider for a motor vehicle accident or related problem, payment is expected 

at time of service. We will provide any information needed to help you receive payment from the auto insurance. 
 
Thank you for understanding our payment policy. Please let us know if you have any questions or concerns. 
I have read and understand the payment policy and agree to abide by its guidelines. 
 
_________________________________ ____________________ 
Signature of patient or responsible party Date 
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