










PATIENTS' BILL OF RIGHTS 

The statements he/ow are not laws hut are he/jefs and values of the Greenville County 
Medical Society doctors who want to maintain stron& trusting-doctor relationships. 

THE PATIENT HAS THE RIGHT TO: 
_ A doctor who stands up for the benefit of the patient and an insurance company which respects this role. 
_ Advice from his or her personal doctor, even when that advice may not agree with the opinion of the 

insurance company or the services listed in the insurance plan. 
_ Be told his or her doctor's referral specialist-of-choice (surgery, heart, cancer are examples),even when the 

specialist is not a provider for the insurance plan. 

PATIENTS HAVE THE RIGHT TO KNOW- BEFORE SIGNING THE INSURANCE 

PLAN AND SIXTY DAYS IN ADVANCE OF ANY CHANGES: 
Limits to the medical services covered 

_ Limits in their choices of doctors or hospitals 
_ Any money incentives offered to the doctor by the insurance plan which might affect the care given. 

THE PATIENT HAS THE RIGHT: 
_ To be able to choose independent doctors rather than network or "preferred". doctors for a higher 

patient payment that is still affordable. 
_ To coverage for the same tests, procedures and treatments as any other patient with similar problems, in 

the same insurance plan, as ordered by his or her doctor. 
_ To confidential medical records. If releasing records to an insurance company, the patient should be able 

to limit what is seen by the company for any reason allowed by law. 
_ To an appeals process provided by the insurance company: when medical service is denied or limited. 

The inslll'ailce company should be legally responsible for the decisions it makes about insured patients. 
_ To be protected from loss of insurance if he or she makes a reasonable complaint against the insurance 

company. The patient's doctor should also be protected from loss when making or supporting a complaint 
for the patient 

_ To know which government agency can help when the insurance company and the patient differ about 
coverage of a medical service. This information should be in the plan's benefits booklet 

SIGN: __ 

DATE: 

GREENVILLE COUNTY MEDICAL SOCIETY 

1395 SOUTH CHURCH STREET * GREENVILLE, S.C. 29615* (864) 370-9083 



Date ______ _ 

GREENVILLE WOMEN'S CLINIC 

REQUEST FOR ABORTION 

NAME OF PATIENT _________________ _
(Please Print) 

I have received from the Women's Clinic a fact sheet containing detailed information on the nature and purpose of an abortion,
the risks involved, and the possibility of complications. I have read the fact sheet which has been explained to any questions I
may have. No guarantee or assurance has been made to me as to the results which may be obtained, and I am aware, on the basis
of the fact sheet and the explanation I received, of the risks involved in an abortion and the possible complications. I understand
that if there are any complications, the Greenville Women's Clinic will not be respobsib!e for the hospital or doctor bills.

I hereby request that Dr. Campbell / Buffkin , perform an abortion upon me if he, in his medical judgement approves the
performance of the abortion. If any unforeseen condition arises in the course of the abortion calling, in his judgement, for
procedures in addition to or different from those contemplated. I further request and authorize him to do whatever he deems
advisale to protect my health and welfare. I Consent to the administration of a local or general anesthetic.

If a health care worker comes in direct contact with a patient's blood or body fluids. I/We understand that the patient's blood
may be tested for the Hepatitis B virus. Hepatitis C virus, or the HIV ( human immunoderficiency virus) to determine whether
or not the viruses are present, endangering the health worker (in accordance with South Carolina State title 44, chapter 29,
section 44-29-230). The results of the testing will be made available to the patient.

I CERTIFY THAT I HAVE READ AND FULLY UNDERSTOOD THE ABOVE CONSENT TO AN ABORTION, THAT
THE EXPLANATIONS THEREIN REFERED TO WERE MADE, THAT I HAVE TOLD MY ATTENDlNG PHYSICIAN
THAT MY PREGNANCY COMMENCED ON _______ (DAT OF LAST MENSTRUAL PERIOD) THAT I
HAVE GIVEN MY CORRECT NAME, ADDRESS, AND PHONE NUMBER, AND THAT ALL ABOVE BLANKS OR
STATEMENTS REQUIRING INSERTION OR COMPLETION WERE FILLED IN.

I understapt that I must have someone to drive me home,
______________ will be driving me home after the procedure.
I ______________ have elected to drive myself and therefore, I release the Greenville Women's Clinic of
any responsibiltiy. 

Signature of Patient ______________ Date ____ _

Signature or Parent. ______________ Date ___ _

I witness the fact that the patient received, read and said she understood the fact sheet.

Witness ___________ _ 

PLEASE READ AND SIGN APPROPRIATE BLANK 

I understand that failure to follow the instructions for general anesthesia concerning eating, drinking or chewing could lead
to severe pneumonia or death from breathing vomitus into ll)ngs.

I have not had anything to eat or drink since midnight prior to the day of my appointment.

Signature of Patient _____________ Date _____
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