
MT. PLEASANT OB/GYN
PATIENT INFORMATION

Date: ____________________

Last Name: ________________________ First Name: ____________________ MI: ______ Preferred Name: ______________

Street Address: ______________________________________________________________________________________

Zip Code: __________________ City: ________________________________________ State: ________________________

Birthday:____________________  Age:_____  Race:_______ Marital Status:________ SS#:________________________

List any phone number where we can communicate with you.  This includes leaving messages (on voicemail or answering 
machine).  These messages may be regarding upcoming appointments, lab results, etc.  If you do not wish to be contacted 
by phone, please indicate here _______.

Home phone (          ) __________________   Work phone (          ) __________________   Cell phone (          ) __________________

Employer’s Name (or School if full time): _________________________________________________________________

Spouse or Parent’s Name: _____________________________________________________________________________

Spouse or Parent’s Employer: ________________________________ Phone: ____________________________________

Emergency Contact: ________________________________________ Phone: ____________________________________

Primary Ins. Co.: _____________________________________________ Policy Holder: _____________________________

Policy Holder Employer: ________________________________________________ Policy Holder DOB: _____________

Policy Holder SS#: _________________________________________________ Group#: __________________________

Secondary Ins. Co.:_________________________________________ Policy Holder: _____________________________

Policy Holder Employer: ________________________________________________ Policy Holder DOB: _____________

Policy Holder SS#: _________________________________________________ Group#: __________________________

  Payment for services or co-pay is due when services are rendered unless previous arrangements have been made.

As a courtesy, our office will file insurance claims with contracted insurance companies.  Please be advised that the 
services rendered may or may not be covered under your individual insurance policy.  Any claims unpaid after 60 days 
become the responsibility of the patient.

Sign: Patient or responsible person: __________________________________________ Date: __________________

I authorize the release of any medical information necessary to process any insurance claim.  I authorize payment of 
medical benefits directly to Mt. Pleasant Ob/Gyn, PA.

Sign:  Patient or responsible person: ________________________________________________________________







MT. PLEASANT OB/GYN
PATIENT CONSENT FOR USE AND DISCLOSURE

OF PROTECTED HEALTH INFORMATION

With my consent, Mt. Pleasant Ob/Gyn may use and disclose protected health information (PHI) about 
me to carry out treatment, payment and healthcare operations (TPO).  Please refer to Mt. Pleasant Ob/Gyn’s 
Notice of Privacy Practices for a more complete description of such uses and disclosures and patient 
rights.  Copies of this notice may be found in the waiting room.  I have the right to review the Notice of 
Privacy Practices prior to signing this consent.

Mt. Pleasant Ob/Gyn reserves the right to revise its Notice of Privacy Practices at anytime.  A revised 
Notice of Privacy Practices may be obtained by forwarding a written request to Dr. Amy Warner, Privacy 
Officer at 1400 Hospital Drive, Mt. Pleasant, SC 29464.

With my consent, Mt. Pleasant Ob/Gyn may call my home or other designated location and leave a 
message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, 
such as appointment reminders, insurance items and any call pertaining to my clinical care, including 
laboratory results among others.

With my consent, Mt. Pleasant Ob/Gyn may mail to my home or other designated location any items that 
assist the practice in carrying out TPO, such as appointment reminder cards and patient statements as long 
as they are marked Personal and Confidential.

I have the right to request that Mt. Pleasant Ob/Gyn restrict how it uses or discloses my PHI to carry out 
TPO.  However, the practice is not required to agree to my requested restrictions, but if it does, it is bound 
by this agreement.

By signing this form, I am consenting to Mt. Pleasant Ob/Gyn’s use and disclosure of my Protected 
Health Information to carry out Treatment, Payment and Healthcare Operations.

I may revoke this in writing except to the extent that the practice has already made disclosures in reliance 
upon my prior consent.  If I do not sign this consent, Mt. Pleasant Ob/Gyn may decline to provide 
treatment to me.

__________________________________				    __________________________
Signature of Patient of Legal Guardian					     Date

__________________________________
Printed Name of Patient or Legal Guardian



 
 

Mt. Pleasant OB/GYN, PA 
1400 Hospital Drive 

Mt. Pleasant, SC 29464-3255 
(843)884-0301         Fax (843)884-9620 

 
Delinda H. Terry, M.D., FACOG                       Amy S. Warner, M.D., FACOG 
Phyllis W. Rogerson, M.D., FACOG                       Susanne M. Bradford, M.D., FACOG 
Karen H. Hallmark, M.D., FACOG                Lauri W. Bullen, M.D. 
 
 
 

Mt. Pleasant OB/GYN, PA  Coding Notice 
 
 
Mt. Pleasant OB/GYN, PA is required by law to code each appointment based on what is 
documented in the chart for that date of service, which may not be the same as the reason for 
scheduling the appointment.  Once you have been seen and the visit is coded by your physician, we 
are unable to make changes.  We are legally bound by the documentation in your chart.  
Unfortunately, this may result in your Insurance Company denying a claim you feel should have 
been covered.  While we understand the frustration this can create we know you understand that we 
are only charging for the services provided as instructed by the American Medical Association 
Guidelines.   Please direct any questions regarding this waiver to our billing office prior to being 
seen.  The billing office phone number is 843-884-3892. 
 
 
I have read this notice and understand that I am responsible for any non-covered charges from any 
visit I have at Mt. Pleasant OB/GYN, PA. 
 
____________________________________________                     _________________ 
                              Signature                                                                                Date 



Mt. Pleasant OB/GYN, PA 
1400 Hospital Drive 

Mt. Pleasant, SC 29464-3255 
(843)884-0301         Fax (843)884-9620 

 
Delinda H. Terry, M.D., FACOG                      Amy S. Warner, M.D., FACOG 
Phyllis W. Rogerson, M.D., FACOG             Susanne M. Bradford, M.D., FACOG           
Karen H. Hallmark, M.D., FACOG                        Lauri W. Bullen, M.D. 
 
  
    Patients Name _____________________________________    Date __________________________ 
 
 1. Will you be age 35 or older when the baby is due?                                         ______yes ______no 
 2.  Have you had any medications or x-rays since you became pregnant?             ______yes ______no 
      (if yes,  please list):______________________________________ 
 3.  Has any doctor told you or your partner that you might have herpes?         ______yes ______no    
 
 4.  Have you or the baby’s father, or anyone in either of your families ever had         
     a baby with:  
      
      A.  Down’s syndrome (mongolism) or other mental retardation?      ______yes ______no                  
      B.  Spina bifida, meningomyelocele (open spine)?              ______yes ______no                    
      C.  Hemophilia?                ______yes ______no                    
      D.  Muscular dystrophy?                 ______yes ______no                    
      E.  Hydrocephalus (water on the brain)?            ______yes ______no                    
      F.  Cystic fibrosis?                ______yes ______no                    
      G.  Huntington’s Chorea?                ______yes ______no                    
      H.  Congenital heart disease?              ______yes ______no                    
      I.   Cleft lip or palate?             ______yes ______no                    
      J.   Other known or suspected inherited or genetic conditions?         ______yes ______no                    
   
 5.  Have you or the baby’s father in previous marriage, had  
             three or more spontaneous pregnancy losses?        ______yes ______no 
 
 6.  If you or the baby’s father are in one or more of the following ethnic 
     categories, please circle the appropriate category and answer the 
     corresponding questions: 
 

a. Black/East Indian:  Have you or the father of baby had a sickle cell 
Carrier testing?                                                                                          ______yes ______no     

      b.  Jewish: Have you or the father of he baby had Tay-Sachs carrier testing?         ______yes ______no 
      c.  Italian/Greek:  Have you or the father of the baby had Thalassemia carrier 
           testing?                                                                                                                 ______yes ______no     
  7.  Are you or your husband exposed to blood or blood-products at work?          ______yes ______no           
  8.  Have you  ever received a blood transfusion?               ______yes ______no                   
  9.  Have you or your Husband had a history of I.V. drug abuse?                                 ______yes ______no 
10.  Have you ever been screened for Hepatitis-B or AIDS?            ______yes ______no 
11.  Do you agree to be screened for HIV (AIDS)?          ______yes ______no 
12.  Do you have any concerns not covered by the above?                               ______yes ______no
       
 
Patient Signature:__________________________________________  Date:______________________ 
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