FLORIDA PHYSICIAN MEDICAL GROUP

Lake Primary Care Associates


                                                              PATIENT INFORMATION                        DATE 

Please Print

Patient’s Last Name ____________________________ First _________________________ Middle Initial _____________

Patient’s Social Security Number__________________________ Date of Birth _____________ Sex: Male ___Female____

Address _____________________________________________________________________ Apt. # _________________

City ____________________________________________ State ____________________ Zip Code __________________

Phone Number Home __________________________ Work ________________________ Cell ______________________

E-Mail Address: ______________________________________________________________________________________

Do you have an alternate address? ________________________________________________________________________

Marital Status (check one) 
____ Single
 ____ Married 
____ Separated     ____ Divorced     ____ Widowed 

Employment Status (check one) ____Full-time       ____ Part-Time     ____ Retired   ____ Unemployed

Employer ________________________________________ Address ____________________________________________

Spouses/Parent/Insurer Name: Last ______________________________________ First_____________________________ 

SSN ________________________________________________________ Birth Date ____________________ Age ______

Employed by _______________________________________________ Phone # __________________________________

Person to Notify: ________________________________ Relationship_____________ Phone number _________________

Insurance Name: ____________________________________ Policy #_________________________________

Insurer’s Name:_____________________________________ Date of Birth ____________________________

INSURANCE ASSIGNMENT

I, hereby authorize my insurance benefits to be paid directly to Florida Physician Medical Group. I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance on my account for any professional services rendered.

_________________________________________________________________________ ___________________________________

PATIENT, PARENT OR LEGAL GUARDIAN                                                          DATE

MEDICARE PATIENTS ONLY

I certify that the information given by me in applying for payment under Title XVIII 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 related Medical claim. I permit a copy of this authorization to be used in place of the original. I request that payment of the authorized benefits be made on my behalf. I 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 to me.

______________________________________________________________         ___________________________________

PATIENT, PARENT OR LEGAL GUARDIAN                                                        DATE

RELEASE OF MEDICAL RECORDS

I, hereby authorize the release of medical, psychiatric, HIV testing and/or drug abuse information for insurance carriers or for continuing patient care.

____________________________________________________________               _________________________________

PATIENT, PARENT OR LEGAL GUARDIAN                                                        DATE

CONSENT FOR EVALUATION OR TREATMENT

The undersigned hereby consents to whatever evaluation or treatment the assigned healthcare provider may deem necessary to the patient.

____________________________________________________________            __________________________________

PATIENT, PARENT OR LEGAL GUARDIAN                                                       DATE

                                                       PATIENTS PERSONAL HISTORY

_______________________________________________________      ______________________       ______________________

Last Name



First Name

        Birth date                                   Birth Place

	                                         DRUG ALLERGIES
	
	                                   MEDICATIONS

 Please write on other side for more medications if not enough room

	
	
	

	
	
	
	
	

	
	
	
	
	

	SURGICAL HISTORY

Please list any past surgical procedures and dates
                                                                                                MEDICAL HISTORY

Please check the ones that apply

	 Abdominal pain-Chronic
	 Gall Bladder/ Trouble 
	 Pneumonia
	 Chicken Pox  Polio  Mumps

	 Allergies/Hay fever
	 Gout 
	 Prostate Disease
	 Measles  Rubella Rheumatic  Fever

	 Anemia       Bruise Easily
	 Hair Loss 
	 Psoriasis    Eczema
	 Scarlet Fever  Tuberculosis

	 Ankles – Swollen
	 Headaches – Frequent 
	 Rashes       Hives
	 Herpes   Shingles

	 Appetite – Loss of
	 Heart Murmur 
	 Sexual/Menstrual

    Dysfunction
	

	 Arthritis/Rheumatism
	 Hemorrhoids 
	 Sinus Trouble
	Females – please complete

	 Asthma/Wheezing
	 Hernia 
	 Stools – Bloody or Tarry
	Pregnant?  yes    no

	 Back Pain – recurrent
	 High Blood Pressure
	 Stroke
	Planning Pregnancy?  yes  no

	 Bone Fracture/Joint Injury
	 Indigestion or Heartburn
	 Swallowing Difficulty
	Menstrual Flow:

	 Bowel habits- Change of
	 Infections-Frequent
	 Tetanus
	 Regular  Irregular  Cramps

	 Bronchitis/Chronic Cough
	 Jaundice/Hepatitis
	 Throat – Sore – Frequent
	  ___days of flow ___length of cycle

	 Cancer 
	 Kidney Stones
	 Thyroid Disease
	Date-of last period ___________

	 Chest Pain 
	 Lactose Intolerance
	 Tremor/Hands Shaking
	 Pain during/after sex _______

	 Convulsions/Seizures 
	 Leg pain – Walking
	 Ulcer – Peptic
	Number of:

	 Diabetes 
	 Memory Loss
	 Urethral Discharge
	___ Pregnancies  ____ Abortions

	 Diarrhea     Constipation
	 Mental Illness
	Urination: 

 Overnight>than twice
	___ Miscarriages ____Live Births

	 Diptheria
	 Moodiness – Excessive
	 Decrease in force/flow
	Birth Control Method _________

	 Diverticulosis    Crohn’s/Colitis 
	 Muscle Weakness
	 Painful  Loss of Control
	B.C. Pill Name ______________

	 Dizziness/Fainting 
	 Nausea/Vomiting- frequent
	 Urine – Blood in
	 Flushing/Menopause

	 Ear Infections-Frequent
	 Nervousness  

 Depression
	 Varicose Veins/Phlebitis
	Date of Last PAP ____________

	 Ear –Ringing In 
	 Nose Bleeds
	 Venereal Disease
	 Normal    Abnormal

	 Eye Infections 
	 Numbness/Tingling 
	 Vision – Failing
	Date of Last Mammogram

	 Fatigue – Chronic 
	 Osteoporosis
	 Weight Loss – Recent
	 Normal    Abnormal

	 Foot Pain     Cold Numb Feet
	 Phobias
	
	Where was it done ___________

	                                                                  FAMILY HISTORY

                                                      Please check the ones that apply

	      Father       Mother   Siblings   Children  Father       Mother                                                   Father    Mother     Siblings    Children   Father      Mother

                                                                       Parents      Parents                                                                                                                    Parents      Parents

	Alcoholism
	   
	   
	   
	   
	   
	   
	High Blood Pressure
	   
	   
	   
	   
	   
	   

	Asthma
	   
	   
	   
	   
	   
	   
	Kidney Disease
	   
	   
	   
	   
	   
	   

	Bleeding Disorder
	   
	   
	   
	   
	   
	   
	Mental Illness
	   
	   
	   
	   
	   
	   

	Cancer
	   
	   
	   
	   
	   
	   
	Migraine
	   
	   
	   
	   
	   
	   

	Diabetes
	   
	   
	   
	   
	   
	   
	Stroke
	   
	   
	   
	   
	   
	   

	Epilepsy/Convulsions
	   
	   
	   
	   
	   
	   
	Thyroid Disease
	   
	   
	   
	   
	   
	   

	Glaucoma
	   
	   
	   
	   
	   
	   
	Other:
	
	
	
	
	
	

	Hair Loss
	   
	   
	   
	   
	   
	   
	List on other side 
	
	
	
	
	
	

	Heart Disease
	   
	   
	   
	   
	   
	   
	for more history
	
	
	
	
	
	

	                                                                           HABITS

	Alcohol: Type _______________
	 Diet: Salt Intake ____________
	Sleep: 
	Smoke: Packs Daily ________

	    Amount ____________________
	     Fat Intake _________________
	   ____ Difficulty falling asleep
	How long? _________________

	 Coffee: Cups Daily ___________
	     Other ____________________
	   ____ Continuity Disturbances
	Have you quit, when?_________

	    Other Caffeine _______________
	 Exercise __________________
	   ____ Early Morning 
	Interested in quitting?_________

	
	
	   ____ Daytime Drowsiness
	Substance abuse?____________


HIPAA NOTICE OF PATIENT PRIVACY PRACTICES

USE AND DISCLOSURE AUTHORIZATION

Section A:  Please complete the following information for all requests

1. Date: ______________________________

2. Patient Name: _____________________________________________________ Date of Birth: _____________________________

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

1. You may leave the following messages on answering machine:


Referral Information
⁫     Prescription
           ⁫     Test Results   
         ⁫
    Other: _________________________________

2. You may discuss information regarding my treatment and care with following family members and/or friends as listed:

	

	

	


3. You may contact me regarding my treatment and care at the following numbers and or E-mail address:

	

	

	


Written Acknowledgement of Receipt of Florida Physicians Medical Group’s Notice of Patient Privacy Practices.

By signing, I am acknowledging I have received the FPMG’s Notice of Patient Privacy Practices.

__________________________________________________     __________________________________________

Signature of Patient or Guardian                                                                           Date

Patient declined to accept Notice of Patient Privacy Practices    _____________________________________________________________

                                                                                                     Employee Signature and Title

	NO SHOW ACKNOWLEDGMENT


IN AN EFFORT TO BETTER SERVICE OUR PATIENTS, WE ARE REQUIRING A 24 HOUR ADVANCE NOTICE IF YOU ARE UNABLE TO KEEP YOUR SCHEDULED APPOINMENT.

I, understand the importance of keeping my scheduled appointment and agree to notify the office at least 24 hours in advance, if I am unable to keep my appointment. I also understand that if I do not give the required notice I may be charged a fee of $25.00 for a routine appointment and $50.00 for a physical. After Three (3) such incidents I will be discharged form the group for non-compliance.

__________________________________________________            _______________________________________

Patient Signature                                                                                     Date

__________________________________________________            _______________________________________

Witness                                                                                                   Date

