
M  H   Matthews Hematology Oncology Associates 
O   A           
 Patient Registration  
 

Date: _____________________________________ MR #: ___________________________________ 

Patient Name: ____________________________________________________________________________ 
          Last    First    Middle 

Date of Birth: _______________________________ Social Security #: __________________________ 

Address: ________________________________________________________________________________ 

City: ______________________________________ State: _______ Zip: ____________________ 

Home Phone: _________________ Work Phone: _________________   Cell Phone: ___________________  

Employer: _______________________________________________________________________________ 

Maiden Name: __________________ Married: ____     Single: ____     Widow: ____ Divorced: ___ 

Referring Physician: _________________________ Phone #: _________________________________ 

Emergency Contact: _________________________ Relationship: ______________________________ 

Phone: ___________________________________  

Primary Insurance Information  

**ALL information MUST be filled out** 

Name of Insurance Company: _______________________________________________________________ 

Insured's Name: _____________________________ Relationship to Insured: □ Self  □ Spouse  □ Other 

Date of Birth: ______________________________  Social Security #: __________________________ 

Insured ID #: _______________________________ Group #: _________________________________ 

Insurance Address: ________________________________________________________________________ 

 

Secondary Insurance Information 
**ALL information MUST be filled out (if applicable)** 

Name of Insurance Company: _______________________________________________________________ 

Insured's Name: _____________________________ Relationship to Insured: □ Self  □ Spouse  □ Other 

Date of Birth: ______________________________  Social Security #: __________________________ 

Insured ID #: _______________________________ Group #: _________________________________ 

Insurance Address: ________________________________________________________________________ 

 

I hereby authorize Matthews Hematology Oncology Associates to furnish my medical records to insurance 

carriers and physicians assisting in my care, concerning my illness and treatments.  I hereby assign Matthews 

Hematology Oncology Associates all payments for medical service rendered to dependents or myself.  I 

understand that these authorizations remain in effect as long as my dependent or I remain a patient. 

Patient Signature: ________________________________________ Date: ________________________ 

Relationship, if other than patient: ____________________________________________________________ 

Richard S. Foulke, MD 
Lance K. Lassiter, MD 
Alfred J. Newman, MD 



MATTHEWS HEMATOLOGY ONCOLOGY ASSOCIATES 

PATIENT NAME: _____________________________________________________________________________ 

CHIEF COMPLAINT: Why have you been referred to our office? ____________________________________________________ 

REFERRING DOCTOR: _________________________  PRIMARY DOCTOR: ___________________________ 

OTHER DOCTORS THAT PROVIDE CARE: ____________________________________________________________ 

PREFERRED PHARMACY: _______________________ PHONE #: ____________________________________ 

ADDRESS: _______________________________________________________________________________________ 

MEDICATIONS: Please list all the medications you are taking, including the dosage and frequency.  If necessary, please continue your list on 

another sheet.  Always remember to bring your medications to each visit.  
______________________________________________ _____________________________________________ 

______________________________________________ _____________________________________________ 

______________________________________________ _____________________________________________ 
 
DRUG ALLERGIES: Please list and include reactions (rash, hives, breathing problems, etc.) 
□ Check if you have an allergy to the contrast used in radiology procedures. 

______________________________________________ _____________________________________________ 

______________________________________________ _____________________________________________ 
 

MEDICAL ILLNESSES:  
Please check all that apply. 

 
NERVOUS SYSTEM      BONES / JOINTS 
 □ Stroke / TIA       □ Arthritis 

□ Seizures       □ Fractures 
□ Severe anxiety      □ Joint replacements 
□ Depression        

        ENDOCRINE 
SENSES        □ Diabetes 

□ Hearing loss / deafness     □ Thyroid- □ High  □ Low 
□ Vision loss / blindness      
□ Glaucoma / cataracts     INFECTIONS  

 □ HIV / AIDS 
CARDIOVASCULAR       □ Hepatitis 

□ High blood pressure      
□ Angina, heart attack     KIDNEYS 
□ Congestive heart failure     □ Kidney failure 
□ Abnormal heart rhythm     □ Kidney stones 
□ High cholesterol       
□ Peripheral vascular disease     BLOOD DISORDERS 
□ Cardiac stents      □ Anemia 
        □ Abnormal blood counts 

LUNGS         □ Clotting problems 
 □ Asthma       □ Bleeding problems 

□ Emphysema / COPD        
       CANCER 

GASTROINTESTINAL        □ Current diagnosis (what type): 
 □ Ulcers, reflux, gastritis      ______________________________________ 
 □ Colitis / diarrhea      □ Previous diagnosis (when, what type): 

□ Liver disease       ______________________________________ 

***Continue to page 2*** 



OTHER ILLNESSES: _______________________________________________________________________________ 

_________________________________________________________________________________________________ 
  
SURGICAL PROCEDURES:  
______________________________________________ _____________________________________________ 

______________________________________________ _____________________________________________ 
 
FAMILY HISTORY: If any family member has had cancer, please note what type and their relationship to you. 

_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
SOCIAL HISTORY: 
 Married  □ Yes □ No  Divorced □ Yes □ No 

Widow(er) □ Yes □ No  Separated □ Yes □ No 
 

Who lives with you? ________________________________________________________________________________ 
 
Cigarettes: 

Are you or have you ever been a smoker? □ Yes □ No 

If “Yes”, when did you start?   ___________ 
 
Have you stopped smoking   □ Yes □ No  

If “Yes”, when did you stop?   ___________ 

If “No”, would you like help quitting smoking? □ Yes □ No 
 

Other Tobacco:  □ Pipe  □ Cigars □ Snuff  □ Chewing tobacco 
 
Alcohol Use:   □ Yes  □ No  If yes, how many drinks per week? _________________ 
 
Illegal Drugs:  □ Yes  □ No  If yes, explain. _________________________________ 
  

SYMPTOMS:   Currently  In the Past    Currently In the Past 
Shortness of breath        □          □    Cough        □          □  
Easy bruising / bleeding             □          □    Chest pain       □          □  
Abdominal pain               □          □    Diarrhea       □          □  
Bloody stool         □          □   Nausea              □          □ 
Fevers                □          □   Vomiting       □          □ 
Night sweats         □          □   Fatigue              □          □ 
Difficulty emptying bladder       □          □   Dizziness       □          □ 
Numbness         □          □   Poor appetite       □          □ 
 
Weight loss: How much, if any, in the last 6 months? ________________ 
 
Pain: Describe location, intensity and what makes it worse or better. __________________________________________ 

_________________________________________________________________________________________________ 
 
Please describe any other important symptoms. __________________________________________________________ 

_________________________________________________________________________________________________ 
 
Are you having any difficulty coping with your diagnosis related depression or anxiety? □ Yes □ No 



M  H  Matthews Hematology Oncology Associates 
O   A          
 
 
 

HIPAA Acknowledgement 
 

 
 
 
If you have any questions about this notice, please contact: 
 

Matthews Hematology Oncology Associates 
Beth Scott 
Office Administrator 
3036 Senna Drive 
Matthew, NC  28105 
Phone: 704-841-8151 

 
If you think that we have violated your privacy rights, please contact the person named above.  
You may also submit a written complaint to the U.S. Department of Health and Human Services.  
We will provide you with the address to file your complaint with the U.S. Department of Health 
and Human Services.  We will not retaliate in any way if you choose to file a complaint. 
 
 
 
 
I have received the Notice of Privacy Practices and I have been provided an opportunity to 
review it. 
 
 Name:  ____________________________________________________________ 
 
 Signature: ____________________________________________________________ 
 
 Date:   ____________________________________________________________ 
 
 

Questions and Complaints 

Acknowledgement 

Richard S. Foulke, MD 
Lance K. Lassiter, MD 
Alfred J. Newman, MD 



 

  M  H    Matthews Hematology Oncology Associates 
  O   A          

 

FINANCIAL POLICY 

Patient’s Name: __________________________________________________  Date of Birth: __________________________ 

 

BASIC POLICY: Payment for service is due in full at the time services are rendered in our office. 

FOR PATIENTS WITH INSURANCE: We bill most insurance carriers for you if proper paperwork is provided to us.  We will also bill most 

secondary insurance companies for you.  Co-payments and deductibles are due at the time of service.  Since your agreement with your 

insurance carrier is a private one, we do not routinely research why an insurance carrier has not paid or why it paid less than anticipated for 

your care.  If an insurance carrier has not paid within 60 days of billing, professional fees are due and payable in full from you. 

MEDICARE PATIENTS: We will bill Medicare for you.  We will also bill secondary insurance carriers for you.  All co-payments or 

deductibles are due and payable at the time service is provided. 

MEDICAID PATIENTS: All Medicaid patients must provide a current, valid insurance card before being seen.  Co-pays are also due before 

services are rendered, if required. 

NON-COVERED SERVICES: Any care not paid for by your existing insurance coverage will require payment in full at the time services are 

rendered or upon notice of insurance claim denial. 

PERSONAL INJURY CASES: The office does not bill for auto accidents or other liability or lawsuit-related cases.  You are responsible for 

payment at the time of service.  We do not accept liens. 

WORKER’S COMPENSATION: If your injury is work-related, we will need the case number and carrier name prior to your visits in order to 

bill the worker’s compensation insurance company. 

LATE FEES: Should your insurance fail to cover your entire visit, you will be mailed a statement each month.  You have 15 days to return 

payment or you will be charged a $20 late fee.  This fee will be charged each month and will continue to accrue until payment is made on 

your account. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
I have read, understood, and I agree to the above financial policy for payment of professional fees. 
The patient is ultimately responsible for all professional fees. 
 
Patient’s Signature: ________________________________________________________________ Date: ___________________ 

FOR MEDICARE PATIENTS ONLY:  
I request payment of authorized Medicare benefits be made on my behalf to Matthews Hematology Oncology Associates for any 
services furnished me by the listed provider/supplier.  I authorize any holder of medical information about me to release to the 
Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable to 
related services. 
 
I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the 
claim.  If “other health insurance” is indicated in Item 9 of the CMS-1500 form or elsewhere on other approved claim forms or 
electronically submitted claims, my signature authorizes releasing of the information to the insurer or agency.  In Medicare assigned 
cases, the provider or supplier agrees to accept the charge determination of the Medicare carrier as the full charge, and the patient 
is responsible only for the deductible, coinsurance and non-covered services.  The coinsurance and deductible are based upon the 
charge determination of the Medicare carrier. 
 
Patient’s Name (Please Print): ___________________________________________ Date:  ____________________ 

Patient’s Signature:   ___________________________________________ 

FOR PRIVATELY INSURED PATIENTS ONLY: 
Assignment of Insurance Benefits: I hereby assign all medical benefits, to include major medical benefits to which I am entitled, 
private insurance, and any other health plans to Matthews Hematology Oncology Associates.  This assignment will remain in effect 
until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as the original.  I understand I am 
financially responsible for all charges whether or not paid by said insurance.  I hereby authorize said assignee to release all 
information necessary to secure the payment. 
 
Patient’s Signature:  __________________________________________________ Date:   ____________________ 

Fo
r P

at
ie

nt
s 

w
ith

 M
ed

ic
ar

e 
Fo

r P
at

ie
nt

s 
w

ith
 

Pr
iv

at
e 

In
su

ra
nc

e 



PATIENT RECORD OF DISCLOSURES 
 
Name: __________________________________  Medical Record #: ______________ 

 
In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of their 
protected health information (PHI).  The individual is also provided the right to request confidential communications or 
that a communication of PHI is made by alternative means, such as sending correspondence to the individual's office 
instead of the individual's home. 

 
I wish to be contacted in the following manner (check all that apply): 

 
Home Telephone: ___________________________________________     

 O.K. to leave message with detailed information   
 Leave message with call-back number only  

  
Work Telephone: ___________________________________________      

 O.K. to leave message with detailed information   
 Leave message with call-back number only 

  
Written Communication 
  O.K. to mail to my home address 
  O.K. to mail to my work/office address 

 O.K. to fax to this number: ______________________________  
 
According to the HIPAA laws, we may also release information to the people you specify.  
Please list the people we may release your protected health information (PHI) to and their 
relationship to you: 
 
Name          Relationship to Patient 
_________________________________________________ ________________________ 

_________________________________________________ ________________________ 

_________________________________________________ ________________________ 

_________________________________________________ ________________________ 

_________________________________________________ ________________________ 

 

_________________________________________________  ________________________        

Patient Signature          Date 
_________________________________________________ ________________________ 

Print Name         Date of Birth 
 
The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of, and 
requests for PHI to the minimum necessary to accomplish the intended purpose.  These provisions do not apply to 
uses or disclosures made pursuant to an authorization requested by the individual. 
 
Healthcare entities must keep records of PHI disclosures.  Information provided below, if completed properly, will 
constitute an adequate record. 
 

NOTE: Uses and disclosures for TPO may be permitted without prior consent in an emergency. 
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3036 Senna Drive ♦ Matthews, NC  28105 
Phone: 704-841-8151 ♦ Fax: 704-841-9228 

www.matthewsoncology.com 

Richard S. Foulke, M.D. 
Lance K. Lassiter, M.D. 
Alfred J. Newman III, M.D.

 
No Show Policy 

 
The goal of the providers and staff of Matthews Hematology Oncology Associates is to provide you 
with excellent medical care and we sincerely appreciate the opportunity to participate in your care.  

 
Should you need to cancel or reschedule your appointment for any reason, we kindly ask that you call 

our office at 704-841-8151 at least 24 hours before your scheduled appointment time. 
 

If you are unable to keep your initial New Patient appointment and our office is not notified, 
please be aware that a $75.00 “No Show” fee will be applied to your account.  In the future, 

each Follow-Up appointment that you fail to present for without giving prior notice will incur a 
$25.00 “No Show” fee. 

 
Also note, these fees are not billable to your insurance company and are therefore entirely your 

responsibility. 
 
 
I understand the above policy and agree to provide adequate notice if I am unable to keep any future 
appointment(s) I may make. 
 
 
_________________________________________________   
Print Patient’s Name   
 
 
_________________________________________________  _____________________ 
Patient’s Signature         Date 



M  H   Matthews Hematology Oncology Associates 
O   A          
 
 
 

Request for the Release of Medical Records 
**Please print clearly!** 

 
Date:   ___________________________   
 
To:   ______________________________________________________________________ 

(Previous physician/practice name) 
 
Address:  ______________________________________________________________________ 
 
City:   ___________________________ State:  ______ Zip code:  __________ 
  
Phone #: ___________________________ Fax #: ________________________________ 
 
 
I hereby request that my medical records be released to: 

 
Matthews Hematology Oncology Associates 

3036 Senna Drive 
Matthews, NC  28105 
Phone: 704-841-8151 

Fax: 704-841-9228 
 
 
Date of Birth:  ______________________ 
 
Patient Name Printed:  ____________________________________________________________ 
 
Patient Signature:  ____________________________________________________________ 
 

Richard S. Foulke, MD 
Lance K. Lassiter, MD 
Alfred J. Newman, MD 
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NOTICE OF PRIVACY PRACTICES 
 


Richard S. Foulke, MD 
Lance K. Lassiter, MD 
Alfred J. Newman, MD 


3036 Senna Drive 
Matthews, NC  28105 
Phone: 704-841-8151 


 
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. 
 
Introduction 
 
At Matthews Hematology Oncology Associates, we are committed to treating and using protected health 
information about you responsibly.  This Notice of Privacy Practices describes the personal information we 
collect and how and when we use or disclose that information.  It also describes your rights as they relate to 
your protected health information.  This Notice is effective March 30, 2002 and applies to all protected health 
information as defined by federal regulations. 
 
Understanding Your Health Record/Information 
 
Each time you visit Matthews Hematology Oncology Associates, 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 
• Means of communication among the many health professionals who contribute to your care 
• Legal document describing the care you received 
• 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 data for medical research 
• A source of information for public health officials charged with improving the health of this state and  


the nation 
• A source of data for our planning and marketing 
• A tool with which we can assess and continually work to improve the care we render and the  


outcomes we achieve 
 
Understanding what is in your record and how your health information is used helps you to: 


• Ensure its accuracy 
• Better understand who, what, when, where and why others may access your health information  
• Make more informed decisions when authorizing disclosure to others 


 
Your Health Information Rights 
 
Although your health record is the physical property of Matthews Hematology Oncology Associates, the 
information belongs to you.  You have the right to: 


• Obtain a paper copy of this notice of information practices upon request 
• Inspect and copy your health record as provided for in 45 CFR 164.524 
• Amend your health record as provided in 45 CFR 164.528 
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• Obtain an accounting of disclosures of your health information as provided in 45 CFR 164.528 
• Request communications of your health information by alternative means or at alternative locations 
• Request a restriction on certain uses and disclosures of your information as provided by 45 CFR  


164.522 
• Revoke your authorization to use or disclose health information except to the extent that action has 


already been taken. 
 
Our Responsibilities 
 
Matthews Hematology Oncology Associates 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 provision effective for all protected health 
information we maintain.  Should our information practices change, we will mail a revised notice to the 
address you’ve supplied us, or if you agree, we will email the revised notice to you. 
 
We will not use or disclose your health information without your authorization, except as described in this 
notice.  We will also discontinue using and disclosing your health information after we have received a written 
revocation of the authorization according to the procedures included in the authorization. 
 
For More Information or to Report a Problem 
 
If you have questions and would like additional information, you may contact the practice’s Privacy Officer, 
Amy Rivers at 704-841-8151.  
 
If you believe your privacy rights have been violated, you can file a complaint with the practice’s Privacy 
Officer or with the Office for Civil Rights, U.S. Department of Health and Human Services.  There will be no 
retaliation for filing a complaint with either the Privacy Officer or the Office for Civil Rights.  The address for 
the OCR is listed below: 
 
Office for Civil Rights 
U.S. Department of Health and Human Services 
200 Independence Avenue, S.W. 
Room 509F, HHH Building 
Washington, D.C. 20201 
 
Examples of Disclosures for Treatment, Payment and Health Operations 
 
We will use your health information for treatment. 
 
For example: Information obtained by a nurse, physician or other member of your health care team will be 
recorded in your record and used to determine the course of treatment that should work best for you.  Your 
physician will document in your record his or her expectations of the members of your health care team.  
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Members of your health care team will then record the actions they took and their observations.  In that way, 
the physician 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 if you are ever discharged from this practice. 
 
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 the medical staff, the risk or quality improvement manager, or members of the 
quality improvement team 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 healthcare and services we provide. 
 
Business associates: There are some services provided in our organization through contacts with business 
associates.  Examples include physician services in the emergency department and radiology, certain 
laboratory tests and a copy service we use when making copies of your health record.  When these services 
are contracted, we may disclose your health information to our business associate so that they can perform 
the job we’ve asked them to do and bill you or your third-party payer for services rendered.  To protect your 
health information, however, we require the business associate to appropriately safeguard your information. 
 
Directory: Unless you notify us that you object, we will use your name, location in the facility, general condition 
and religious affiliation for directory purposes.  This information may be provided to members of the clergy 
and, except for religious affiliation, to other people who ask for you by name. 
 
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: Health professionals, 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. 
 
Research: We may disclose 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 health information. 
 
Funeral directors: We may disclose health information to funeral directors consistent with applicable law to 
carry out their duties. 
 
Organ procurement organizations: Consistent with applicable law, we may disclose health information to 
organ procurement organizations or other entities engaged in the procurement, banking or transplantation of 
organs for the purpose of tissue donation and transplant. 
 
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. 
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Fund raising: We may contact you as part of a fund raising effort. 
 
Food and Drug Administration (FDA): We may disclose to the FDA health information relative to adverse 
effects with respect to food, supplements, product and product defects, or post marketing surveillance 
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. 








Northeast Pkwy. 


Directions:           Matthews Hematology Oncology  
From Presbyterian Hospital Matthews               Associates 
Take Highway 51 N and cross over Independence 
Boulevard.  You will pass shopping centers on both  
sides of the road.  Go approximately ¼ mile and  
will see Bellasera Business Park on the right. 
Turn right onto Senna Drive and follow until you  
see our office on the right. 
 
Matthews Hematology Oncology Associates  
3036 Senna Drive  
Matthews, NC  28105 
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