Florida Orthopaedic Associates, P.A.

Name of Primary Care Physician

PATIENT REGISTRATION " Date

Patient Name Social Security No.

Home Address City, St., Zip

Phone Homederk/Céilular Phone Home/Work/Cellular
Date of Birth Age Male / Female Married / Sipgle

Employer ' Occupation

Name/Phone Next of Kin Phone ¥,

Atforney Address and Phone

Is an Attorney Invelved Regarding This Accident?

If So, Name of Attorney

INJURY INFORMATION
Reason for Today’s Visit

Date of Accident

How Injury Occurred

If seen in the emergency room, give date seen and hospital name

Financially Responsible Party’s Name

GUARANTOR INFORMATION (Fill out when patient is under 18 years old)

‘Social Security No.

Home Address

City, St., Zip

Phone

Relationship to Patient

behalf? If yes, list name below.

Would you like to authorize Florida Orthopaedic Associates to release information to any other person(s) on your

Name: Relationship:
Name: Relationship:
3 7
HEALTH INSURANCE INFORMATION
Primary Health Insurance
Insurance Co. Name Phone
Insurance Co. Address
Policy Holder’s Name Social Security D.O.B.
Policy Number Group Number
Secondary Health Insurance
Insurance Co. Name Phone
Insurance Co. Address
Policy Holder’s Name Social Security - D.O.B.
Policy Number Group Number
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ACCIDENT INSURANCE Date of Injury
‘Worker’s Compensation Auto Other

Employer Name Address

Insurance Carrier Name

Billing Address

Claim Number

Authorized By Case Manager/Adjuster/Other

Phone Number Fax Number

ACKNOWLEDGMENTS

Please read and initial each item below indicating acknowledgment and acceptance.

I hereby authorize Dr. 2 or a physician designated by him/her, or
whomever he/she may designate as assistant to render medical care to me. I consent to care and treatment
that may encompass laboratory, diagnostic, or medical treatment that my physician or his/her assistant
may deem necessary for my health and well being.

I hereby assign to Florida Orthopaedic Associates, PA (hereinafter “Assignee”) any medical payment
benefits available to me under the policy affording coverage to me. I authorize Assignee to release any
information acquired in the course of my examination and treatment to my insurance company. If I am
being treated as a result of an automobile accident, I further assign any and all rights, claims, benefits,
and causes of action for personal injury protection benefits and medical payment benefits available to me
under the policy affording coverage to me for any and all treatment, services, and medical claims resulting
from the accident. In the event I do not have insurance coverage, or that my insurance coverage only

covers a portlon of my medical bills, I understand that I remain personally responsible for payment of
any remamlng balance.

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I hereby acknowledge that I have received and had an opportunity to ask questions concernmg the above named
practice’s Notice of Privacy Practices.

Dated

Patient or Patient’s Representative

Print Patient’s Name

If Sighed by Representative, State Name of Representative

Relationship to Patient -

In accordance with Florida Statute 458. 348(5), when schedulmg the initial exammatlon after a referral from
another practitioner, the patient may decide to see the physician or any other licensed practitioner supervised by the
physician. By identifying and signing below, I am indicating my choice of practitioner for this initial examination.

Circle one: Physician P.A.

Signed: ‘ Date:
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Florida Orthopaedic Associates, PA (FOA)
Authorization for Use or Disclosure of Protected Health Information

Full Name: Date of Birth:

This is an authorization under the Privacy Rules of the Health Insurance Portability and Accountability Act of 1996
[45 CFR§164.508]. I wish to release medical information from my medical record from/to the following FOA office:

__ 1. 740 W Plymouth Avenue, DeLand FL 32720 phone 386-734-9122 fax 386-736-4348
2. 1053 Medical Center Drive, Suite 101, Orange City, FL 32763 ph 386-774-2500 fax 386-774-2545
__ 3. 1337 Internationl Parkway S, Suite 1341, Lake Mary, FL 32746 ph 407-333-4507 fax 407-333-4576

Circle one: Records go to Records will be received from

Name, Address

Phone, Fax

Records (circle one) Mailed Faxed Hand-Carried

Specific documents to be released:

___ All Records ___ X-Rays ____ Discharge Summary
___ Progress Notes ___ MRI/CT ____ Consultation

____ History/Physical __ Operative Report ___ Medications

_ Labs __ Radiology Report -

____ Physician Orders ___ MRI/CT Report -

Specific Dates of Service:

Purpose of information:
__ Continued Medical Care lE
__ Insurance ____ Patient requesting records for himself/herself

Note to requesting party: Florida statue has established guidelines and cost rates for the copying of records. Your
signature on this form indicates your knowledge of this statement.

I understand that I have the right to revoke this authorization at any time. If I decide to do so it must be done in
writing. This authorization: ___ Expires: OR __ does not expire until I notify you in writing.

I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and
may no longer be protected by federal or state law.

My physician will not condition my treatment on whether I provide authorization for the requested use or disclosure
except: (1) if my treatment is related to research, or (2) health care services provided to me solely for the purpose of
creating protected health information for disclosure to a third party. I understand that I may refuse to sign this
Authorization. ’

Signature of Patient/Personal Representative  Date

Printed Name Description of Personal Representative’s Authority






