FLORIDA HOSPITAL

MEDICAL GROUP
PATIENT INFORMATION

Please Print DATE
Patient’s Last Name First Name Middle Name
Suffix Gender: (1 Male (7 Female Social Security Number Date of Birth
Race Ethnic Group: 0J Hispanic (J Non-Hispanic J Unknown Preferred Language Marital Status
Mailing
Address Country Zip Code City State County
Home
Address Country Zip Code City State County
Home Ph.(__ ) Cell Ph.(__ ) Work Ph.(__ ) Ext Email Address
Primary Care Physician Referring Physician
Employment Status (J Full-Time (O Part-Time (J Retired Retired Date
Employer Occupation

WHO IS FINANCIALLY RESPONSIBLE FOR THE PATIENT (GUARANTOR)

Self Spouse Parent Other Gender
Last Name First Name Middle Name

SSN Date of Birth Home Ph.( ) Cell Ph.( ) Work Ph.( )
Street Address Country Zip Code City State
Employment Status (1 Full-Time O Part-Time J Retired Retired Date

Employer Name

Policy Holder Information (if Different from Patient). If same as responsible, please check here a

Self Spouse ‘ Parent Other Gender
Last Name First Name ' Middle Name

SSN Date of Birth Home Ph.( ) Cell Ph.( ) Work Ph.( )
Street Address Country Zip Code City State
Employment Status (O Full-Time (O Part-Time O Retired Retired Date

Employer Name

Emergency Contact (Parent / Guardian if patient is a minor)

Name Relationship

Home Phone ( ) Cell Phone ( ) Work Phone ( )

Where did you hear about us? ~ (JFamily (JFriend ) Insurance JiInternet (J Website (J Other

PLEASE HAVE YOUR INSURANCE CARD AND DRIVER'S LICENSE READY FOR THE RECEPTIONIST. PAYMENT FOR PROFESSIONAL
SERVICES IS DUE AND PAYABLE WHEN SERVICE IS RENDERED.

Cfsrev. 8/11 PLEASE FILL OUT REVERSE SIDE.



CONSENT FOR EVALUATION OR TREATMENT

The undersigned hereby consents to evaluation or freatment the assigned healthcare provider may deem necessary

to the patient name above.

PATIENT, PARENT, LEGAL GUARDIAN OR AUTHORIZED REPRESENTATIVE DATE

INSURANCE ASSIGNMENT

| hereby authorize my insurance benefits to be paid directly fo Florida Hospital Medical Group. | understand and
agree that, regardless of my insurance status, | am ultimately responsible for the balance on my account for any

professional services rendered.

PATIENT SIGNATURE DATE

FOR MEDICARE PATIENTS ONLY
MEDICARE PART B SIGNATURE AUTHORIZATION - LIFETIME

| certify that the information given by me in applying for payment under Title XVIll of the Social Security Act is correct.
I authorize any holder of medical or other information about me to release to the Social Security Administration or its
intermediaries or carriers any information needed for this or a related Medicare Claim. | permit a copy of this
authorization fo be used in place of the original. | request that payment of the authorized benefits be made on my
behalf. | assign the benefits payable for physician services to the physician or organization furnishing the services or
authorize such physician or organization to submit a claim to Medicare for payment to me.

PATIENT NAME PATIENT SIGNATURE

MEDICARE B# DATE

ADVANCE DIRECTIVE

| understand that the terms of any Advance Directive that | have executed will be followed by the health care facility
and my care givers to the extent permitted by law. Please check one of the following statements:

( ) 1HAVE executed an Advance Directive.
(Living Will, Durable Power of Aftorney, Designation of a Health Care Surrogate.)

Please provide copies of Advance Directive/Living Will to the receptionist to be included in your medical record.

( ) |HAVE NOT executed an Advance Directive.
(Living Will, Durable Power of Aftorney, Designation of a Health Care Surrogate.)

Date:

Signature:




M David Nerness, MD
La-ke al'Y i Robert Rodgers, MD

Family Practice Jin Soh-Urbano, MD
Patty Lodge, PA-C
OFFICE POLICY

FLORIDA HOsPiTal MEDICAL GrROUP

Patients Name
Thank you for choosing Lake Mary Family Practice as your health care provider.
Please read this office policy thoroughly. Due to the constant changes and demands
of healthcare plans, we ask for your cooperation in providing us with the following at
each visit:

e Your co-payment is expected to be paid at the time of service. You
may be rescheduled if you cannot pay your co-payment or any outstanding
balances from a previous visit that is solely your responsibility.

o Returned checks are subject to a $25.00 service fee.

o All self-pay and non-participating insurance patients must pay in full at time
of visit. You can file your receipt from us to try to seek reimbursement. We
invite all PPO plans, but you must remember with a PPO plan out-of-network
benefits are applied to your deductible, coinsurance and out-of-pocket before
they will pay any benefits.

¢ Cancellations will need to be arranged 24 business hours in
advance. If you fail to cancel your appointment your account will be
assessed a $25.00 “No Show” fee.

e Ifthe provider is not at fault there will be no changes of diagnosis or
procedure codes

e We ask for five (5) business days to complete any form or any paper work
brought into the office.

¢ Please allow 24-48 hours for prescription refills.

Laboratory (please check only one):

FL Path Quest Diagnostic Labcorp Other

RELEASE OF MEDICAL RECORDS
I hereby authorize the release of medical information to my self, insurance carriers
and/or for continuing patient care.
I'have read, understand, and agree to this Office Policy:

Signature Date

Health Insurance Portability and Accountability Act
HIPPA FORM

Attached you will receive the FHMG’s Notice of Patient Privacy Practice. By signing this Written
Acknowledgment of Receipt of Florida Hospital Medical group (FHMG) Notice of Patient Privacy
Practice, I hereby expressly acknowledge my receipt of FHMG’s Notice of Patient Privacy Practice.

Signature Date

4106 W. Lake Mary Boulevard, Suite 215, Lake Mary, FL 32746
407.333.1550 office | 407.333.3081 fax

www, LakeMaryFamilyPraceice.com




Patient Name REVIEW OF SYSTEMS

Since your last visit, do you now or have you had any problems related to the following systems? Check Yes or No.

Constitutional Symptoms Integumentary

Fever 0OYes ONo Skin rash OYes 0ONo

Chills OYes ONo Boils 0OYes ONo

Headache OYes ONo Persistent itch OYes ONo

Other Other

Eyes Musculoskeletal

Blurred vision OYes ONo Joint pain 0OYes ONo

Double vision OYes ONo Neck pain OYes ONo

Pain OYes ONo Back pain OYes ONo

Other Other

Allergic/Immunologic Ear/Nose/Throat/Mouth

Hay Fever OYes ONo Ear infection OYes ONo

Drug allergies OYes ONo Sore throat 0Yes ONo
Sinus problem OYes ONo

Other Other

Neurological Genitourinary

Tremors OYes ONo Urine retention OYes 0ONo

Dizzy spells OYes ONo Painful urination OYes ONo

Numbness/tingling OYes ONo Urinary frequency 0OYes ONo

Other Other

Endocrine Respiratory OYes ONo

Excessive thirst 0OYes ONo Wheezing OYes ONo

Too hot/cold OYes ONo Frequent cough OYes ONo

Tired/sluggish OYes ONo Shortness of Breath 0OYes ONo

Other Other

Gastrointestinal Hematologic/Lymphatic

Abdominal pain O0Yes ONo Swollen glands _ OYes ONo

Nausea/vomiting OYes ONo Blood clotting problem OYes ONo

Indigestion/heartburn OYes ONo

Other Other

Cardiovascular Psychologic

Chest pain OYes ONo Are you generally satisfied with OYes ONo
your life?

Varicose veins OYes 0ONo Do you feel severely OYes ONo
depressed?

High blood pressure 0OYes 0ONo Have you considered suicide? OYes ONo

Other Other

Provider Reviewed: Date Provider Reviewed: Date




4106 West Lake Mary Blvd., Ste. 215, Lake Mary, FL 32746
(407) 333-1550 Fax (407) 333-3081

COMMUNICATION
USE AND DISCLOSURE AUTHORIZATION

?%Lake Mary Family Pract/
T

Section A: Please complete the following information for all requests

1.

2

3

3:

Today’s date:

Patient name:

Date of Birth: 4, Patient SSN:

Address:

I hereby request the following regarding the use of my PERSONAL HEALTH INFORMATION:

1.

You may leave the following messages on answering machines:

[ Referral Information
O Prescription refill information

O Test results
O Other:
2. You may discuss information regarding my treatment and care with the following family members and/or
friends:
3. You may contact me regarding my treatment and care at the following numbers:
Signature of Patient or Guardian Date

Signature of Staff Person and Title

Printed Name of Staff Person and Title






