
Office Use Only      
 Patient: New ____  Recert ____     SCANNED    FPL ______%    PCP    HIPPA    MRN#_________________________ 
 

Fayette CARE Clinic    Patient Information Sheet           DOB: ___________________ 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
How do you prefer to be contacted? (circle one.)    Home phone     Work Phone     Cell Phone      
 
May we contact you by Email?  Yes________     No________  May we contact you by text?   Yes________   No________  

 
Family Size: Adults: ______ Under 18: ______ 18-21 Student: ______ Unborn: ______ Family Total: ______ 

 
 Married Widowed  Single            Minor      Separated       Divorced  Partnered for ________ years 
  
Spouse’s Name___________________________________________________________ Spouse’s DOB: _______________________ 
 
Spouse’s Employer: _____________________ if unemployed, please state when employment was terminated: _________________ 
  
Employment status:  □ Full time     □ Part time    □ Contract     □ Self-employed     □Unemployed     □ Other _____________________ 
  

Household members: (Do not list yourself) 
 

First Name Last Name Date of Birth Relationship to patient 

    

    

    

    

    

    

    

 

 
Name: __________________________________   _________________________     __________________________________________ 
  First                                                                           Middle                                                                         Last 
Race:  American Indian or Alaska Native  Asian   Black   Pacific Islander  Patient Refused  White/Caucasian  
Ethnicity:  Hispanic  Non-Hispanic  Patient Refused 
 
Today’s date: ______________  Social Security #:_____________________  Sex:  M  F    
 
Street address (no PO boxes): ________________________________City: ____________________State: _______ Zip: ____________ 
 
Home Phone: _________________________ Work Phone: _________________________ Cell Phone: _________________________  
 
Email: _______________________________________________________________________________________________________ 
 
Employer? _____________________________ If unemployed, please state date employment was terminated: __________________  
 
Employment status:  □ Full time     □ Part time    □ contract     □ Self-employed     □Unemployed     □ Other ______________________ 
 
Primary Language: ____________________________________Do you need a translator for medical visits or calls?   No      Yes    
   
If yes, who translates for you? _________________________________________________________________________________ 

 
Emergency Contact Information: Name_________________________ 
 
Number:_________________________   Relationship to patient:_________________________ 
 
Home Phone _____________________ Work phone:  _________________________ Cell phone: _______________________________ 
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In order to provide health care, we must ask for certain financial information.  All information will be held 

confidential according to our privacy policy.  Please provide the following documents for each adult family 

member:  gross earned monthly income from all current employers, a wage letter if unemployed, or unearned 

income, which ever applies to you and/or your spouse.  

By my signature, I certify that I am a resident of Fayette County, Georgia, or approved surrounding county, 
with no insurance at all and this information is true and complete. I grant this clinic permission to verify the 
information. I understand that it is my responsibility to notify the clinic if this information changes and/or my 
contact information changes. 
 
 
 ___________________________________________________                              ________________________ 
 Signature of patient, parent, guardian, or personal representative                                                          Date 

 
________________________________________________________                    _________________________ 
 Print name of the patient, parent, guardian, or personal representative                                 Relationship to patient 

 

OFFICE USE ONLY 
Please do not write below this line  

___________________________________________________________ 
 

 
 
Household Financial Information: 

Monthly Income  

Employment $ 

Unemployment/Severance  $ 

Self-employment $ 

Interest/dividends $ 

Pension/disability $ 

Child support/alimony $ 

Short-term disability $ 

Long-term disability $ 

Rental income $ 

SSI benefits  $ 

Total average income: $ 

 
OFFICE USE ONLY 
Proof of Income ___gov’t agency ___notarized letter ___paycheck stub ___tax return     FPL________ 

 
 

    
Approved by:_____________________________________________    Date:___________ 
 
 

OFFICE USE ONLY 
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Patient name:___________________________   DOB:__________ 

Thank you for choosing the Fayette CARE Clinic (FCC) as your primary 

care provider and medical home.  We are committed to working with you to 

manage chronic medical conditions and to help you set goals to manage your 

health and wellbeing.  Please read the following information and initial 

beside each policy. You will need to sign and date the bottom of the second 

page.  If you do not understand a statement, please ask and someone will be 

happy to explain. 

Emergencies: We provide scheduled, non-emergency, medical care to our 

current, actively registered patients. We do not have walk-in appointments. 

However, if you are a current patient and you call the clinic at opening time, 

often same-day appointments are available. If you are sick, please call 770-

719-4620 and every effort will be made to see you as soon as possible. 

________ (initials) 

Financial Information: Your financial information needs to be updated on an 

annual basis.  If your financial information is not current, we cannot schedule 

an appointment, refill a prescription, order labs, or process referrals.  We will 

attempt a courtesy call as the date approaches for you to complete the yearly 

registration process, but it is your responsibility to keep your registration 

current and complete. _______ (initials) 

Demographics: It is your responsibility to inform our office of any changes in 

address, phone number, or financial information.  If FCC does not have current 

contact information on file and you miss a scheduled appointment, it will be 

counted as a NO SHOW. _______ (initials) 

Cancellation/No Show Policy:  if you have an appointment at this clinic or one 

of our associates, you must call 24 hours in advance to cancel the scheduled 

appointment, if you do not call this is considered a No Show.  Patients are 

allowed two No Show appointments each calendar year.  The third No Show in 

a calendar year, will result in an automatic dismissal from the clinic.  Every 

attempt is made to remind you of your appointments; however, this is only a 

courtesy service.  It is ultimately your responsibility to arrange transportation 

to remember the appointment and to be on time _______(initials)  

 

 

 
 

The ongoing 

mission of 

Fayette CARE 

Clinic is to 

eliminate 

healthcare 

barriers with 

compassion and 

respect for 

everyone. 
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Medical Records: A written request with the signature is required before medical records will be released to 

you, another medical provider or to a third party. We will fax the records for you, but only after we have the 

signed release on file.  Please allow four business days to complete. As your medical home, we expect you to 

provide to us reports on all medical care received by you from outside sources. If you do not bring these 

reports to us, you will need to sign a release so that we may request the reports to be faxed to us directly.  

______ (initials) 

Prescription Refill Policy: If you need a prescription refill between appointments every effort will be made to 

complete the request WITHIN FOUR BUSINESS DAYS. However, we do not have a provider in our facility on a 

daily basis and we must have ample time for your medical file to be reviewed. We ask that you call FCC for 

refills 3 to 4 weeks before you run out of medication. The provider will determine if an appointment is 

necessary before a prescription can be approved for refill. ________ (initials) 

Prescription Assistance Policy: If you receive your medications as part of a prescription assistance program all 

orders will be shipped to FCC unless prohibited by the company’s policy. We cannot prescribe or provide 

medications safely without regular office visits. If you miss or cancel a regularly scheduled appointment you 

will not be able to pick up any medication shipments until you see your medical provider. ________ (initials) 

Test Results:  We do not usually contact you regarding normal lab results, however, these are available for 

patient to review through the patient portal the same business day that they are received by the clinic. For 

abnormal lab results you will be contacted by telephone. While every effort will be made to contact you within 

four business days of the clinic receiving the report, please remember that non-emergency results can take up 

to three weeks for you to be contacted, as we do not have a provider in our facility on a daily basis.  All critical 

lab results are reviewed by the Medical Director and handled on an emergency basis.  ________ (initials) 

Lab work:  Piedmont Fayette Hospital provides FCC patients with basic lab work free of charge as long as you 

comply with their financial aid policy. You will need to turn in a Piedmont financial aid form to the clinic or the 

hospital business office once a year in order to avoid receiving a bill. Some specialized lab work may not be 

covered under the agreement and you will be responsible for arranging payment with the hospital’s business 

office. Please get any requested lab work done one to two weeks prior to your scheduled appointment or as 

instructed by the provider.   If labs have been requested and they are not completed before the time of your 

scheduled appointment, we will cancel your appointment until the labs are complete. Your medical provider 

cannot provide quality medical care without current labs. ________ (initials) 

I have been given the opportunity to ask questions and by signing below I acknowledge that I have read and 

understand each of the FCC policies listed. 

Patient signature: __________________________________                Date: ______________ 

Printed Name: _____________________________________   
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CONSENT FOR ROUTINE PROCEDURES AND TREATMENT 

Important: Do not sign this form without reading and understanding its contents. 

During the course of my care and treatment, I understand that various types of tests, diagnostics, or treatment 

procedures (“Procedures”) may be necessary. These Procedures may be performed by physicians, nurses, 

technologists, technicians, physician assistants or other healthcare professionals (“Healthcare Professionals”). 

While routinely performed without incident, there may be material risks associated with each of these Procedures. 

I understand that it is not possible to list every risk for every Procedure and that this form only attempts to identify 

the most common material risks and the alternatives (if any) associated with the Procedures. I also understand 

that various Healthcare Professionals may have differing opinions as to what constitutes material risks and 

alternative Procedures. 

The Procedures may include, but are not limited to the following:  

1. Needle Sticks, such as shots, injections, intravenous lines, or intravenous injections (IVs). The material risks 

associated with these types of Procedures include, but are not limited to, nerve damage, infection, infiltration 

(which is fluid leakage into surrounding tissue), disfiguring scar, loss of limb function, paralysis or partial 

paralysis or death. Alternatives to Needle Sticks (if available) include oral, rectal, nasal, or topical medications 

(each of which may be less effective) or refusal of treatment. 

2. Physical tests, assessments, and treatments such as vital signs, internal body examinations, wound 

cleansing, wound dressings, range of motion checks, and other similar procedures.  

The material risks associated with these types of Procedures are rare. They can include, but are not limited to, 

allergic reactions, infection, severe loss of blood, muscular-skeletal or internal injuries, nerve damage, loss of 

limb function, paralysis or partial paralysis, disfiguring scar, worsening of the condition and death. Apart from 

using modified Procedures and/or refusal of treatment, no practical alternatives exist.  

3. Administration of Medications whether orally, rectally, topically or through the eye, ear or nose. The material 

risks associated with these types of Procedures include, but are not limited to, perforation, puncture, infection, 

allergic reaction, brain damage or death. Apart from varying the methods of administration and/or refusal of 

treatment, no practical alternatives exist. 

4. Drawing Blood, Bodily Fluids or Tissue Samples such as that done for laboratory testing and analysis. The 

material risks associated with this type of Procedure include, but are not limited to, paralysis or partial 

paralysis, nerve damage, infection, bleeding and loss of limb function. Apart from long-term observation 

and/or refusal of treatment, no practical alternatives exist. 

 

 

 

Patient name:_________________________________________________          DOB:_________________________ 
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I understand that: 

• The practice of medicine is not an exact science and that NO GUARANTEES OR ASSURANCES HAVE BEEN 

MADE TO ME concerning the outcome and/or result of any Procedures; 

• The Healthcare Professionals participating in my care will rely on standards of care, my documented 

medical history, as well as other information obtained from me, my family, or others having knowledge 

about me, in determining whether to perform or recommend the Procedures or tests including HIV testing; 

therefore, I agree to provide accurate and complete information about my medical history and conditions; 

and  

• Volunteer physicians are protected by the Georgia Volunteer Healthcare Program Sovereign immunity 

protection.  

 

By signing this form: 

• I consent to Healthcare Professionals performing tests or Procedures as they deem reasonably necessary or 

desirable in the exercise of their professional judgment, including those Procedures that may be 

unforeseen or not known to be needed at the time this consent is obtained; and 

• I acknowledge that I have been informed in general terms of the nature and purpose of the Procedures; the 

material risks of the procedures; and practical alternatives to the Procedures.  

• If I have any questions or concerns regarding these Procedures, I will ask my physician to provide me with 

additional information. I also understand that my physician may ask me to sign additional Informed 

Consent documents and will verbally explain and get my verbal consent at the time any invasive procedure 

is to be performed.  

 

 

      
Signature of Patient (or Person giving consent)  Relationship  Date 

 
 
      
Patient unable to sign because:  Witness 
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Fayette CARE Clinic 
1260 Highway 54 West, #101 

Fayetteville, GA  30214 
770-719-4620 

In order to comply with specific rules regarding HIPAA (Health Insurance Portability &Accountability ACT of 1996), we 

ask that our patients complete and sign this privacy and security of health information document.  It is our policy not to 

release confidential and/or unauthorized information by home telephone, answering machine, work telephone, 

voicemail, or cell phone.  Whenever returning telephones calls and the answering machine picks up we cannot leave a 

message if your name is not on the recorded message to identify the residence.  Information will also not be left with 

an unauthorized person who may answer the phone. 

I________________________________________, authorize Fayette CARE Clinic to leave medical information 

pertaining to my care by the following methods and will assume responsibility of notifying Fayette CARE Clinic 

whenever this information changes.   

This authorization will expire on______________________(Date). If the date is left blank the authorization will 

automatically expire 1 year from the date of registration. 

Home Number  _________________________ Yes NO Not Applicable 

Answering Machine _________________________ Yes NO Not Applicable 

Work Number  _________________________ Yes NO Not Applicable 

Cell Number  _________________________ Yes NO Not Applicable 

If you would like to have information released to someone other than yourself, please complete the following. 

Include the person who translates for you if you do not speak English. Indicate in the space labeled 

“Relationship to patient” which people translate for you. 

Please list names of people authorized to receive your health information. 

Name____________________________________________________________________  

Relationship to patient _________________________________________ 

Name ___________________________________________________________________  

Relationship to patient _________________________________________ 

I do not wish any friends or family to receive my information. __________ (initial) 

By signing this authorization, I authorize Fayette CARE Clinic to use and/or disclose certain protected health 

information about me. 

_____________________________  _____________________________________________ 

                Date      Signature 
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Acknowledgement of Understanding of “Notice of Privacy Practices” 

I hereby acknowledge that I have received and have an understanding of the Fayette CARE Clinic’s “Notice of 

Privacy Practices” and understand that a copy of such notice is available upon my request. 

 

      
Print Name of Patient   Date of Birth 

 
      
Signature of Patient or Patient’s Authorized Representative Date 

 
As the Patient’s Authorized Representative, my relationship with the patient is   

 

The Patient is unable to sign because       

 

 

 

Release of Medical Records 

 

I acknowledge that referral providers may receive my medical records to be used in coordination of my care 

without a separate signed release of information form. All other requests for release of information will require a 

signed release.  

 

I acknowledge receipt of this notice and signed it with full understanding prior to receiving any healthcare 

services. I was given an opportunity to ask any questions and receive responses. I give my informed 

consent to receive healthcare services from Fayette CARE Clinic. 

 

Patient (Print)     

 

Patient Signature   Date:   

 

Patient’s Authorized Representative:   Date:   

 Legal Relationship to patient:    

 

Signature of Interpreter:   Date:   
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Patient name:____________________________________________________           DOB:_________________________   

Allergies:  _________________________________________________________________________________ 

       _______________________________________________________________________________________ 

1.  Please indicate which of the following medical conditions you have had in the past: 

 □ None- I have no medical conditions 

□ Allergies 
□ Anemia 
□ Anxiety 
□ Arthritis 
□ Asthma 
□ Blood transfusion 
□ Cancer 
□ Cataracts 
□ Heart Failure (CHF) 
□ Clotting Disorder 
□ COPD 

□ Depression 
□ Diabetes 
□ Emphysema 
□ Reflux (GERD) 
□ GI ulcers 
□ Glaucoma 
□ Heart Murmur 
□ HIV/AIDS 
□ High Blood Pressure 
□ Kidney Disease  
 

□ Meningitis 
□ Heart Attack  
□ Nerve/Muscle Disease 
□ Osteoporosis 
□ Seizures 
□ Sickle Cell Anemia 
□ Stroke 
□ Substance Abuse 
□ Thyroid Disease 
□ Tuberculosis 
 

 

2. Other medical problems (not listed above):________________________________________________________ 

 

_____________________________________________________________________________________________________________ 

3. Please indicate if you have had any of the following surgeries in the past along with the year.  

□ None- I have never had surgery 

 
□ Appendectomy ____________________ 
 
□ Brain Surgery:______________________ 
 
□ Breast Surgery: ____________________ 
 
□ C-Section __________________________ 
 
 
□CABG(heart surgery):______________ 
 
□ Gallbladder _______________________ 
 
□ Colon Surgery ____________________ 

 
□Cosmetic Surgery: _________________ 
 
□ Eye Surgery ______________________________ 
 
□ Fracture Surgery ________________________ 
Type:________________________________________ 
 
□ Hernia repair ___________________________ 
Location: ___________________________________ 
 
□ Hysterectomy____________________________ 
 
□ Joint Replacement _______________________ 
Location: ___________________________________ 

 
□ Prostate _______________________ 
 
□ Small Intestine ________________ 
 
□ Spine Surgery __________________ 
 
□ Tubal Ligation _________________ 
 
□ Valve Replacement _____________ 
 
□ Vasectomy _____________________ 

 

4. Other Surgical Procedures (Please list  year)________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________________ 
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5. Please give the date you last had the following tests or procedures. Write “never” in the 

date column if you have never had it done (If you have been seen here at FCC before please 

list only what you have had done at other places, since you were last seen here) 

Test/procedure Date?  Where? Was the result normal? 

Diabetic eye exam:     
Diabetic foot exam:       
Colonoscopy:         
Mammogram:         
Bone Density test:              
Chest X-Ray:         
EKG/ECG:                               
HIV test    
Stool test for blood    
Pap smear    
PSA (prostate test)    
Physical exam    

 

Relative: Please circle the problem, if the relative listed to the left has had that problem:  
Mother 
 

Asthma,   Cancer,  Diabetes,   Heart disease,      High cholesterol,     High blood pressure,     Stroke     

Father 
 

Asthma,   Cancer,  Diabetes,   Heart disease,      High cholesterol,     High blood pressure,     Stroke     

Sister(s) 
 

Asthma,   Cancer,  Diabetes,   Heart disease,      High cholesterol,     High blood pressure,     Stroke     

Brother(s) 
 

Asthma,   Cancer,  Diabetes,   Heart disease,      High cholesterol,     High blood pressure,     Stroke     

Daughter(s) 
 

Asthma,   Cancer,  Diabetes,   Heart disease,      High cholesterol,     High blood pressure,     Stroke     

Son(s) 
 

Asthma,   Cancer,  Diabetes,   Heart disease,      High cholesterol,     High blood pressure,     Stroke     

Maternal Aunt(s) 
 

Asthma,   Cancer,  Diabetes,   Heart disease,      High cholesterol,     High blood pressure,     Stroke     

Maternal Uncle(s) 
 

Asthma,   Cancer,  Diabetes,   Heart disease,      High cholesterol,     High blood pressure,     Stroke     

Paternal Aunt(s) 
 

Asthma,   Cancer,  Diabetes,   Heart disease,      High cholesterol,     High blood pressure,     Stroke     

Paternal Uncle(s) 
 

Asthma,   Cancer,  Diabetes,   Heart disease,      High cholesterol,     High blood pressure,     Stroke     

Maternal 
Grandmother 

Asthma,   Cancer,  Diabetes,   Heart disease,      High cholesterol,     High blood pressure,     Stroke     

Maternal 
Grandfather 

Asthma,   Cancer,  Diabetes,   Heart disease,      High cholesterol,     High blood pressure,     Stroke     

Paternal 
Grandmother 

Asthma,   Cancer,  Diabetes,   Heart disease,      High cholesterol,     High blood pressure,     Stroke     

Paternal 
Grandfather 

Asthma,   Cancer,  Diabetes,   Heart disease,      High cholesterol,     High blood pressure,     Stroke     

If you were adopted and do not know the medical history of your blood relatives check here □ 
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