
  

 
 
 
 
 
Welcome to our practice! 
 
We are pleased that you have chosen to trust Orthopaedic Center of the Carolinas with your health 
care, and we look forward to meeting you.   
 
Enclosed you will find our New Patient Packet which includes information about our practice and all 
the forms you need to complete in order for us to give you the best care possible.  Please bring the 
completed forms with you for your appointment.  We ask that you arrive 10-15 minutes before your 
scheduled time so that we can complete the registration process.  Finally, please be sure to bring your 
driver’s license (or picture ID), current insurance cards, medications, and any applicable films or x-
rays. 
 
Please feel free to contact our office at (864) 850-1968 should you have any questions or need 
additional information.  
 
 
Sincerely, 
 
 
 
William L. DeVault, MD 

 
 
 
 
 
 
 
 
 
 

 



  

 

 
 



  

 
 
 
 
 



  

 



  

 
 

OFFICE POLICIES 
 
HOURS 
Our office hours are Monday through Friday, 8:00 a.m. to 4:45 p.m.  We are closed daily from noon to 1:30 
p.m. Please call during normal office hours for appointments or billing questions.  For urgent matters, there is a 
physician on call 24 hours a day. 
 
APPOINTMENTS 
Because we strive to keep our waiting times to a minimum, we request patients arrive promptly for their 
scheduled appointments. If you are more than 15 minutes late for your appointment, we will offer to reschedule 
your appointment or you will be worked in as time permits. 
 
RECORDS, FILMS, XRAY 
Please bring any records, films, or x-rays pertinent to your care with you to your appointment. The physician 
will be unable to make correct treatment decisions if these items are not present at the visit. If you are unable to 
obtain these items, please contact our office so we can work with you to get them, or reschedule your visit if 
necessary. 
 
INSURANCE AND IDENTIFICATION 
We require proof of current insurance and a picture ID at each visit. If you are unable to provide proper 
documentation, we will need to reschedule your appointment. 
 
Our office currently does not accept Self Pay or Medicaid. Please let us know if you fall into any of these 
groups so that we may either make payment arrangements prior to care, or refer you to another orthopedist. 
 
COPAYS 
As required by our legal contract with the insurance companies, we are required to collect all co-pays at the 
time of your service. It is our practice policy to collect these at the front window upon check in before services 
are rendered. If you are unable to pay your co pay, we will need to reschedule your appointment. 
 
PRESCRIPTIONS 
Please ask for any prescription refills at the time of your visit.  Prescription refill requests that are called in will 
be handled as time permits in the schedule. It could be as long as 24 to 48 hours before your refill can be 
approved and called in to your pharmacy. No prescription refill requests will be processed after noon on 
Fridays. 
 
 
 
 
Please keep this page for your reference. 
 

 
 

 
 



  

FINANCIAL POLICIES 
 

Please initial each section, then sign at the bottom of the page. 
 
______REFERRALS 

Orthopaedic Center of the Carolinas, PA participates with many insurance companies. It is your 
responsibility to check with your insurance company to see if they will pay for you to come here. If a 
referral is required, it is your responsibility to obtain this referral from your primary care physician.   
 

______COPAYS 
As required by our legal contract with the insurance companies, we are required to collect all co-pays 
at the time of your service. It is our practice policy to collect co-pays at the front window upon check 
in, before services are rendered.  If you are unable to pay your co-pay, we will need to reschedule your 
visit. 
 

______INSURANCE / BILLING 
We currently file your insurance for you. For this process to go smoothly, it is essential for us to have 
current and correct insurance information as well as current and correct demographic information 
about you. Any services performed in our office that are not covered by your insurance will be billed to 
you. In addition, if your insurance company does not respond to our request for payment, you will 
receive an invoice in the mail for the balance due. The balance of that claim will be your responsibility 
to settle with us and your insurance company. Any services performed in our office that are not 
covered by your insurance will be billed to you and full payment must be made within 90 days or 
your account will go to collections. We will be happy to give you information to allow for prompt 
processing of your claim from your insurance company – we want to help you receive the benefit which 
you paid for with your premiums. 
 

______FORMS 
If your medical condition requires any disability, insurance or physical forms to be filled out, please be 
aware that there is a $15 charge per form, and it will take us approximately 48 hours to complete. 
Because insurance does not pay for this service, it will be your responsibility to pay us at the time the 
forms are dropped off. 
 

______CHILDREN OF DIVORCED AND SEPARATED PARENTS 
The individual who brings the child to the office is responsible for payment of fees charged for that 
child’s care. If another agrees to payment responsibility, that person must provide an acknowledgement 
in writing of their desire to pay for care. It is the responsibility of the person bringing the child to the 
office to obtain a written agreement and to inform the other person of care being provided. 
 

Patient’s or Legal Guardian’s Signature     Date 
 
________________________________________________ ___________________ 

 
 
 
 
 
 



  

AUTHORIZATION FOR TREATMENT / 
RELEASE OF INFORMATION /  

FINANCIAL AGREEMENT 
 
 
I, the undersigned, knowing the patient (minor) and/or self, is suffering from a condition 
requiring health care, diagnosis and/or medical treatment hereby voluntarily agree to such 
diagnostic procedures and health care and assignees. I authorize the release of medical 
information to my referring doctor, health agency, government agency, insurance company or 
worker’s compensation. I request that payment to insurance benefits made on my behalf be paid 
directly to Orthopaedic Center of the Carolinas, PA.  I assume full financial responsibility for 
all debts incurred in any treatment and follow up care received. I understand that payment is due 
at the time services are rendered, and I further understand that I am financially responsible for 
all charges whether or not paid by the insurance carrier. It is the patient’s responsibility to 
obtain authorization from their Primary Care Physician or insurance company (if required by 
your insurance company) prior to services being rendered. 
 
Patient’s or Legal Guardian’s Signature     Date 
 
________________________________________________ ___________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 



  

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY 
PRACTICES 

 
As required by the Privacy Regulations created by the Health Insurance Portability and Accountability Act of 
1996 (HIPAA), we will gladly make available to you a full copy of our Patient Privacy Practices regarding your 
Personal Health Information (PHI) upon request. 
 
I understand that the purpose of this notice is to inform me of my rights pertaining to my Protected Health 
Information (PHI) and also the ways in which the Orthopaedic Center of the Carolinas, PA may use or disclose 
my PHI. 
 
_______________________________________  _______________________ 
Patient (or Legal Representative) Signature   Date 
 
 
I, ______________________________________ give Orthopaedic Center of the Carolinas, PA permission to 
discuss my medical records/insurance issues/appointment issues with: 
 
______________________________________  _______________________ 
Name (Please Print)      Relationship to patient 
 
______________________________________  _______________________ 
Name (Please Print)      Relationship to patient 
 
 
I give Orthopaedic Center of the Carolinas, PA permission to contact me in the following ways: (please check 
all that apply): 
 
_______ Home Phone   _______ Work Phone _______ Cell Phone 
_______ E-mail    _______ Mail 
 
I also give Orthopaedic Center of the Carolinas, PA permission to leave a message or an email with the 
following information: (please check all that apply): 
 
_______ Appointment Information _______ Test Results 
_______ Prescription Information _______ Returning Correspondence 
 
 
Patient Name: __________________________________  Date: __________________ 
 
Patient (or Legal Representative) Signature: _________________________________________ 
 
Witness Signature: ________________________________  Date: __________________ 
 



  

 
ACCIDENT/INJURY QUESTIONNAIRE 

 
 

SECTION ONE 
 
Date of Injury/Accident: _____________________ Referred by: _________________________________ 
Is the reason for your visit due to an injury caused by an accident:   ______ Yes _______ No 
If no, please briefly explain the nature of your problem: _________________________________________ 
 
Was the injury/ accident due to:   _____ Auto/Motorcycle  _____ Work   _____ School   _____Home     ______ Other 
Briefly describe the injury/accident and give details on how it occurred: 
_______________________________________________________________________________________ 
 
 
 

SECTION TWO 
If you checked “Auto/Motorcycle” or “other” in Section One, please answer the following: 
Did another person cause this accident? ______ Yes   _____ No 
If yes, name and address of person causing the injury: 
__________________________________________________________________________________ 
Insurance Company of person causing injury: 
__________________________________________________________________________________ 
Insurance Company Address and Phone: 
__________________________________________________________________________________ 
If auto or motorcycle related was the patient wearing a seatbelt? __ Yes __ No  
A Helmet? __ Yes __ No 
If auto or motorcycle related was the patient the driver _______ or passenger _______? 
Auto Insurance Company of Patient: ___________________________ Policy/Claim #: ____________ 
Address and Phone #: ____________________________________________________________________ 
Adjuster’s Name and Contact Information: ____________________________________________________ 
 

 
SECTION THREE 

If you checked “Work Related” please answer the following: 
 
Name and address of patient’s employer at the time of injury? 
__________________________________________________________________________________________
__________________________________________________________________________ 
 
Have you filed a Worker’s Compensation Claim?  ____ Yes  _____ No 
 
If yes, name of Worker’s Compensation Carrier: __________________________________________ 
Policy/Claim #: __________________________   Adjuster’s Name: ___________________________ 
Address and Phone #: ________________________________________________________________ 
 
Has the employer of the workers’ compensation carrier accepted or denied liability? 
 ___ Accepted ____Declined 
 



  
Name, address and telephone number of your attorney (if applicable): 
__________________________________________________________________________________________
__________________________________________________________________________ 
 
To the best of my knowledge the statements above are accurate and complete.  Unanswered questions indicate that they 
do not apply.  My signature authorized ____________________________ Insurance to receive any and all information 
concerning claims filed by me or on my behalf to another insurance carrier. 
 
Signature: ___________________________________Date: ______________________________ 
 
Printed name: ________________________________ 
 
Witness Signature: ____________________________Date: ______________________________ 
 
Printed name: ________________________________ 


