
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 
 
 
 
 

 

The Good Samaritan Clinic of Haywood County 
34 Sims Circle    828-454-5287 
Waynesville, NC  28786   828-454-5996 (Fax) 

New Medicaid Patient  

 
Date_____________ 
 
Patient  Name:_________________________________________________________.   
 

Your appointment is in 
 

Canton  Location, 112 Academy Street, Canton, NC on ______________________. 
 

Waynesville location, 34 Sims Circle, Waynesville, NC on ___________________. 
 

We will only accepted Medicaid if Mountaintop Healthcare is ALREADY on your 
card.  If another provider is on your card, you will need to f/u with that provider. 

 
Items you will need to bring to this appt. are as follows: 

o Completed forms.   
o Proof of identity.  (Drivers license, Birth certificate, or valid ID card) 

 
If you do not have ALL of the required items at your appointment you will be 
rescheduled.  This will delay your appointment as a new patient.  If you have questions 
please call me at 454-5287.   
 
Enclosed are two forms, health history form and patient information form.  
Complete these forms and bring to your appt.   
 

As a Medicaid patient you will be required to provide 

Medicaid card and $3 co-payment 
at each visit.  If you do not have these items, your appointment will be 

rescheduled. 
 



Mountaintop Healthcare Policies 
 

Services we DO NOT provide: 
• We DO NOT accept patients that are not between the ages of 

18 and 64. 
• We DO NOT provide any service that is available through 

Haywood County Health Department such as; pap smears, 
breast exams, hormone replacement therapy, treatment of 
sexually transmitted diseases, prenatal care, etc. 

• 
 

We DO NOT treat chronic pain with narcotics.   

Appointments:   
Clients are asked to make an appointment.  We have a small staff 
and we can only see a limited amount of people each day.  After your 
new patient appointment if you need to be seen you will need to call 
at 8:30 on the day you wish to be seen.  We only have open 
scheduling and can only schedule appointments on the day you wish 
to be seen.  We have a “3 No Show Policy”.  After 3 no shows you 
will be dismissed from our practice and need to find care elsewhere.  
Please call and cancel if you cannot make your appointment.  That 
will allow us to see another patient in that time slot.   
 
How to contact us if you have a problem:   
 
How to contact us if you have a problem:   
Clinic services are available only during clinic hours.  You can contact 
Dr. Teater after hours, but for emergencies only.  DO NOT call after 
hours for prescription refills.  If it is after hours and you feel that 
you need to be seen, go to the Urgent Care or the ER.     
 
Medication Refills:   
Please pay attention to how much medication you have and plan 
ahead.  Do not wait until you run out of medications to call the clinic 
refills.  We try to make sure refills are called in a timely manner, but 
you will need to allow us 24 to 48 hours for refills.  If you do not have 
any refills left, it may be time to come back in for appointment.  Plan 
ahead!!  
 
Remember, medication refills will not be called in after clinic hours.  
Do not call the on call provider for a refill on your medications.  This 
call will not be answered until the following clinic day. 
 
 
 



GOOD SAMARITAN CLINIC APPLICATION FOR NEW MEDICAID PATIENT 
 
Patient Name: 

 
 

 

 
Mailing  Address: 

 

 
City and State: 

   
Zip Code: 

 

 
Home Phone: 

 Emergency  
Contact: 

 

 
Work Phone: 

 Emergency  
Contact #: 

 

Cellular/pager:  Pharmacy:  
 

Social Security #:  Occupation:  

Date of Birth:  Employer:  

Sex:     M        F  Employer phone#: 

Marital Status:  Employer address: 

 
Do you have insurance in addition to 
Medicaid?     

  YES______________ No_________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



PATIENT NAME:  ___________________________________________DATE____________________ 
 
AGE:  ___________DATE OF LAST PHYSICAL EXAM:  _____________________________________ 
Symptoms:  (Circle all that relate to your current condition) 

GENERAL 
Chills 
Depression 
Dizziness 
Fainting 
Forgetfulness 
Headache 
Loss of Sleep 
Loss of weight 
Nervousness 
Numbness 
Sweats 
 

MEN ONLY  
Breast lump 
Lump in testicles 
Penile Discharge 
Sore On Penis 

GASTRO 
Poor appetite 
Bloating 
Bowel changes 
Constipation  
Diarrhea 
Excessive hunger 
Excessive Thirst 
Gas 
Hemorrhoids 
Indigestion 
Nausea 
Rectal Bleeding 
Stomach Pain 
Vomiting Blood 
Vomiting    

CARDIOVASCULAR 
Chest Pain 
High BP 
Irregular Heartbeat 
Low BP 
Poor circulation 
Rapid Heartbeat 
Swelling of ankles 
Varicose Veins 
 

SKIN 
Itching 
Hives 
Sores 
Change in Mole 
Rash  
Scar 
 

MUSCLE/JOINT 
Pain, weakness, 
numbness in: 
Arms       Legs 
Hips         Neck  
Back        Hands 
Feet         Shoulder  
 
 
GENITO-URINARY 
Blood in urine 
Frequent urination 
Lack of bladder 
control 
Painful Urination 

WOMEN ONLY: 
Abnormal Pap 
smear 
Breast Lump 
Extreme 
menstrual pain 
Hot flashes 
Nipple discharge 
Painful intercourse 
Vaginal Discharge 
Last Menstrual 
Period 
Date___________ 
Last Pap Smear  
Date___________ 
Previous 
Mammogram 
Pregnant? 
Number of 
children? 
______________ 

 
Conditions 

(CIRCLE ALL 
THAT APPLY) 

Aids                      
Alcoholism 
Anemia 
Anorexia 
Appendicitis 
Arthritis 
Asthma 
Bleeding Disorders 
Breast Lump 
Bronchitis 
Bulimia 
Cancer 
Cataracts 
Chemical 
dependency 
Chicken Pox 
Diabetes 

 
 
 
Emphysema 
Epilepsy 
Glaucoma 
Goiter 
Gonorrhea 
Gout 
Heart Disease 
Hepatitis 
Hernia 
Herpes 
High Cholesterol  
HIV Positive 
Kidney Disease 
Liver Disease 
Measles 
Migraines 
Miscarriage 
Mononucleosis 
 

 
 
 
Multiple Sclerosis 
Mumps 
Pacemaker 
Pneumonia 
Polio 
Prostate problems 
Psychiatric care 
Rheumatic Fever  
Scarlet Fever 
Stroke 
Suicide Attempt 
Thyroid Problems 
Tonsillitis 
Tuberculosis 
 
 

Medications you are  
currently taking: 
 
 
 
 
 
 
 
 
 
 
Allergies: 
 
 

HEALTH HABITS: 
Caffeine 
Tobacco 
Drugs 
Other  
 
OCCUPATION:___________ 
Does this involve  
Stress               
Hazardous Substances  
Heavy lifting  
 

FAMILY HISTORY: 
(circle all that apply) 
Arthritis/Gout      
Asthma/hayfever 
Cancer                  
Chemical Dependency  
Diabetes               
Heart Disease/Stroke 
High BP                
Kidney Disease 
Tuberculosis         
Other  
 

FAMILY HISTORY AGE STATE OF HEALTH AGE OF DEATH 
(IF APPLICABLE) 

CAUSE OF DEATH 
(IF APPLICABLE) 

 
FATHER 

    

 
MOTHER 

    

 
SIBLINGS 

    

 
 

    

 
 

    

If you need more room, please continue on the back.   
 
     
 

 

For Office Use Only:                                                                        
 

MH Screening Score_____________ 
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