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PREVIOUS INFERTILITY TREATMENT

                YES    NO         DATE TYPE

PROCEDURES ON CERVIX/UTERUS/TUBES ~ ~                                                                                                                    

PROCEDURES ON OVARIES ~ ~                                                                                                                    

PROCEDURES FOR ADHESIONS ~ ~                                                                                                                    

TREATMENT FOR ENDOMETRIOSIS ~ ~                                                                                                                    

 PELVIC INFLAMMATORY DISEASE ~ ~                                                                                                                    

TREATMENT WITH MEDICATION ~ ~                                                                                                                    

ARTIFICIAL INSEMINATION ~ ~                                                                                                                    

OTHER TREATMENT ~ ~                                                                                                                    

MEDICAL - SURGICAL HISTORY

                YES    NO                  DATE COMMENTS

ELEVATED BLOOD PRESSURE ~ ~                                                                                                                    

HEART MURMUR ~ ~                                                                                                                    

DIABETES ~ ~                                                                                                                    

LUNG DISEASE ~ ~                                                                                                                    

LIVER OR GALLBLADDER DISEASE ~ ~                                                                                                                    

JAUNDICE ~ ~                                                                                                                    

HEPATITIS ~ ~                                                                                                                    

URINARY TRACT ABNORMALITIES ~ ~                                                                                                                    

THYROID DISEASE ~ ~                                                                                                                    

ARTHRITIS ~ ~                                                                                                                    

AUTOIMMUNE DISEASE (I.E., LUPUS) ~ ~                                                                                                                    

OTHER SERIOUS OR CHRONIC DISEASE ~ ~                                                                                                                    

ANY SURGERY ~ ~                                                                                                                    

                                                                                                                     

DID YOUR MOTHER TAKE ANY MEDICATIONS ~ ~ ~ DON’T KNOW IF YES, PLEASE LIST                                                               

  WHILE PREGNANT WITH YOU?                                                                                                                          

HAVE YOU EVER BEEN TREATED FOR:

SYPHILIS ~ ~                                                                                                                    

GONORRHEA ~ ~                                                                                                                    

CHLAMYDIA ~ ~                                                                                                                    

GENITAL WARTS ~ ~                                                                                                                    

DO YOU HAVE A HISTORY OF GENITAL HERPES ~ ~                                                                                                                    

HISTORY OF X-RAY OR CANCER TREATMENT ~ ~                                                                                                                    

DO YOU HAVE ANY ALLERGIES TO MEDICATION ~ ~ IF YES, PLEASE LIST                                                                                             

                                                                                                                                                      

LIST MEDICATIONS YOU ARE NOW TAKING                                                                                                                                                       

LIST MEDICATIONS YOU HAVE TAKEN IN THE PAST                                                                                                                                                       
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SOUTHEASTERN FERTILITY CENTER

1375 HOSPITAL DRIVE

MT. PLEASANT, SC  29464
OFFICE  (843) 881-3900 FAX (843) 881-4729

QUESTIONNAIRE FOR MEN

SOCIAL HISTORY

NAME                                                                                                                                                                                       DATE                                                   

OCCUPATION                                                                                                                                                                                                                                

HEIGHT                                                 WEIGHT      __           PARTNER’S NAME           ___________                                                                                    

INFERTILITY / SEXUAL HISTORY

                                YES    NO

HAVE YOU EVER FATHERED A CHILD ~    ~ YEAR OF CHILD’S BIRTH_____________                                         

HAVE YOU EVER BEEN TOLD YOU ARE INFERTILE ~    ~ WHEN, BY WHOM _____________                                                   

ARE YOU CIRCUMCISED ~    ~ IF NO, DOES FORESKIN RETRACT EASILY?    ~ YES        ~ NO

HAS THERE BEEN ANY CHANGE IN LIBIDO OR SEXUAL DRIVE ~    ~                                                                                                                      

IS THERE ANY DIFFICULTY IN MAINTAINING AN ERECTION ~    ~                                                                                                                       

DO YOU EJACULATE INTO THE VAGINA WITHOUT DIFFICULTY ~    ~                                                                                                                       

ANY PAIN OR BURNING WITH URINATION OR EJACULATION ~    ~                                                                                                                       

ANY DISCHARGE FROM THE PENIS ~    ~                                                                                                                       

HAS A SEMEN ANALYSIS EVER BEEN PERFORMED ~    ~                                                                                                                       

DO YOU HAVE A HISTORY OF UNDESCENDED TESTES ~    ~                                                                                                                        

DO YOU HAVE AN INJURY TO TESTES ~    ~                                                                                                                        

HAVE YOU HAD SURGERY ON TESTES ~    ~                                                                                                                        

HAVE YOU HAD A HERNIA REPAIR ~    ~                                                                                                                        

ANY HISTORY OF TREATMENT TO IMPROVE FERTILITY ~    ~                                                                                                                        

MEDICAL / SURGICAL HISTORY

                YES    NO          DATE         COMMENTS

ELEVATED BLOOD PRESSURE ~    ~                                                                                                                    
HEART MURMUR ~    ~                                                                                                                    
DIABETES ~    ~                                                                                                                    
LUNG DISEASE ~    ~                                                                                                                    
LIVER OR GALLBLADDER DISEASE ~    ~                                                                                                                    
JAUNDICE ~    ~                                                                                                                    
HEPATITIS ~    ~                                                                                                                    
URINARY TRACT ABNORMALITIES ~    ~                                                                                                                    
THYROID DISEASE ~    ~                                                                                                                    
ARTHRITIS ~    ~                                                                                                                    
AUTOIMMUNE DISEASE (I.E., LUPUS) ~    ~                                                                                                                    
OTHER SERIOUS OR CHRONIC DISEASE ~    ~                                                                                                                    
ANY SURGERY ~    ~                                                                                                                    

DID YOUR MOTHER TAKE ANY MEDICATIONS ~    ~ ~ DON’T KNOW IF YES, PLEASE LIST                                                              

  WHILE PREGNANT WITH YOU?                                                                                                                                                    

HAVE YOU EVER BEEN TREATED FOR:                YES     NO

SYPHILIS ~    ~                                                                                                                    

GONORRHEA ~    ~                                                                                                                    

CHLAMYDIA ~    ~                                                                                                                    

PROSTATITIS ~    ~                                                                                                                    

INFECTION OF TESTICLES ~    ~                                                                                                                    

INFECTION OF SEMINAL VESICLES ~    ~                                                                                                                    

DO YOU HAVE A HISTORY OF GENITAL HERPES ~    ~                                                                                                                    

HISTORY OF X-RAY OR CANCER TREATMENT ~    ~                                                                                                                    

DO YOU HAVE ANY ALLERGIES TO MEDICATION ~    ~            ___________________________________________________________   

 

LIST MEDICATIONS YOU ARE TAKING PAST/PRESENT   ___________________________________________________________

How are you taking these medications? __________________________________________________
Why were they prescribed?                                                   ___________________________________________________________
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Southeastern Fertility Center 
Infertility ▪ Reproductive Endocrinology 

 
Grant W. Patton, Jr., MD 

John A. Schnorr, MD 
Michael J. Slowey, MD  

 

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 
****THIS FORM NEEDS TO BE SENT TO YOUR PHYSICIAN(S), NOT TO SEFC*** 

 
Please send this form to any physicians (OB/Gyn, Urologist, Infertility Specialist, etc) 

who have participated in your fertility-related care ASAP. 
                                                                                                                                                                                                                             
 
Patient Name:  _______________________________________________________________________________ 
                         (First)                                              (Middle/maiden)                                              (Last) 
 
SS#: ______________________________________           DOB:  ______________________________________ 
 
INFORMATION RELEASED FROM: INFORMATION RELEASED TO: 
PRACTICE NAME:  SOUTHEASTERN FERTILITY CENTER 
PHYSICIAN NAME:  ATTN: NEW PATIENT COORDINATOR 
ADDRESS: 1375 HOSPITAL DRIVE 
 MOUNT PLEASANT, SC 29464 
PHONE:  PHONE: 843-881-3900 
FAX: FAX: 843-284-2473 OR 843-881-4729 
 
Dear Dr. _____________________________: 
                                                                   
I am considering treatment at Southeastern Fertility Center.  Please forward a summary letter, this sheet, 
and the below listed information to Southeastern Fertility Center.  All records need to be submitted by 
appointment date:  ______________________. 
 
Please include the following if applicable:   

     All semen analyses 
    Hysterosalpingogram (HSG) reports and films 
    Any operative notes and pathology 
    All Lab Results 
    Any other pertinent records related to infertility including notes on IUI or IVF 

 
I request and authorize the above-named physician or health care provider to release information to 
Southeastern Fertility Center, PA.  I certify this request has been made voluntarily and that the information 
given above is accurate.  I understand that I may revoke this authorization at any time, except to the extent 
that action has already been taken to comply with it.  Redisclosure of my medical records by those receiving 
the above authorized information may not be accomplished without my further written consent.   Copies of 
medical records may be mailed or faxed to the above address.   
 
A copy of this authorization with my signature thereon may be utilized with the same effectiveness as the 
original.  Thank you for your assistance. 
 
Sincerely, 
   
                                                                                                              ___________________________   
Signature                                                                                               Date                 
                         

PLEASE ENCLOSE THIS LETTER WITH THE COPIES OF RECORDS. 
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Southeastern Fertility Center 
Infertility ▪ Reproductive Endocrinology 

 
Grant W. Patton, Jr., MD 

John A. Schnorr, MD 
Michael J. Slowey, MD  

 

Electronic Communication Consent 
 

E-mail communication provides for a fast and easy way to communicate with your healthcare provider 
for those issues that are non-emergent, non-urgent or non-critical. It is not a replacement for the 
interpersonal contact that is the very basis of the patient-healthcare provider relationship; rather it can 
support and strengthen an already established relationship. 
The following summarizes the information you need to determine whether you wish to supplement your 
healthcare experience at our practice by electronically communicating with staff members. 
 
General Considerations 
• E-mail communication will be considered and treated with the same degree of privacy and 

confidentiality as written medical records. 
• Standard e-mail services, such as AOL, Optonline, Yahoo, and HotMail are not secure. This means 

that the e-mail messages are not encrypted and can be intercepted and read by unauthorized 
individuals. Transmitting e-mail that contains protected health information through an e-mail system 
that is not encrypted does not meet the security guidelines as required by the Health Information 
Protection and Accountability Act. 

• Your E-mail address will not be used for external marketing purposes without your permission. You 
may receive a group mailing from the practice, however, the recipients e-mail addresses will be 
hidden. 

 
Provider Responsibilities 
• The Provider will attempt to electronically confirm your e-mail address by requesting a return 

response to all e-mail messages. 
• Your provider may route your e-mail messages to other members of the staff for informational 

purposes or for expediting a response. 
• Designated staff may receive ad read your e-mail. 
• The provider will make every attempt to respond to your email message within 2 business days. If 

you do not receive a response from the provider within 2 business days, please contact the Practice. 
• Copies of e-mails sent and received from and to you will be incorporated into your medical record. 

You are advised to retain all electronic correspondence for your own files. 
 
Patient Responsibilities 
• E-mail messages should not be used for emergencies or time sensitive situations. In event of a 

medical emergency, you should contact 911. For emergent or time sensitive situations, you should 
contact your healthcare provider through the office. 

• E-mail messages should be concise. Please arrange for an office appointment if the issue is too 
complex or sensitive to discuss via e-mail. 

• Please key in your full name and the topic, i.e., medication question, in the subject line. This will 
serve to identify you as the sender of the e-mail. 

• Please acknowledge that you received and read the provider’s message by return e-mail to the 
provider. 
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Southeastern Fertility Center 
Infertility ▪ Reproductive Endocrinology 

 
Grant W. Patton, Jr., MD 

John A. Schnorr, MD 
Michael J. Slowey, MD  

 
Electronic Communication Consent 

 
I have read and understood the above description of the risks and responsibilities associated with 
electronic communication with my healthcare provider. 
 
I acknowledge that commonly used e-mail services are not secure and fall outside of the security 
requirements set forth by the Health Insurance Portability and Accountability Act for the transmission 
for protected health information. 
 
I have been given the opportunity to discuss electronic communication with my healthcare provider and 
have had all my questions answered. 
 
In consideration for my desire to use electronic communication as an adjunct to in-person office visits 
with my provider, I hereby consent to electronic communication via non-secure e-mail services. 
 
I understand that I may revoke my consent to communicate electronically at any time by notifying 
Southeastern Fertility Center in writing at the above address, but if I do, the revocation will not have any 
effect on actions my healthcare provider has already taken in reliance on my consent. 
 
I agree to release my provider and the practice from any and all liability that may occur due to electronic 
communication over a non-secure network. 
 
I further agree to be held accountable to comply with the patient responsibilities as outlined above. 
 
PATIENT 
 
 
Patient Authorized E-mail Address 
 
 
Patient Signature      Date 
 
PARTNER 
 
Partner Authorized E-Mail Address 
 
 
Partner Signature      Date 
 
Southeastern Fertility Center 
1375 Hospital Drive 
Mount Pleasant, SC 29464 
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Southeastern Fertility Center 
Infertility ▪ Reproductive Endocrinology 

 
Grant W. Patton, Jr., MD 

John A. Schnorr, MD 
Michael J. Slowey, MD  

 
 

PATIENT FINANCIAL POLICY 
 

In order for Southeastern Fertility Center (SEFC) to maintain a healthy financial position, it is necessary 
to implement and adhere to collection policies.  The policies and procedures listed below will enable 
SEFC to remain a viable health care provider.   
 
Insurance Coverage  
The patient or his/her legal guarantor is ultimately responsible for all services incurred.  SEFC will bill 
insurance plans if the patient provides the required insurance information and signs an Assignment of 
Benefits statement.  SEFC may submit claims for covered services to non-contracted insurance plans as 
a courtesy, however, the services must be paid in full at the time services are rendered.  If the patient has 
dual coverage, and we do not participate with your primary insurer, the services must be paid in full at 
the time services are rendered.  All information given regarding the ability to pay, third-party insurance , 
employment, etc., will be subject to verification.  Patients with a contracted insurance plan that covers 
only a portion of the services must pay the difference between the charges and the anticipated insurance 
payment at the time the services are rendered.  All patients receiving medical services are required to 
provide their social security number prior to services being rendered.  Patients with no social security 
number are required to pay prior to or at the time of service.  Patients may be requested to make full 
payment of unpaid balances when insurance payments are not received after 60 days from the date of 
billing.  A pre-pay deposit may be required prior to all all services beginning. 
 
Uninsured Patients/Non-covered Services   
Uninsured patients are required to pay all services in full prior to the services being incurred.   
 
Payment Methods 
The following payment methods are accepted:  cash, check, money order, credit cards (Mastercard, 
Visa, Discover) and outside lending institutions.  Returned checks will be  
handled in accordance with the Patient Financial Services Department NSF procedures.  A $35.00 bank 
fee and a $25.00 administration fee will be assessed for each returned check.  Patients receiving services 
at our Myrtle Beach and/or Columbia offices may be required to pre-pay for all services to be rendered.  
If payment is made by credit card via telephone, a credit card receipt will be mailed to the patient after 
the payment has been processed.  
 
Cryopreservation and Storage 
If you have consented to freeze your embryos, oocytes, and/or sperm, a storage fee will occur.   
If storage fees are not paid within a 30 day period, the fee will be considered delinquent and will enter a 
collections process that may result in reporting the debt to a credit bureau.  Cryopreservation is not 
included in the deposit estimate and is due within 15 days of transfer.  Cryopreservation fees that 
become delinquent will enter the same collection process as unpaid storage fees. 
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Cancellation of Cycle 
If a cycle is cancelled for any reason, you will be charged for the actual procedures performed according 
to the standard fee schedule utilized by SEFC.  Any difference between the cost of the actual procedures 
performed and the deposit amount will be refunded to the patient/guarantor once the patient has been 
released from care and all insurance dispositions received.  
 
If you are undergoing an IVF cycle and convert to an IUI cycle, you will only be charged for the actual 
procedures performed during both cycles.  An excess amount paid in your cycle deposit will be refunded 
to the patient/guarantor once the paitnet has been released from care and all insurance dispositions 
received.  
 
Refunds 
Overpayments or credit balances greater than $10.00 will be refunded to the appropriate party after 
review of the account.  Patient refunds will not be processed until the patient is released from care and 
all insurance dispositions have been received.   
 
 
In-House Collections 
All patient balances must be paid within 30 days of the time of service.  Patients with unpaid delinquent 
accounts over 90 days old will be referred to outside collection, reported to one of the credit reporting 
agencies and will be denied of receiving further services at SEFC.    
 
Referral for Outside Collections 
All accounts that cannot be collected by SEFC will be referred to a collection agency, magistrate, or 
attorney for further collection action in accordance with established guidelines as deemed appropriate by 
the Fair Debt Collection Practices Act.  SEFC may take legal action, including the lien on personal 
property, in order to collect balances owed.  Any fees assessed will be the responsibility of the debtor. 
 
“I have read, understand, and agree to the above financial policy.  I understand that charges not 
covered by my insurance company, as well as applicable copayment and deductibles, are my 
responsibility.” 
 
 
____________________________________________                 _______________ 
Print Patient/Guarantor Name             Date 
 
 
 
____________________________________________                ________________ 
Signature of Patient/Guarantor                       Date 
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ASSIGNMENT OF BENEFITS 
 
 
 

“I hereby assign to Integramed Fertility Centers any insurance or other third-party benefits available 
for health care services provided to me.  I understand that Integramed Fertility Centers has the right to 
refuse or accept assignment of such benefits.  If these benefits are not assigned to Integramed Fertility 
Centers, I agree to forward the practice all health insurance and other third-party payments I receive 
for services rendered to me immediately upon receipt.” 
 
 
 
 
 
 
___________________________________________                ___________________ 
Signature of Patient/Guarantor                                                   Date 
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SEFC’S HIPPA/RELEASE OF INFORMATION/AND INSURANCE AUTHORIZATION 
Private Insurance Authorization for Assignment of Benefits/Information Release 
I authorize that the payment of medical benefits be made on my behalf directly to Southeastern Fertility 
Center for any services furnished me by the physician(s).  I understand that I am financially responsible for 
any amount not covered by my contract.  I authorize the release of my insurance company information 
concerning health care, advice, or treatment provided to me necessary for processing insurance claims. 
           ______   Initials 
 

HIPPA Notice of Privacy Practices Acknowledgement 
I have received, read and understand Southeastern Fertility Center’s Notice of Privacy Practices.  I 
understand that this information will be used to carry out treatment, payment, and normal healthcare 
operations of Southeastern Fertility Center.  I understand that I may request, in writing, that you restrict 
how my private information is used or disclosed to carry out treatment, payment, or health care 
operations.  I also understand you are not required to agree to my requested restrictions, but if you do 
agree, then you are bound to abide by such restrictions. 
                  ______   Initials 
 

Agreement of Financial Responsibility  
Fertility services are not covered by most insurance plans.  Your insurance plan may not cover your 
visit today if you do not have a medical complaint or significant problem/abnormality.  In the event that 
services provided are denied as routine, preventive, pre-existing, or non-covered, you will be 
responsible for your balance.                 

                                                                                                                             ______   Initials 
 

Authorization to Release and/or Obtain Medical Records 
I hereby authorize my primary care physician, my referring physician, and Southeastern Fertility 
Center’s physicians, the release, use, and disclosure of my entire medical record by mail, phone, and 
fax, to carry out my treatment, payment, and healthcare operations.   
                         ______   Initials 
 

Authorized Methods of Communication (Please check all that apply) 

1. It is okay to leave call back phone number only:         □  Home   □  Cell  □  Work 
2. It is okay to leave detailed message on answering machine/voice mail:    

         □  Home   □  Cell  □  Work 
3.   It is okay to discuss my healthcare treatment with:    
      □ Spouse _______________________    □ Family Member _________________________   

      □ Friend ________________________       □ Other ________________________________ 
 
I/we understand that the authorization for release of information, assignment of insurance benefits, and 
agreement of financial responsibility will be valid for one (1) year from the date of signature and can 
only be revoked upon written notice.  By signing below, I/we acknowledge that this form has been read 
in full and explained as necessary. 
 
__________________________________   ___________________       ______________________ 
Patient’s Signature                  Date of Birth                 Date 
 
___________________________________   ___________________       ______________________ 
Partner’s Signature                  Date of Birth                 Date 
 
________________________________________________________       ______________________ 
SEFC Signature           Date 
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Southeastern Fertility Center 
Infertility ▪ Reproductive Endocrinology 

 
Grant W. Patton, Jr., MD 

John A. Schnorr, MD 
Michael J. Slowey, MD  

 
 
 

WAIVER 
 
 
Southeastern Fertility Center participates with various insurance companies: AETNA HEALTHCARE, THE 
STATE HEALTH  PLAN ADMINISTERED BY BLUE CROSS/BLUE SHIELD OF SC, BLUE CHOICE, CIGNA, AND 
UNITED HEALTHCARE.  Patient claims will be submitted for covered services.  
 
Non-covered services will be the responsibility of the patient. The insurance company will provide the 
patient with an Explanation of Benefits. It is the patient’s responsibility to provide information 
requested by the insurance company in order to complete the processing of a claim for payment.   
 
It is the responsibility of the patient to verify insurance benefits and to complete pre-authorizations 
required by the insurance company.   Surgery and IVF patients are required to prepay any portion of 
services not covered under the benefit plan. 
 
Please inform our staff upon receipt of a new insurance card or any changes in coverage.  This 
prevents delays in the processing of claims. 
 
Our Financial Department will assist with benefit information, but cannot assume responsibility for 
incorrect information by the insurance company.   
 
Southeastern Fertility Center is non-participating with all other insurance companies.  
 
 
I understand and agree to comply with the above policies. 
 
 
 
Patient signature__________________________ Date___________________ 
 
 
Partner signature__________________________ Date___________________ 
 
  



 1375 Hospital Drive # Mount Pleasant, SC  29464 # (843) 881-3900 # Fax (843) 881-4729 # www.sefertility.com 
 1410 Blanding St. #204 # Columbia, SC  29201 # (803) 779-8870 

4728 Jenn Drive, Suite #102 # Myrtle Beach, SC 29577 # (843) 839-0597 
Restuarant Information2.doc  04/15/2009 

Southeastern Fertility Center 
Infertility ▪ Reproductive Endocrinology 

 
Grant W. Patton, Jr., MD 

John A. Schnorr, MD 
Michael J. Slowey, MD  

 
 

               
Local Restaurants 

 
 

 
 
Alex’s Restaurant                                                        La Hacienda Mexican  
302 Coleman Boulevard                                               1035 Johnnie Dodds Boulevard 
843-881-7714                          843-856-7223 
 
Applebee’s Neighborhood Grill                         Mustard Seed 
1486 Stuart Engals Boulevard                       1036 Chuck Dawley Boulevard 
843-884-4996                          843-849-0050 
 
Benito Italian Restaurant                         On the Border Mexican 
1244 Belk Drive-Towne Center                       1875 Highway 17 North 
843-856-9639                          843-881-7944 
 
Five Loaves Cafe                          Outback Steakhouse 
1055 Johnnie Dodds Boulevard                  715 Johnnie Dodds Blvd. 
843-849-1043                          843-849-9456 
 
Gilligan’s Steamer & Raw Bar                        Skoogies 
1475 Long Grove Drive                         840 Coleman Boulevard 
843-849-2244                          843-884-0172 
 
Gullah Cuisine Lowcountry Rest.                               Vickery’s Bar & Grill 
1717 Highway 17 North                                   1313 Shrimp Boat Lane 
 843-881-9076                           843-884-4440 
   
       
International House of Pancakes                               Yamato Japanese Steak. 
1787 Highway 17 North                         1993 Riviera Drive 
843-849-7509                           843-881-1190  
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Southeastern Fertility Center 
Infertility ▪ Reproductive Endocrinology 

 
Grant W. Patton, Jr., MD 

John A. Schnorr, MD 
Michael J. Slowey, MD  

 
 

               
Lodging – Nearby Hotels and Motels 

 
Southeastern Fertility Center has special rates at the following hotels.  When making a 
reservation, let the front desk know that you are with Southeastern Fertility Center and you have 
a corporate medical rate.  For more information regarding the hotels and directions you may 
visit their website at www.charleston-hotels.net. 
 
 

Hampton Inn & Suites 
1104 Isle of Palms Connector 

Mount Pleasant, SC 29464 
843-856-3900 

$114.00 Standard Room 
 
 

Hampton Inn – Patriots Point 
Mount Pleasant 

255 Johnnie Dodds Blvd. 
Hwy 17N 

Mount Pleasant, SC  29464 
843-881-3300 

$89.00 Weekdays 
$129.00 Weekends 

Website Hotel Code:  CHSMT (www.hamptoninn.com or 1-800-Hampton) 
Booking Code:  HSC 

Corporate I.D #:  0560025934 
 
 

The Residence Inn by Marriott 
1116 Isle of Palms Connector 
Mount Pleasant, SC  29464 

843-881-1599 
$109.00 One Bedroom Suite, Sunday-Thursday 

 
 
 

Courtyard by Marriott 
1251 Woodland Avenue 

Mount Pleasant, SC  29464 
843-284-0900 

$104.00 Standard Room 
 



mclap
Text Box
MAP TO MOUNT PLEASANT OFFICE



Southeastern Fertility Center – Columbia Office 

1410 Blanding Street, Suite 204, Columbia, SC  

 
 
 
 

From I-26 Traveling West  

Traveling west of I-26 take the I-126 exit towards Columbia. Merge 
onto I-126 South. I-126 South becomes US-176 West. US-176 West 
becomes US-76 East. Turn right on Blanding Street and left into the 
office complex.  

 



Southeastern Fertility Center – Myrtle Beach Office 

4728 Jenn Drive, Suite 102, Myrtle Beach, SC  

 

Driving Directions  

From Highway 17 South of Myrtle Beach  

From the south side of Myrtle Beach drive north on Highway 17 until you reach 48th Avenue N. 
Turn right on 48th Avenue N and then turn right on Jenn Drive. We are located one block up on 
your left. 

From Highway 17 North of Myrtle Beach  

From the north side of Myrtle Beach drive south on Highway 17 until you reach 48th Avenue N. 
Turn left on 48th Avenue N and then turn right on Jenn Drive. We are located one block up on 
your left. 

From Marion, South Carolina 

Take highway 76/307 east to highway 576 which turns into 501 south at Marion. Take 501 
south all the way thru Aynor and Conway towards Myrtle Beach. Once you cross the bridge at 
the waterway going into Myrtle Beach, take the 17 bypass north. Exit sign will read to north 
Myrtle Beach. Once on the 17 bypass north, go to 48th Avenue North. Turn right on 48th 
Avenue North and then onto Jenn Drive. 




