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Arrowood
Medical Center

Riverview
Medical Center

CSM ® 2003

Occupational Medicine, Urgent Care,
Family Medicine and Physical Therapy

9720 South Tryon Street
Charlotte, NC    28273

704 . 588 . 7362   n   fax  704 . 588 . 9127
www.arrowoodmed.com

Appointments and Walk-In
Open Monday through Friday 8am - 6pm,

Saturday 9am - 5pm

Arrowood
Medical Center

Occumed
At Riverview

Riverview
Medical Center

Occupational Medicine and Physical Therapy
1393 Celanese Road
Rock Hill, SC    29732

803 . 327 . 0033   n   fax  803 . 325 . 2232
www.occumedatriverview.com

Appointments and Walk-In

Open Monday through Friday 8am - 8pm

Family Medicine, Urgent Care,
Occupational Medicine and Physical Therapy

1393 Celanese Road
Rock Hill, SC    29732

803 . 329 . 3103   n   fax  803 . 327 . 7937
www.riverviewmed.com

No appointment necessary

Open 24 hours, everyday

Justin Mitchell, PT
Physical Therapist

Wes Flinn, PA-C
Physican Assistant

Theresa Davis, APRN-BC, CDE
Nurse Practitioner,
Certified Diabetes Educator

Doris Chitwood, APRN-BC
Nurse Practitioner

C. Scott McNair, MD
Board-Certified,
Physical Medicine

Robert D. Lesslie, MD, MPH
Board-Certified,
Emergency Medicine and
Occupational Medicine

Pictured Left to Right:

Dr. Richard Bradner and
Dr. Robert Lesslie founded
Riverview Medical Center in 1986
and Arrowood Medical Center in
1987.  Over 20 years later, they are
still the owners and the medical
directors for the facilities and
surround themselves with fellow
professionals and a medical staff to
provide unparalleled medical care
to the local community.

Richard L. Bradner, MD
Board-Certified,
Emergency Medicine

Ed Neely, MD
Board Eligible,
Family Practice

Rob Wood, APRN-BC
Nurse Practitioner

Marianne Lewis, APRN-BC
Nurse Practitioner

Cynthia E. Buchanan, DO
Board-Certified,
Family Practice

Medical Directors
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W
e are here to offer you and your fam

ily
m

edical care w
henever you need us.

You can count on a friendly professional
staff, convenient hours, expedient
treatm

ent and expert physicians.

W
e realize that rising healthcare costs m

ake insurance
cost-prohibitive for som

e people in our com
m

unity
and w

e w
ould like to assist by offering a

discount plan for our services.  W
e appreciate the

opportunity to take great care of you!

For a $120 A
nnual Fee,

the Om
nicare M

edical Discount Plan offers:

$55 per visit
U

nlim
ited Sick O

ffice Visits

$75
O

ne Annual Physical
                       (includes

C
BC

 labw
ork &

 urinalysis)

20%
 discount

Procedures  (laceration repair,
dislocation, sprains, strains,
burns, foreign body rem

oval, etc.)

50%
 discount

X-Rays

10%
 discount

Laboratory Testing
(bloodw

ork and cultures)

20%
 discount

All other services
(supplies, physical therapy, EKG

s,
im

m
unizations, IV Fluids, etc.)

To obtain an O
m

nicare M
edical D

iscount card and
receive great savings on your healthcare costs,
please visit us at 1393 C

elanese Road in Rock H
ill

or 9720 South Tryon Street in C
harlotte.  Please

call 803-329-3103, ext. 243 for further details.

This is not insurance.  This program
 is for patients w

ith no
insurance or w

ith plans that cover only catastrophic
conditions.  C

laim
s cannot be filed w

ith insurance com
panies

and paym
ents do not apply to deductibles. Prescription

m
edications are not covered. It allow

s the bearer to receive
discounted rates at Arrow

ood M
edical C

enter or Riverview
M

edical C
enter. It is non-transferable and a valid picture ID

is required w
ith card.  Patients w

ill be responsible for paym
ent

of services on date treated.  The plan expires on D
ecem

ber 31,
2009 and w

ill be pro-rated on a m
onthly basis for individuals

joining after January 2009.

Please sign me up for the Omnicare Medical Discount Plan

r Individual Discount Option ($120 annual fee - expiration date of 12/31/2009)

r Family Discount Option for ________  (additional # of Immediate Family Members if applicable)
($60 annual fee per additional member - Spouse and dependents under 18 years are eligible.)

Primary Discount Cardholder�s Name: ________________________________________ Date of Birth ____ / ____ / _______

Immediate Family on Discount Card: ________________________________________ Date of Birth ____ / ____ / _______
(if app;icable)

________________________________________ Date of Birth ____ / ____ / _______

________________________________________ Date of Birth ____ / ____ / _______

________________________________________ Date of Birth ____ / ____ / _______

Street Address: __________________________________________________________________________________________

City _______________________________________     State___________ Zip Code__________________________
Primary Phone Number (         )_______________________    Alternate Phone Number (          )________________________
E-mail Address: __________________________________________________________________________________________
Emergency Contact ___________________________________________  Phone (          )  _____________________________

All information is accurate to the best of my knowledge, and I agree to all terms and conditions of the Membership Agreement. I want to be a
member of the Omnicare Medical Discount Plan because of rising health care costs and private insurances that are unaffordable. I understand that
the Omnicare Card IS NOT AN INSURANCE PROGRAM; it is a discount medical program for services at Arrowood Medical Center and Riverview
Medical Center and I cannot file claims with an insurance company for these services and payments do not apply to deductibles. In order to receive
the program discounts, I must pay for all services received on the date of treatment. The card is non-transferable and a valid picture of ID of patient
or guardian will be required for treatment. This program expires on December 31, 2009 and is non-refundable.

_________________________________________________________________                  _________________________
Signature Date

Payment Due $ ____________

Paid by    r Check # __________        r Cash       r VISA      r Master Card      r American Express

Card # __________________________________________________  Expiration Date ____________________________

Name on Card ______________________________________________________________________________________

Billing Adddress _____________________________________________________________________________________

W


