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Welcome to Prime Care of Georgia!

We are delighted that you have chosen us for your allergy and immunology care. Under the expertise of
Dr. Neha Kharod, our team is committed to providing compassionate, personalized, and comprehensive
treatment for allergies, asthma, and related conditions.

At your first visit, we will review your medical history, discuss your symptoms, and perform any necessary
evaluations or testing to create a tailored treatment plan. Our goal is to help you breathe easier, feel better,
and enjoy life without the limitations of allergies.

To ensure a smooth experience, please bring the following to your appointment:

e Avalid photo ID

e Your insurance card(s)

e Alist of current medications and any known allergies

e Previous medical records or test results (if available)

e Completed new patient forms (available on our website or by request)

What to Expect:

A thorough consultation with Dr. Kharod
Discussion of treatment options, including medications or immunotherapy, and testing options

Our office hours are Monday—Friday, 8:00 AM — 5:00 PM. If you have any questions or need assistance
before your appointment, please call us at (912) 561-7001 or email info@primecareofga.com.

Thank you for trusting us with your care. We look forward to partnering with you on your journey to
better health.

Warm regards,

Dr. Neha Kharod, MD
Board-Certified Allergy & Immunology
Prime Care of Georgia
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PATIENT DEMOGRAPHICS

Patient Name:

First Middle Maiden Last
Patient DOB: Patient SSN: Gender: () Male () Female
Marital Status: Patient's Mailing Address:
City: State: Zip Code:

Patient's Home Address (if different from above):

Patient’s (or Family Member’s) Email Address:

Home Phone #: Work Phone #: Cell Phone #:

PERSON/PARENT RESPONSIBLE FOR ACCOUNT & EMERGENCY CONTACT (other than patient):

Name: Relationship to Patient:
Responsible Person/Parent SSN: Phone Number:
Address: City: State: Zip Code:

INSURANCE INFORMATION: PRIMARY

Insurance Company:

Insurance Cardholder's: Name DOB: SSN:

Insurance Cardholder's Address:

Relationship to Patient: Employer:

Policy Number: Group Number:

INSURANCE INFORMATION: SECONDARY

Insurance Company:

Insurance Cardholder's: Name DOB: SSN:

Insurance Cardholder's Address:

Relationship to Patient: Employer:

Policy Number: Group Number:
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Name: Date:

Age:

Person completing the questionnaire if not the patient:

What are your symptoms:

When did your symptoms start:

Circle the symptomatic months: Jan Feb Mar Apr May Jun Jul Sep Oct Nov Dec Allyearround

Spring Summer Fall Winter

Review of systems (check all boxes that apply):
Gen: |:|fatigue [lfever [chills |:|night sweats |:|sleep disturbances |:|migraines

Head: [ lheadaches: quality—|:|dull Dthrobbing Dpressure, frequency:
[lheadache location - [ lforehead [Icheeks [ lbehind the eyes [ _ltemples [ lback of the head [ lband-like

Eyes: [litching [lburning [redness [ lwatering [lswelling [Ishines (dark circles under eyes) [ ldryness
Ddischarge [ Nisual problems

Ears: |:|itching |:|pain [linfections [ lubes: years popping Dhearing loss [ lfullness

Nose: Ditching |:|sneezing Dcongestion (worse in the Clam [lem Chan day) Ddrainage (color:
[post-nasal drip [_lsnoring [_lrunniness [ Iblood [ ldecreased smell [ lyear of last sinus x-ray:

Throat: [ lsoreness [ lredness Ditching [Imucus  [khroat clearing [ Ihoarseness [ Ibad breath Dswelling

Resp: Dcough (worse in the Clam Clem [hanl day) |:|night time awakening from cough: #
|:|cough is worse with laughter |:|cough is worse with lying down theezing

year of last chest x-ray Results:
Ccv: [chest tightness [Ishortness of breath at rest [ Ishortness of breath with exertion [ lchest pain
Gl: [Ihearburn/reflux (worse in the [lam Llpm [lafter meals [lall day [ Imakes the cough worse)

[lhiatal hernia [ Inausea Dvomiting [ ldiarrhea Dconstipation |:|pain
skin: [ leczema [rash [Jhives |:|swelling |:|itching |:|dry skin
Stings: [insect reactions to: [lbees Dwasps [hornets [ire ants Dmosquitoes Dchiggers

[Ireaction: |:|Iarge local reactions [ Jhives |:|wheezing [ hroat swelling [Inausea/diarrhea unconsciousness

[ I Jemergency treatment [ lage at time of reaction

[lother history of anaphylaxis Dage at time of reaction

Imm: [ Ifacial rash [ Imouth ulcers  [Inose ulcers |:|easy bruising [Isun sensitivity [ lcold sensitivity
[Irecurrent infections (|:|ear [Lsinus [lhroat [lchest [ skin Durinary tract)
[_lhow many infections in the last year how many courses of antibiotics in the last year

MS: |:|joint pain Djoint swelling [muscle pains [Imuscle weakness [ muscle wasting Dleg swelling
Endo Dweight gain Dweight loss [Jamount of weight change in how long
[lhot flashes [hair loss [hot flashes [ hair loss |:|goiter Dmiscarriages

[irregular menses Dpost-menopausal Dnursing Dpregnancy |:|p|anning pregnancy, when

GU: [lblood in the urine |:|painful urination [lincontinence [lincreased urination Dnight-time urination
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Past Medical History:

Immunizations: DTetanus/DPT, year [ keasonal flu, year |:|Pneumonia, year
|:|Up to date on childhood vaccinations
DReactions to immunizations

Major llinesses:

Surgical History:

Family Health History:
[asthma DHayfever or allergies [ JEczema [JHives [Food allergy [insect allergy [linsect allergy
[Hives |:|Thyroid disease DAngioedema/sweIIing

[lautoimmune disease, which:

[IRecurrent infections, what kind:
[ Heart DLungdisease [ IDiabetes [ Istroke DMiscarriages [ Icancer

Mother: [ IDeseased [ Alive
Father: |:|Deseased |:|Alive
Siblings:

Children:

Social History: [Imarried |:|Sing|e [widowed [Ipivorced |:|Separated

|:|Occupation: [ JRetired |:|Disabled, reason
[lprior occupations:
[ JHobbies/crafts:
Tobacco use: DCigarettes, packs per day , for how many years
[ When did you quit? [ Kmokers in the home
[Ismokeless tobacco |:|Cigars [Ismokers in the home
Alcohol use: |_INone |_|Rare/0ccasionally |_|Weekly, # per week_|:|Dain, #ofperday_
Illicit drug use: [Past, type [lcurrent, type
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Diet: Do any foods bother you, if so, which:

Do you eat: [[Ichocolate [_lbananas [lnuts Dpeppermint Dfatty foods [tomato products [eitrus

[ Ibo you eat 2-3 hours before bed [do you drink large glasses of water or fluid before bed
[ ] caffeine intake: [ coffee (cups per day koda (# per day
[ INew foods
Medication allergies/intolerances:
Medication Year Reaction
1)
2)
3)
4)
5)
6)

Environmental History:
Home: [_ITownhouse DApartment [ House (age yrs, occupied for yrs) |:|City/suburban DRuraI/Farm

Basement is: |:|dry |:|damp DmustyDﬁnished [ Idehumidifier in use |:|Crawlspace [_Islab home
Windows are open during: |:|Spring [lsummer [JFall [lwinter  [hever

Attic fan is used in the: [ Spring  [ISummer [JFall [ winter [Inever  [Imakes symptoms worse
Heating is: Dnaturalgas [lelectric [lwood [lother

Humidifier is: [ lattached to the furnace [ lfree standing (location

Air conditioning is: [leentral [ lwindow unit [makes symptoms better [ho air conditioning
Air filter is:|:|disposable (how often is it changed? [ IHEPA filter [lelectronic  [lelectrostatic

Bedroom: Location -[_labove ground [lin the basement  Flooring [lwall-to-wall carpeting [ lhardwood [ larea rug

Pillow: [_lfeather |:|synthetic [lhew [loid (how old? [ Hust proof/allergy cover
Mattress: [ Istandard [ lwaterbed [Jnew [old (how old? [ Hust proof/allergy cover
Bedding: washed |:|weekly Dmonthly [fin hot water  [lin warm water ~ Llin cold water

Pets: [_Icats (number [ indoor |:|outdoor) |:|Dogs (number [ ndoor |:|outdoor)
[IBirds [JRabbits [ IGuinea pigs/Hamsters [JHorses [other

Where do your pets sleep? Do they have access to your bedroom?

Eye/Nasal symptoms are worsened by:|:|smoke [laerosols [ dust |:|perfumes [ Ibasements [ lcats |:|dogs
[lcold air [ Iwind Dbeer/wine Dtemperaturechanges Dhumidity [rain Dseasonchanges

Lung symptoms are worsened by: [lsmoke [aerosols [ dust |:|perfumes [ lbasements [ lcats |:|dogs
[cold air  [wind Dbeer/wine Dtemperature changes |:|humidity [lrain [lseason changes
Dactivity Drespiratoryinfections Dlaughing Daspirin products [heartburn
[lothers




e L
s PRIMECARE
< -
832
LIVE WELL. BREATHE WELL FEEL WELL

-
-
- -
: 4
’

Skin History (Hives and/or rash and/or swelling/angioedema:

Features:

Triggers:

Hygiene:

Date of onset: Worse inl_JAM ClPm [lafter meals  [lall day
|:|Itching present — affected Ulhands [larms [lfeet |:|Iegs [ ktomach [back [lhead/face
areas:

Appearance:Dred [Clflat [raised |:|b|istery [ lleaves marks/bruises [ lhives/rash moves around
[lhives stay in one spot [ how long does the rash or hives last for?

[heat [lexercise Dsunlight [lold [water Dpressure [ Nibration Drubbing/scratching
[menstrual cycle [ Istress [ foods

Dpoison ivy/oak/sumac [eut grass [ lleaves Dplants [ lcosmetics |:|soaps [ Iwool
[others

Soap: Shampoo: Conditioner:
Detergent: Fabric softener:

Toothpaste: Cosmetics:

Perfumes: DAny recent changes

Other Pertinent Information:
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Authorization for Disclosure of Health Information
**A|l sections must be completed and legible in order for request to be processed**

Patient Information:

Patient Name: Date of Birth:
Address: Phone:
City: State: Zip:

Release Records From: [ ]
Name/Facility: Phone Number:
Address: Fax Number:
City: State: Zip:

Release Records To: [ ]Prime Care of Georgia
Name/Facility: Phone Number:
Address: Fax Number:
City: State: Zip:

Il EMI M R=ERRCIEER0) *Please check each item to be released

Clinical Notes Radiology Reports Labs/Pathology Reports EKG Immunizations
Hospital Notes Specialist Consult Notes Other:

Dates of Records To Be Released:

to Past 3 Months Past 6 Months
Past Year Past 2 Years
** Records requested for dates prior to 2011 will incur an additional fee Past 5 Years
Reason for Request:
Continued Patient Care Social Service/Disability Insurance
Attorney/Legal Workman's Compensation Personal Other:
How would you like your records sent:
Mail to address above Fax to # above Pick up in office

| understand that | may cancel this request with written notification, but that it will not affect any information released prior to notification of cancellation. | understand
that the information used or disclosed may be subject to re-disclosure by the person or class or persons or facility receiving it and would then no longer be protedted
by federal regulations. | understand that the medical provider to whom this authorization is furnished may not condition its treatment of meon whether | sign this
authorization or not. Upon receipt of requested medical records to our facility, Prime Care of Georgia will continue to protect the information under federal law.

A fee may be charged for copying the protected health information. Please contact Prime Care of Georgia to obtain fee information at 912-561-7001.

Unless otherwise revoked, this authorization will expire on the following date or event:

If | fail to specify an expiration date or event, this authorization will expire automatically ninety (90) days from the date of signature.

| have read and understand the information in this authorization form.

Patient's Printed Name: Patient's Signature:

Patient's Representative & Relation: Date:

Office Use Only Processed by: Date:
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GENERAL CONSENT FOR TREATMENT, FINANCIAL AGREEMENT AND RELEASE FORM 2026

(initial) CONSENT FOR TREATMENT: By this document, | do hereby request and authorize Prime Care of
Georgia (PCG), its medical practices and providers including physicians, nurse practitioners, physician assistants,
technicians, nurses, and other qualified personnel, including appropriately supervised students to perform evaluation and
treatment services and procedures as may be necessary in accordance with the judgment of the attending medical
practitioner(s). I acknowledge that no guarantee can be made by anyone concerning a diagnosis or results of treatments,
examinations or procedures.

(initial) TREATMENT OF MINOR CHILDREN: | understand that minor children patients must be
accompanied by a parent or legal guardian. Charges for services rendered to minor children are the responsibility of the
guardian who seeks treatment for the child and are due at time of service(s) regardless of court-ordered responsibility.

(initial) MEDICAL TEACHING AND TRAINING: I understand and give my consent for the providers,
clinicians, and other health professionals who may be involved in training to participate in my treatment. | understand
and give consent to PCG and providers to allow non-employees, such as students and associated health care providers
who are participating in educational programs, access to the patient care areas. | understand that they may have access to
incidental health information. | understand that they have the right to question the provider regarding such training and
can choose not to authorize such access during the examination and treatment.

(initial) PHOTOGRAPHY/VIDEO: | acknowledge that my photograph may be taken for chart identification
and documentation purposes for my electronic health record and is the property PCG unless | withdraw my consent in
writing. | consent to videotaping for a telehealth appointment for medical and medical record documentation purposes,
provided said photographs or videotapes are maintained and released in accordance with protected health information
regulations.

I understand and agree not to photograph, videotape, audiotape, record or otherwise capture imaging or sound on any
device. I also understand it is my responsibility to assure those accompanying me comply with this requirement.

(initial) INSURANCE AUTHORIZATION AND ASSIGNMENT: I request that payment of authorized
medical benefits is made on my behalf directly to the PCG provider of service(s) furnished to me. | authorize PCG to
release any medical information to my health insurance carrier and/or its legitimate agents that is necessary to process
related health insurance claims and/or to verify plan benefits in accordance with HIPAA health information standards. |
authorize payment of service(s), otherwise payable to me under the terms of my commercial, governmental or group
health insurance plan, directly to PCG. | hereby authorize that photocopies of this form to be valid as the original.

(initial) SELF-PAY PATIENTS: I understand that if | do not have active coverage or choose not to utilize my
insurance benefits, 1 am responsible for all charges incurred at time of service.

(initial) PAYMENT AND FINANCIAL GUARANTEE: I do hereby guarantee payment of all fees and charges
related to all services and durable goods provided to me through PCG medical practices and providers from my first date
of examination or treatment. | agree to make full payment immediately upon receipt of a PCG billing statement whether
it is an interim or final bill. In the event that | fail to make full payment or fail to comply with other payment arrangements
made with PCG’s approval, I understand that appropriate collection measures may be initiated. I understand and agree
that my payments will be processed by a third-party business associate associated with our Electronic Health Records
(EHR). I hereby consent to have my payment information collected and stored securely by our EHRSs.

Low Country Medical Group, LLC d/b/a Prime Care of Georgia
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(initial) CREDIT CARD ON FILE: | understand that PCG has implemented a credit card on file policy to
streamline administrative processes and enhance the convenience of managing patient accounts. This policy requires that
all patients provide a valid credit card to be securely stored in our system. The card will be used to cover any outstanding
balances, including co-pays, deductibles, or services not covered by insurance, after claims have been processed. This
approach helps reduce the need for manual billing and ensures timely payment, allowing us to focus more on delivering
quality care to our patients. We assure you that all credit card information is stored securely and in compliance with
applicable privacy and security regulations. If you have any questions or concerns regarding this policy, please feel free
to contact our office for further clarification. | authorize Prime Care of Georgia to charge my credit card for any unpaid
balance due on my account. I understand that my credit card on file will be charged 14 days after the original billing
statement is mailed.

(initial) RESTRICTED SERVICE: | understand that all account balances must be in good standing prior to
receiving additional services and will contact PCG’s staff if [ am unable to pay your balance. Past Due Accounts of 120
days or longer may be turned over to a third-party for collection, along with collection costs, attorneys’ fees and court
fees. | also understand | may be discharged from the practice.

(initial) ADDITIONAL SERVICE CHARGES: | understand that PCG may assess fees for missed
appointments, returned checks for insufficient funds, and collection activities.

(initial) NO SHOW POLICY

A “no show” occurs when a patient does not arrive for a scheduled appointment and does not notify the office in
advance.

Fees for No Show Appointments for Primary Care appointments:

» Established Patients: $50 no show fee/same day cancellation fee

 New Patients: $75 no show fee/same day cancellation fee

Fees for No Show Appointments for Allergy, Asthma, & Immunology appointments:
» Established Patients: $75 no-show fee/ same day cancellation fee

* New Patients $100 no-show fee/ same day cancellation fee

* Allergy Testing $150 no-show fee/ same day cancellation fee

These fees will be charged to the patient’s account and must be paid before scheduling future appointments. Insurance
providers do not cover these charges. In the event of a no-show of a scheduled appointment, | understand that | must the
no-show fee prior to being seen.

(initial) SAME DAY CANCELLATION POLICY

A same day cancellation is defined as canceling or rescheduling an appointment less than 24 hours before the scheduled
time. If you cancel/reschedule an appointment within 24 hours of your appointment time, you will be charged the same
respective fee as the above listed no-show fees.

I understand that I must pay any fees incurred prior to being seen in the event | cancel the same day of an existing
appointment.

(initial) ELECTRONIC HEALTH RECORD: I understand the following: Healthcare providers require access

7
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to patient medical information whenever or wherever a patient presents for care to assure safety, quality and to coordinate
patient care across the provider network, avoiding duplication of services. PCG has a system-wide electronic medical
record that is available to caregivers on a “need to know” basis, to share information about patient care provided in the
hospital, outpatient or physician office settings. Confidentiality of records including those reflecting treatment for
behavioral health issues, HIVV/AIDS or drug or alcohol problems is maintained per relevant governmental and regulatory
standards. Patient care summaries may automatically be sent to designated PCG and other community primary
care/family/referring physicians, as well as to physicians who are consulted by the attending physician for coordination
of care. PCG and/or the attending physician can furnish and release to federal and state healthcare oversight agencies, or
upon written request, to all insurance companies or their representatives any information with respect to treatment of the
patient herein named including copies of the medical record.

(initial) PATIENT PORTAL.: If I have provided my e-mail address, | am requesting the ability to access my
medical information through the PCG online Patient Portal. | hereby consent to use the patient portal provided by PCG
for accessing my personal health information and communicating with my healthcare providers. | understand that the
patient portal is intended for non-urgent communication, such as scheduling appointments, requesting prescription refills,
and viewing my medical records and not for consultation. | understand that the office will respond during business hours
and it may take up to 72 hours for a reply. | acknowledge that | am responsible for maintaining the confidentiality of my
login credentials and agree not to share them with unauthorized individuals. I understand that the portal should not be
used for emergencies or urgent medical issues, and I will contact the office directly or seek immediate medical attention
in such cases.

(initial) HEALTH INFORMATION EXCHANGE: | give permission to share my electronic medical record
among my healthcare providers and obtain medication history through a Provider Health Information Exchange (HIE).
PCG will follow state and federal laws regarding the access by medical providers of any sensitive information, such as
behavioral health, substance abuse treatment, sexual abuse, genetic test results, HIV/AIDS status and adoption records

(initial) ELECTRONIC PRESCRIBING: | understand that PCG medical practices and offices may use an
electronic prescription system which allows prescriptions and related information to be electronically sent between my
PCG providers and my pharmacy. | have been informed and understand that PCG providers using the electronic
prescribing system will be able to see information about medications | am already taking, including those prescribed by
other providers. | give my consent to my PCG providers to see this health information.

(initial) CONSENT FOR VIRTUAL HEALTH/TELEMEDICINE SERVICES: I hereby consent to engaging
in virtual health or telemedicine services, where available, as part of my treatment. I understand that “virtual health” or
“telemedicine services” includes the practice of health care delivery, diagnosis, consultation, treatment, transfers of
medical data, and education using interactive audio, video, or data communications when the health care provider and
patient are not in the same physical location. The interactive electronic systems used for these services will incorporate
network and software security protocols to protect the confidentiality of patient identification and imaging data and will
include measures to safeguard the data to ensure its integrity against intentional or unintentional corruption.

I understand that the potential benefits of receiving care in this manner include improved access to care and the ability to
obtain the expertise of a distant specialist. The potential risks include problems with information transmittal, including
but not limited to poor data transfer which may include a poor video and data quality experience, or lack of access to my
complete medical record by the remote physician. | understand that all information, including images, will be part of my
medical record available to me if requested and with the same restrictions on dissemination without my consent. |
understand | may withdraw my consent at any time.

(initial) CONSENT FOR ARTIFICIAL INTELLIGENCE: I hereby consent to the use of an Al medical scribe
8
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by PCG and its providers before and during my medical visits. | understand that this technology assists in accurately
documenting my clinical encounters, allowing my healthcare provider to focus more on my care. The Al medical scribe
operates within a secure, HIPAA-compliant environment to protect my personal health information. | acknowledge that
I can ask questions about this technology at any time and that | have the right to decline its use without impacting the
quality of my care.

(initial) IMMUNIZATION REGISTRY:: I understand that PCG participates in the Georgia and South Carolina
Dept. of Health’s statewide immunization registry that collects vaccination history and information to serve the public
health goal of preventing the spread of vaccine preventable diseases. The registry complies with federal health
information privacy laws. | do hereby grant permission for PCG to send or fax childhood immunization records to
schools, upon request.

(initial) CELL PHONES: | hereby consent to provide my telephone number(s), including my wireless telephone
number(s), so that representatives from the PCG, its successors or assigns can contact me in any manner including but
not limited to by manually placing a call, by using an automatic telephone dialing system or an artificial or prerecorded
voice, by texting, or by e-mailing, regarding any matter, including but not limited to my medical treatment, prescriptions,
insurance eligibility, insurance coverage, scheduling, billing or collection matters. This consent includes any updated or
additional contact information that | may provide. | understand that | will be able to change my preference at any time

(initial) RELEASE OF RESPONSIBILITY FOR PERSONAL VALUABLES: | have been made aware and
understand that all PCG medical practices and offices provide no facilities for safekeeping of valuables. | do hereby
release PCG from any responsibility due to loss or damage of any valuables that I, or anyone accompanying me, may
bring to a PCG medical practice, office or facility.

(initial) CONSENT FOR ELECTRONIC COMMUNICATION: | hereby consent to the use of secure
electronic communication by PCG and its providers, including pre-visit and post-visit patient engagement tools, to
enhance my healthcare experience. | understand that these tools will facilitate efficient communication and management
of my health information, ensuring that I receive timely updates and reminders regarding my care. All communications
will be conducted within a secure, HIPAA-compliant framework to protect my personal health information. |
acknowledge that | can ask questions about these tools at any time and have the right to opt out of using electronic
communication tools if | prefer, without impacting the quality of my care.

(initial) OFFICE POLICIES: I have reviewed the office policies and procedures available on the PCG website
or upon request, and any questions | had have been answered to my satisfaction. | agree to comply with all PCG policies.

(initial) NOTICE OF PRIVACY PRACTICES: Required pursuant to Health Insurance Portability and
Accountability Act of 1996 (HIPAA), I acknowledge that I have been offered a copy of PCG’s Notice of Privacy
Practices. | hereby consent to the use and disclosure of my protected health information, including information generated
through use of virtual health or telemedicine services, as described in the Notice of Privacy Practices. This will include
all of my protected health information generated during hospitalization and outpatient treatment at PCG, including but
not limited to treatment for mental health, drug and alcohol abuse, communicable diseases such as HIV/AIDS,
developmental disabilities, genetic testing, and other types of treatment received.

I, or my legal representative, certify that | have read this document, that it has been fully explained to me and that |
understand its contents, and hereby agree to all terms and conditions set forth above and acknowledge the receipt of a
copy if requested.

The undersigned certifies that s/he has read (or have had read to me) the foregoing, understands it, accepts its terms, and
has received a copy of. | hereby agree to all terms and conditions set forth above and understand that any sections of this

9
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consent that | do not consent to, | have struck through and initialed the section that does not have my consent or
permission.

W*, ’

Signature Date

Printed Name

Low Country Medical Group, LLC d/b/a Prime Care of Georgia
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CONTROLLED SUBSTANCES CONTRACT

The purpose of this contract is to define the expectations between the physician and the patient regarding the use of
controlled medications.

I understand that I have a medical condition requiring the use of controlled substances. In addition, | understand that
the use of chronic controlled medication carries the risk of addiction as well as side effects from the medication. |
understand that controlled medications may impair my ability to operate a motor vehicle or heavy equipment.
To reduce the chances of abuse of the medication, certain parameters regarding the prescription are agreed to:
1. 1 will not use the medicines at doses higher than prescribed.
2. 1 will not ask for or receive controlled prescriptions from other medical providers, except as authorized by my
physician.
3. I will not ask for early prescription refills. Medications are to be taken as prescribed. Doses may not increased
without specific instructions from your provider. Medications must last from one appointment to the next scheduled
appointment. If you run out early, the remaining days will endure without medications.
4. No replacements will be provided for lost or stolen medications or prescriptions, even with a police report.
5. While using such medications, | understand that my ability to drive and/or operate machinery or equipment may
be impaired. These medications may cause me to feel sleepy and delay my reaction time thus placing others at risk
if I ignore these warnings.
6. | understand that my physician will need to see me for regularly scheduled visits, every 1 to 3 months, to follow
up on my chronic medical conditions. It is my responsibility to schedule the appointments so that | do not run out of
medication.
7. 1 agree to release information from all pharmacies where | obtain medications. | will choose one pharmacy to fill
my controlled medications and I will notify my physician if | change pharmacies.
8. I will consent to random drug testing. Any tampering with the urine drug screen, such as adding water or other
liquids, will result in immediate termination of controlled drugs and you will be dismissed from Prime Care of
Georgia.
9. No refills will be made at night, on holidays or weekends. Please be diligent in keeping count of your medication
and do not wait until you have 1-2 doses left. I will request medication refills as least 3 business days ahead of the
time I will run out.
10. Repeated calls to the office will lead to further delays and practice reserves the right to terminate patient-doctor

relationship.

Low Country Medical Group, LLC d/b/a Prime Care of Georgia
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11. Obtaining any controlled substance from any individual is a violation of the law and this contract. Violator will

be dismissed from Prime Care of Georgia and reported to law enforcement. Selling any controlled substance to any
individual is a violation of the law and this contract. Violators will be dismissed from PCNC and reported to law
enforcement.

12. | agree to remain respectful to office staff and providers when requesting refills and refrain from excessively
calling the office when requesting my prescription to check the status. | understand that I may leave 1 voicemail
and utilize the patient portal to initiate a refill request and will respectfully check with my pharmacy to see if the

refill has been sent in.

I have been informed that I may not take other drugs such as stimulants, tranquilizers, sedatives, or antihistamines
without first consulting with my physician. I understand that I should not mix my medications with alcohol. The
combination use of the above drugs may produce profound sedation, respiratory depression, and in worst cases, death. |
understand that | must not misuse nor share my prescribed medication. Failure to abide by these parameters will be
grounds for termination of the prescription of controlled medication by the physician and may result in termination

from this practice.

I have read, understand, and agree to follow the rules of this agreement. | authorize a copy of this agreement to
be released to my pharmacist.

Signature Date

Printed Name

Low Country Medical Group, LLC d/b/a Prime Care of Georgia
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REQUEST FOR LIMITATIONS AND RESTRICTIONS OF HEALTH INFORMATION

Which methods of communication may we use to contact you?

Home phone — leave message to return call without details
Home phone — leave message with details

Cell phone — leave message to return call without details
Cell phone — leave message with details

Letter with details

E-mail with details

ocooO0poOo

With whom do you authorize us to discuss your health information?

NAME (please print) RELATIONSHIP TO PATIENT Contact Number Date
NAME RELATIONSHIP TO PATIENT Contact Number Date
NAME RELATIONSHIP TO PATIENT Contact Number Date
NAME RELATIONSHIP TO PATIENT Contact Number Date

THIS AUTHORIZATION MAY BE REVOKED OR REPLACED AT ANY TIME.

SIGNING THIS FORM WILL RENDER ANY PRIVIOUSLY SIGNED FORM ON FILE VOID

SIGNATURE OF PATIENT / LEGAL GUARDIAN / LEGAL REPRESENTATIVE DATE OF BIRTH DATE

NAME OF LEGAL GUARDIAN / LEGAL REPRESENTATIVE (Please Print) RELATIONSHIP TO PATIENT
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