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    Mary Bell H. Vaughn MD 

Welcome! 
 

 Thank you for choosing to become a patient of our practice. We will work diligently to ensure that you 
receive the best care available. We would like to take this opportunity to familiarize you with our office 
policies: 
 
The following is a list of what is necessary to bring to your first visit: 

 Insurance Card(s) and picture ID 
 The names, phone and fax numbers to your previous doctors to obtain you medical records. 
 The enclosed forms completely filled out and signed. 
 All medications you are currently taking in the bottles. 

 

OFFICE HOURS:    Monday - Friday from 7am to 5pm 
 

Reminders: 
 It is your responsibility to know the benefits that you receive from your insurance company. This 

includes wellness/physical coverage, deductible amounts, and co-payment requirements. 
 We use QUEST lab for all lab work. If your insurance requires a different company to be used, it is 

your responsibility to tell us before labs are drawn so that you may be given an order sheet to go to 
an outside lab that insurance covers. 

 In compliance with HIPPA laws, no information will be given to anyone, including family, without 
prior written consent. 

 We require a 24 hour cancellation notice for all appointments or a fee of $50 will be charged if not 
notified prior to appointments. Future appointments will not be available until the fee is paid. 

 If your insurance company contacts you requesting information to process a claim, please contact 
them to prevent the bill from becoming your responsibility. 

 To ensure patient care is not interrupted during the day, all calls for Dr. Vaughn will be directed to 
the nurses. 

 We provide same day and walk in appointments for our established patients. 
 
Our goal is to provide you with the most efficient and up to date health care available. We are always open to 
suggestions. We look forward to seeing you! 
 
Sincerely, 
Dr. Mary Bell Vaughn and 
Vineville Internal Medicine Staff 
 
 
 

Your Appointment is 
Scheduled on: ____/____/______ at _____________ with 

Building A 
Erin Caves,  Cherrice Clay-Austin and Ashley Dykes 

And Dr. Mary Bell Vaughn 
Building B 

Ronda Toole, Lauren Lambeth,  Shandora Hayman-Jones   
Dr. Leslie Tidwell and Dr. James Thigpen 



 

 
 

PATIENT   INFORMATION: 
Patient’s Legal Last Name: 
 
 

First: Middle Marital Status (circle one) 
( ) Single ( ) Married ( ) Divorced 
( ) Separated ( )Widowed 

Email Address: 
 

Race (circle one): 
( )American Indian ( ) Alaska Native ( )Asian ( ) Hawaiian 
( )Black or African American ( ) White ( ) Hispanic ( ) 
Other 

Date of Birth: Sex (Circle One) 
( ) Male ( ) Female 

Social Security No: 

Street Address: 
 

Cell Phone: 
(       )  

Home Phone: 
(       ) 

For Reminder Calls, I prefer 
( ) Calls   ( ) Text 

City: State: Zip Code: 

Occupation: Employer: Employer Phone: 
(       ) 

HEALTH INFORMATION DISCLOSURE: 
List anyone that may call on your behalf or pick up any prescriptions if you are unable to do so 

Name/Phone Number 1.                                      / (       ) 
 

2.                                  / (       ) 

3.                                       / (       ) 
 

4.                                             / (       ) 

INSURANCE  INFORMATION: 
Name of Primary Insurance: Subscriber’s SSN: 

(if different from patient) 
Subscriber’s Name: 
(if different from patient) 

DOB: 

ID/Policy Number: Group Number/Plan Code: 
Patient’s Relationship to Subscriber:        ( ) Child           ( ) Self         ( ) Spouse        ( ) Other 
Name of Secondary Insurance: (if Applicable) 
 

Subscriber’s SSN: 
(if different from patient) 

Subscriber’s Name: 
(if different from patient) 

DOB: 

ID/Policy Number: Group Number/Plan Code: 
Patient’s Relationship to Subscriber:        ( ) Child           ( ) Self         ( ) Spouse        ( ) Other 
Other Insurance: 
 

ID/Policy Number: Group Number/Plan Code: 

IN  CASE  OF  EMERGENCY: 
Name: Relationship to Patient: Cell Number: Home Number: 

 
The above information is true to the best of my knowledge. I hereby authorize direct payment to my physicians from my 
insurance company when applicable. I understand that I am responsible for any balance(s) not paid by my insurance carrier 
and is to be paid to VIM. Said balance is to be paid in a timely manner. I also authorize the release of any medical 
information to a referring physician or insurance company. 

Patient/Guardian Signature:                                                                            Date: 



 



 



 



 

    Mary Bell H. Vaughn, MD 
     
 

Medical Records Release Form 
 

By signing this form, I authorize you to release confidential health information about me, by releasing a copy of 
my medical records, or a summary or narrative of my protected health information, to the physician/facility 
listed below. 
 
Patient Name: _________________________________________                 DOB: ___/___/____ 
 
Records being requested from: 
Dr. _______________________       Phone Number: _____________ Fax Number: ___________ 
Dr. _______________________       Phone Number: _____________ Fax Number: ___________ 
 
The information you may release subject to his signed release form is as follows: 
 
( ) Complete Records   ( ) Lab Reports  ( ) Pathology Reports 
( ) Progress Notes   ( ) Radiology Report  ( ) Immunization Records 
( ) H&P    ( ) Rx Records   ( ) Hospital Reports 
( ) Other (Please specify below) 
__________________________________________________________________________________________
__________________________________________________________________ 
HIV/AIDS: I consent to the release of any positive or negative test results for AIDS or HIV infection, 
antibodies to AIDS, or infection with any other causative agent of AIDS with the rest of my medical records. If 
this applies, please initial and date this form. Initial:_____ Date:__/__/___ 
 
Release my protected health information to the following physician/facility: 
 
Dr. Mary Bell Vaughn      Phone: 478-405-0045 
Vineville Internal Medicine      Fax:     478-405-0054 
3448 Vineville Ave 
Macon, Ga 31204 
 
Patient Name (Please Print) ____________________________________    DOB: ___/___/_____ 
 
Signature: __________________________________________________   Date: ___/___/_____ 
 
 
 
 
 



 

    Mary Bell H. Vaughn, MD 
     
 

Missed Appointment Fee Policy 
 
 
 

 Each time a patient misses an appointment without providing proper notice another patient is prevented 
from receiving care. 
 
 
Due to high patient demand and limited availability of appointments we have instituted a “missed appointment” 
fee.  You must give 24 hour advance notice to cancel or reschedule appointments; failure to do so will result in 
a “missed appointment” fee charge of $50 to your account. 

 
Once signed, this form will be a binding agreement and will become a permanent part of your patient record and 
chart. 
 
 
Patient Agreement: 
 
I certify that I have read and fully understand the above information. I understand that I am fully responsible for 
payment of this fee. 
 
 
Patient Name Printed: _______________________________________ DOB: ___/___/_____ 
 
Patient Signature: ______________________________________ 
 
Date: ___/___/____ 
 
Witness Signature: _______________________ 
 
CC: ___________________ (Account #) 
 
 
 
 
 
 
 



 

     Mary Bell Vaughn, MD 

2018 
Patient Financial Policy 

 
In order to take preventative measures and help reduce misunderstandings; we have adopted the following financial 

policies. If you have any questions regarding these policies, please discuss them with our office manager. 
Unless other arrangements have been made in advance by your health insurance carrier: 
 All co-pays and deductibles are due at the time of the visit. 
 Additional financial responsibility may be determined after your insurance has processed your claim. 
 For your conveniences we accept Visa, MasterCard, Discover, American Express, Cash and Checks. 
 Checks returned for NSF will incur a $30.00 fee which will be added to our account balance. 
Patient Insurance 
We have made prior arrangements with many insurers and health plans to accept assignment of benefits. This means that 
we will bill those plans for which we have an agreement, and will only require you to pay the authorized copayment at the 
time of service. Our office policy is to collect this co-payment when you arrive for you appointment, or you may be subject 
to a finance processing fee $10, for charging your required co-payment. If you have insurance coverage with a plan that 
we do not have a prior agreement with, we will prepare and send the claim for you on an unassigned basis. This means 
that your insurer will send the payment directly to you. Consequently, the charges for your care and treatment are due at 
the time of service. In the event that your health plan determines a service to be “not covered,” you will be responsible for 
the complete charge. Should any test performed result with any abnormalities, additional testing may be required-and will 
fall under the patients’ responsibility for those charges. 
Minor Patients 
For all services rendered to minor patients. We will look to the adult accompanying the patient and the parent or guardians 
with custody for payment. 
All patient under the age of 18 will not be seen without a parent or guardian present/or without signed consent form. 
Self-Pay Patients 
For all services rendered to patients without insurance or proper proof of insurance, a self-pay discounted charge will be 
applied to your account. Payment is due at the time of services rendered unless previous arrangements have been made 
with the billing office. Should any test performed result with any abnormalities, additional testing may be required-and 
will fall under the patients’ responsibility for those charges. Payment is due upon receipt of all statements from out office. 
Account Balance 
All patient balances must be paid in full when statement is received. Failure to pay a minimum of 20% of the statement 
balance will make your account subject to collections with the collection agency of Vineville Internal Medicine’s 
choosing. If your account is turned over to collection agency, you will be responsible for the collection fee of 40% that the 
agency charges. Any other feed incurred pursing with the courts will also be your responsibility. 
 In the event that your account is sent to collections, you will be dismissed from the practice for lack of payment. 
  
Patient Agreement: 
I have read and fully understand the financial policy of the practice, and I agree to be bound by its terms. I also understand 
and agree that the practice may amend such terms from time to time. 
 
Patient Name Printed: _____________________________________           DOB: ___/___/_____ 
 
Patient/Responsible Party Signature: _________________________________________________ 
 
Date: ___/____/_______ 
 
 



 

    Mary Bell H Vaughn, MD 
 
 

VIM Fee Schedule 
 

In order to take preventative measures and to help reduce misunderstandings between our patients and practice, 
we have adopted the following fee schedule. If you have any questions regarding this policy please discuss them 
with our office manager. 
 
The following fees are fees billed directly to the patient that are not covered by insurance. There fees are 
administrative fees, and must be paid at the time the request is made. 
 

 FMLA paperwork: $50 / Next Day: $75 – Rush fee 
 Disability Forms: $25 
 Handicap Parking permits: $10 
 Miscellaneous Letters Written: $15 
 Miscellaneous Forms (simple): $15 
 Miscellaneous Forms (complex): $25 
 Medical Records in accordance with GA Laws O.C.G.A 31-33-3 

Effective July 1, 2014 
Search, Retrieval, and Other Direct Administrative Costs Up to $25 
Certification Fee Up to per record $9.70 
Copying Costs for Records in Paper Form Per page for pages 1-20 $0.97 

Per page for pages 21-100 $0.83 
Per page for pages over 100 $0.66 

Note – Rates do not apply to records requests necessary to make or complete an application for disability 
benefits program. 

 
Patient Agreement: 
I have read and fully understand the fee schedule of the practice, and I agree to be bound by its terms. I also 
understand and agree that the practice may amend such terms from time to time. 
 
Patient Name (please print): _____________________________________   DOB: ___/___/_______ 
 
Patient/Responsible Party Signature: ___________________________________________________ 
 
Date: ___/___/_______ 



 

 


