PRIMARY CARE PHYSICIANS

3780 NW 83rd Street
Gainesville, FL 32606
PATIENT INFORMATION SHEET

PLEASE PRINT CLEARLY






  Today’s date: ________________

.
Patient name: ___________________________________________________________ Birthdate: _____________Sex: ____

     First                          
MI                        
   Last


Address: _________________________Apt #______ City: _______________________ State: ______ Zip: ______________


Home Phone (______) ________________Work Phone (______) ______________ext.#_____ Cell Phone:_________________
         Email address:_________________________      Ethnicity: __ Hispanic __Latino __Other     Race: _______________________
.
Social Security #: __________________________________ DL #: ___________________________________State: _______


Marital status:   Married  ______  Single ______  Other ______


Primary language spoken: ________________  Secondary language: _______________


Check the following if applicable: Full-time student ______   Part-time student ______

.
If student, permanent/parent’s address: ______________________________________________________________________


Name of school: _______________________________________________________________________________________


Employer name: _________________________________________ Work phone #: (_____)_________________ ext._______

.
I heard about you from: ________________________________________________________________________________


Parent or Spouse name: ______________________________________ SS#: _______________________  DOB:__________


Person who does not live with you for emergency contact: Name:______________________ Ph. #: (_____)_______________


Primary Insurance:

Insurance Plan/Program name:  ___________________________________________________________________________

Insurance Co. address: __________________________________ City: ____________________State: _____Zip: _________

Insurance ID# or SS#:_________________________________   Policy or Group #: ________________________________

Employer Insurance Plan? Yes ______  No_____   If yes, list employer: ___________________________________________

If the policy holder is a spouse or another family member, please complete the following:

Name:   _____________________________________ Relationship to Patient: _____________________________________

Street Address: ________________________Apt #______  City: ___________________  State:________ Zip:____________

SS#: _________________________  Sex: ______ DOB: ________________DL#: ________________________State: ____

Employer: ___________________________________________________ Work phone: (______)______________________

15.
Secondary Insurance:

Insurance Plan/Program name:   ___________________________________________________________________________

Insurance Co. address: __________________________________ City: ___________________State: _____Zip: ___________

Insurance ID# or SS#:______________________________   Policy or Group #: ____________________________________

Employer Insurance Plan? Yes ______  No _____   If yes, list employer: ___________________________________________

If the policy holder is a spouse or another family member, please complete the following:

Name:   _________________________________________ Relationship to Patient: _________________________________

Street Address: _________________________Apt #______  City: ____________________  State:________ Zip:__________

SS#: _____________________________   Sex: ______ DOB: ______________DL#: _______________________State: ____

Employer: ___________________________________________________ Work phone: (______)______________________ 

PLEASE CIRCLE YOUR PRIMARY CARE PHYSICIAN:    ***Checked in by _________         

   Sanders     O’Toole
        Harris     Subramanian     Sidman     Taldi

PRIMARY CARE PHYSICIANS
FINANCIAL POLICY
As your physicians, we are committed to providing you with the best possible medical care. In order to achieve this goal, we need your assistance, and your understanding of our payment policy.

PAYMENT FOR SERVICE IS DUE AT THE TIME SERVICES ARE RENDERED.

We accept cash, personal checks, MasterCard, Visa, and American Express. Returned checks are subject to a service charge of $30.00 or 5% of the face value of the check, whichever is greater, and you will lose your privilege to write checks in our office. This does not include accounts with pending insurance claims.

CANCELED APPOINTMENTS:   We request that if you need to cancel an appointment, please call 24 hours in advance.

NO-SHOW APPOINTMENTS:  If you fail to cancel and no-show for a scheduled appointment, after the third no-show you may be discharged from this practice.

ALL INSURANCE COMPANIES WE ARE CONTRACTED WITH:   co-payment OR deductible must be paid at the time of service. Because we are under contract with these insurance companies, we will file your insurance.

MEDICARE:   We are non-participating Medicare providers. As a courtesy, we will file your Medicare claims. You are responsible for office visit charges at time of service.

CHILDREN OF DIVORCED PARENTS:   payment is due at the time of service no matter who is responsible by order of the divorce decree.

FINANCIAL AGREEMENT:   We will gladly discuss your proposed treatment and do our best to answer any questions relating to your insurance. You must realize, however, that:

1.
Your insurance is a contract between you, your employer, and the insurance company. We are not party to that contract for indemnity and PPO insurances.

2.
Not all services are a covered benefit in all contracts. Some insurance companies arbitrarily select certain services that they will not cover (example: yearly physicals).
3.
There will be a $30 or 30% service fee, whichever is greater, to all accounts being forwarded to an outside collection agency.
We must emphasize that as your medical care providers, our relationship and concern is with you and your health, not your insurance company. All charges for services rendered that are not a covered benefit of your insurance policy are your responsibility. On any balance on your account after 90 days, including those that insurance has not paid, collection action will be taken. We realize that emergencies do arise and may affect timely payment of your account. If such extreme cases do occur, please contact us promptly for assistance in the management of your account. If it becomes necessary to collect any sum due through an attorney, the patient agrees to pay all reasonable costs of collection, including attorney’s fees, whether suit is filed or not. 

If you have any questions about the above information or any uncertainty regarding insurance coverage, please do not hesitate to ask us. We are here to help you.

I have read and understand the above Financial Policy.

                                                                    


_____________________
Signature







Date

                                                                    


_____________________
Witness







Date
LIFETIME AUTHORIZATION INSURANCE ASSIGNMENTS AND 

AUTHORIZATION TO RELEASE INFORMATION

I.
RELEASE OF INFORMATION - I, the below-named patient, do hereby authorize any physician examining and/or treating me to release to any third payer (such as an insurance company or governmental agency, example: Blue Shield of Florida or Medicare) any medical condition and records concerning diagnosis and treatment when requested by such third party for its use in connection with determining a claim for payment for such treatment and/or diagnosis.

II.
PHYSICIAN INSURANCE ASSIGNMENT - I, the below-named subscriber, hereby authorize payment directly to any physician examining or treating me of any group and/or individual surgical and/or medical benefits herein specified and otherwise payable to me for their services as described but not to exceed the reasonable and customary charge for these services.

III.
MEDICARE/MEDICAID - Patient’s certification authorization to release information and payment request:   I, the below-named patient,  certify that the information given by me in applying for payment under Title XVIII/XIX of the Social Security Act is correct. I authorize any holder of medical or other information about me to release to Social Security Administration/Division of Family Services or its intermediaries or carries any information needed for this of a related Medicare/Medicaid claim. I hereby certify all insurance pertaining to treatment shall be assigned to the physician treating me.

IV.
I PERMIT A COPY OF THESE AUTHORIZATIONS AND ASSIGNMENTS TO BE USED IN PLACE OF THE ORIGINAL WHICH IS ON FILE AT THE PHYSICIAN’S OFFICE. This assignment will remain in effect until revoked by me in writing.

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment. Some companies pay fixed allowances for certain procedures, and others pay a percentage of the charge. I understand it is my responsibility to pay any deductible amount, co-insurance, or any other balance not paid for by my insurance or third payer within a reasonable period of time not to exceed 60 days.

If this account is assigned to an attorney for collection and/or suit, the prevailing party shall be entitled to reasonable attorney’s fees and costs of collection.

Date: _                                    
Patient Name(please print):  ____________________________________ 







Patient Authorization: _________________________________________


Signature












DOB: ________________________

SUBSCRIBER (if different from patient): ___________________________________________________        
Signature

ORIGINAL SIGNATURE ON FILE AT PHYSICIAN’S OFFICE

