SHORES MEDICAL CENTER
FAMILY PRACTICE

DEMOGRAPHICS

KPT#

PATIENT INAME.

ZYP CODE___

HOME ADDRESS
STATE,

CITY,
HOME PHONE CELL PFHONE,.
: SS#

EMAIL ADDRESS
MARITAL STATUS: MARRIED
. DIVORCED

___SINGLE
—__WIDOW(ER)

RACE: AMERICAN INDIAN OR-ALASKA NATIVE
ASIAN

s

BLACK OR AFRICAN AMERICAN

~__NATIVE HAWAITAN OR OTHER PACIFIC ISLANDER.

OTHER

ETHNICTTY: HISPANIC.OR:LATING
NON HISPANIC OR LATINO

PRIMARY LANGUAGE,
PHONE#

EMPLOYER
PRIMARYCARE PHYSICTAN PHONE#
Telephone::386-767-9544 Fax: 386-756-0501
3512 SOUTH ATLANTIC AVENUE:DAYTONA BEAGH SHORES, FLORIDA 32118




PHONE #

PHARMACY
INSURANCE

POLICY HOLDER poB

PERSON TO NOTIFY IN CASE OF EMERGENGCY:

RELATIONSHIP TO PATIENT PHONE #

L, THE UNDERSIGNED), ASSIGN DIRECTLY SHORES MEDICAL CENTER ALLMEDICAL BENEFITS
INCLUDING, BUT NOT LIMITED TO; MEDICARE; MEDICATD AND ANY OTHER C CAL
INSURANEE PAYMENTSPAYABLE FO ME FOR SERVICES RENDERED, T UNDERSTAND THAT I
AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES:WHETHER ORNOT PAIN BY INSURANCE,

ATION TO.SECURE PAYMENT

‘MANUALLY BY THIS OFFICE.

1 ALSO AUTHORIZE THE RELEASE OF ALL NESESSARY INFORM.
OF MY BENEFITS ON ALL CLAIMS FILED ELECTRONICALLY OR:

SIGNATURE, DATE,
REASON FOR TODAY"S VISIT

MEDICAL HISTORY TINFORMATION
SYMPTOMS: TN W, :
CHEST PAIN YES__NoO
SHORTINESS OF BREATH  YES__NO___ BACK YES__NO__
HIGHBLOODPRESSURE  YES___NO___ FEET YES__NO__
ITRREGULAR HEARTBEAT YES___NO___ ‘HANDS YES,__.NO___
SWELLING:OF ANKLES. YES _NO HIPS. YE§__NO__
CHILLS YES__ _NO__ LEGS YES__NO__
DIZZINESS YES__NO___ NECK. YES__NO__,
SWEATS YES__NO__ SHOULDERS YES__NO__
BLURRED VISION YES__NO___ |
LOSS OF WEIGHT YES__NO___
GAIN OF WEIGHT YES__NO___

Telephone: 386-767-9544 Fax: 386-756-0501
3512 SOUTH ATLANTIC AVENUE. DAYTONA BEAGH SHORES, FLORIDA 32118



YES.___NO___ BLEEDING DISORDER

YES__NO__
CANCER YES__NO__ DIABETES YES__No__
EMPHYSEMA YES__NO__ HISTORYOFASTROKE  vEs__no__
KIDNEY DISFASE YES__NO__ SCARLET FEVER YES _nNo_

LIVER DISEASE YES___NO__ BLOOD DISORDER YES __NO__
RHEUMATIC FEVER YES__No__ HIGH CHOLESTEROL YES__pNo_
DO YOU:HAVE ANY ALLERGIES?
HEALTH HABITS;
TOBACCO YES_NO__  CAFFEINE YES__NO__  ALcomoL YES__NO__
MEDICATIONS:;
1. ' 2.
3. 4. .
5. 6 L
7. s | |
DO YOU HAVE A PACEMAKER OR DEFIBILLATOR? YES. _ NO.__
MAKE IMPANT DATE
HAVE YOUEVER HAD A HEART ATTACK? ‘YES__NO, _ _,
BYPASS CATHETERIZATION ANGIOPLASTY
DATE WHERE .
WHEN WAS YOUR MOST RECENT BLOODWORK DONE?.
DATE WHERE, |
HAVE YOU HAD-ANY OF THE FOLLWING?
ECHOCARDIOGRAM CAROTID ULTRASOUND
NUCLEARSTRESSTEST TREADMILL STRESS TEST
DATE WHERE .
Telephone: 386-767-9544 Fax: 386-756-0501 T

3512 SOUTH ATLANTIC AVENUE:-DAYTONA BEACH SHORES, FLORIDA 32118



Shores Medical Center
169 E Granada Ave Ormond Beach, FL 32176
3512 S Atlantic Ave Daytona Beach Shores, Fl 32118
Ph: 386-767-9544 Fax: 386-767-9914

HIPPA AUTHORIZATION

FOR USE OR DISCLOSURE OF HEALTH INFORMATION

This form is for use when such authorization is required and complies with the Health Insurance Portability and
Accountability Act of 1998 (HIPP) Privacy Standards.

Shores Medical Center maintains a confidential policy with all patients’ medical information.

Date of Birth:

Patients Name:

Please list the names of those that you give this office permission to speak with or share your medical

information.
I authorize Shores Medical Center to use or disclose the following information:

____Medical information related to HIV/AIDS

___All of my medical information
____Medical information related to substance abuse

___Medical information related to mental health

Hereafter known as Medical Records.

The names listed below have permission to discuss and/or receive information on medical condition:

Name: Relation:
Name: Relation:
Name: Relation:
Name: Relation:

The reason for this authorization is General Purpose. At my request (general).

When my information is used or disclosed pursuant to this authorization, it may be subject to re-
disclosure by the recipient and may no longer be protected by the Federal HIPPA Privacy Act. I havea
right to revoke this authorization in writing except to the extent that the practice has acted in reliance
upon the authorization. My written revocation must be submitted, signed and witnessed to the above

address on this document.

Date:

Patient Signature:

Printed Name of Patient:




Jﬁ :5 [_..{ O ﬁg é; -\ 3512 8, Alloik: Ave,

N Y R - Doytona Beath shores, AI2118
medical centers (988767-9544-> For (388 755050

RELEASE OF INFORMATION AUTHORIZATION FORM i

Name: Date of Birth
-Address: . City: LStater Zip:
I AUTHORIZE THE. RELEASE OF MY M EDICAL'RECORDS EROM;
Name:
Address:, City: State: ___ Zip:
Phone: Fane:
Lastoffice visie: Radiology Report; . Laboratory Reports:
All Medical. Records: Other:
TO BE'RELEASED TO:
SHORES MEDICALCENTERS
3512 S ATLANTIC AVE

DAYTONA BEACH SHORES, FL 32118

Tvnderstand that the information:in my healtl record. mayinélide information:relating.to sexually
transmitted disease, scquired immunoteficiency syndrome TAIDS},.or human immunodeficiency olryy
(HIV). it may élso Inclade. Information about behaviorat ormental healthiservites, and-trestment for
alcohol and.drug-3biise ' )

This request.is only-good.for 90.days, we-will require another celeass. information formi, I imderitang.
that! have‘.thew:m'_to revokethis:authoritation, Ih writing; ¢ sriy.tive.] understand.that »

revocation.is not effective to:thé.extent that any person. or-entity has slceady-acted in réllance oy
my: authoiltation or if my. auttiorization was obtained as.a: condition:of obtatning Insurance coverage
and the'insurer has a legal. right to.contest a elaim.

DATE

Paitient: Name Patient-Signature



Shores Medical Centers
Practice Financial-Policies

Thank you for choasing.Shores Medical Cenlers for your medical.care, We appréciate.ihat you havd-entusted ue
wilh:your heéalih-care and we-are commiitled (o providiag:you with the.best.patient gare possible,

Because-heallhcare henefils: and-coverage aplions havebecome Incressingly.complex.we-have developed fHis
fimaneial-policy. lo:help you defter understand your responsidilities . as-gpatient. We-win ¥o ourbesrio-.assist you
‘with dndérstanding your proposed:treaiment and. in-answering questions.related lo submitting-your Insurance claim

for reimbursement.
Your healih insurance policy is a.confract between.you and yourheslth insurance campany or-your empltdyer,

Please nolé it 1s your.responsibilily-{o know' if-your insurance hias specific tules. or requiations, such as ve:meed tor
relertals, pre-certifications; pre-outhorizalions. limits on.ovlipalient tharges;-and any-requiremenisfor specins

physicians, fabs andlbr Hospiials 1o use You should tie kriowiEdgesble.of any.deduciibles, copayments, andfor
consurance. This.applies o all payors-regardless of whelheror nol our physicisns-paricipate.

I.you-are unceriain aboul your curreritheallh.insurance policy.Benefits you should.contactyour #lan 1o leam Ihe

delsils about your benefils. ovl-0f: potkel fees.and toverage Umits,
PLEASE KEEP THESE POUICIES FOR FUTURE RERERENCE

Insurance Coverage

Please provide us witli yout.current insurance plan-information at ihe time of-each visii.and nolily us orany

changes. We-will request.a copy:of yourinsurance card lo:copy-or séan and keer tnfile.fér.our-récords, Iis

importani that:we have. your. corretlinformation.un file. Please sdvise:us.anviime:thers is:any thange foyour

-address. lelephone or other conlact Information.

Belore your appoimment. please be sure your prowder-is in-nelwerk and.lhe servives.arkcoversd underyourplan,
n sde 3-Jist-olplans that ourphysicians participate

Our doclors do- not pafticipate wilh 3 ihsurance plans, You 3
with on_our websiTe [hllps:ishoresmedicaicenters), - your providet is out-of:hgieork, fiou will'be: bilted. (or (i cosls
ofcare. IM'you would like a cost eslinvate, we would be happy1d pravide bne. We:wil slso:help you:find oulir you:
have oul-nf-network.benefits. Ruéfertd our.out-ofnetwork. policy:below for more dendils.
do nol want us 10 sabmilt ¥ cldim-To your plah.

Piease let us know 3t any time Iyou

‘Co-paymentsiCovinsurancus/Diductibles
You-are-expected 1o pay your cospdyment-and any cosinsdeance antlor deduclible:amgunte.atihe-fime of senvice,
ng-dffice.. We agcept

Payments

Paymentis due atIhe lime:setvices are provided or upon recelpt.of a stitement:from our.bill
paymentin the form of cash, theck, money.order-or credit.card PAmerican Express. MaslerCard Vise ond
Discover] We do-not’ accept ligveler's ehigcks,

A-s.a:service:10 our cliénts,-we provide 8 courtesy [bill pay reminder] cal Srid.possibly Gther:imponant-calts:that
may. be placed using 3 prerecorded.message. .8y providing your-cell pNote number.you tonsent.to:recelving.

sueks cills at this numbeér,

Other Bills

I you recelve in-patient or. oul-patient. haspilal care, you will receive a hosoltal-bill for those services; Huspits!
serjces and bllls. are.separate Jrom Shores ‘Medical-Centers sarvites:and bills. Fyou have quiistions, glesise

corilrel the hospitat biling office.
Page 1017



SHORES MEDICAL CENTERS
3y for elecire.

Non:iMedi¢al Fees,
Shores Medmal Centers does not complete. disabilily forms or Medicare OME:forms:speeific
Please rdler to.your ordering phiysiclar for.complélion of thesg forms,

whegelchans and scodlees.

Addilional fees apply:to tHe. foltovling:
e  Returned. Chetk 335.00
*  Copying of Medical Records $1.00/page for 1725 nages.and $0.25/page dllerwsiry
-$30.00"fee.CO Copy
"$26.00:for 1.6 pages-and S1.00/hage sMervary

Completion of OthEr Eormis; 1o, EMLA-
elling 6r

Rescheduled and Missed- A ents,
call wilhin 2& hours.{9 business day) priorde: eanc
ys. are Al considered business.days. If you

Canvell,
Shores Medical. Centerstequires 3 £ourtesy
hat weekends.and hollda
addilonaitees apply::

reseheduling an appolntment. . Please note I
tniss your appointment, .or do not cancel with the required nolice,,

+ lfice Appointment $25.00
‘Stcord Conseculive Difice Appdintment 850,00
Distharge

Third Consecutive:-Ofice Appoiniment

Out:of Netweork Providers.
If the doctor is not.in your insurance plan, he Tollowing apply: -
Full payment+s dve at the time of gervice for rovtine visits,

y be an estimate of yourtotal charges,

Payment expected on ihe.dale of service ma
Vou-will berquuted an eslimaled fee before services/procpdures are performed,
A deposil Is requited ofior lo'the date of service for elective surgeries:ond procedires,
of:nelwork benefils; you are ultimately responsible for Ihe ’u!ﬂee.chaygeu,
bres.Medical Centers.immediately,

- .Even il-you have out-
Ipaymentis:sent direclly to-you, you must reimiborse Sh

ur dotilar recommends, Vey.wm.be.'.lﬁfomea
heloyou

Non:Govered Services.
Medicare Patients. Medicare may not cover.some services:yo
ahead-of time and. given-an Advanced Benelicigry Nolice:{ABNY lo-fead:and sign. THEABN will
decide whéther you want to.recelve services. knowing you are responsible for.payment. Yoo musy tead.ihe

red By:your-plah are-your sesponsibiity and myst be.psidin

ABN carefully.
Non-Medicare Patients, -Ahy service nol-cove
(]

full-at the time of sennce or upon recelving-3 b
Refunds,
Afl ceadit baldnces wilt automatically be- applied fo.any spenhalance on youraceaunt. A réfumd 1g issUed{legs
any oulstanding. batances) when.an overogyment has.beenidentified. If you Teel a-refundis dye andyou hsve
9 office ak(366) 2650563, ’

not received oné: please cohitact our billln,
Iyouracsount ic sent fg.5

Eallure o Pay
you do:not pay your bill, yoor account may e sént I an oylslde. cofledlion:sgency.
you will need to contact.them directly to settle yourbasfances,

collection -agency,
Polley and-Fee Changes.
These pollcles:and foes are-subject:

I you-have concermns about your-ability fo- pay,
ve gueslions aboul iiése polities, feetpefo. a3k any 8t our

We know medical care can become-expensive.,.
us for help-1ry managihg your gecount, If you his
ce af {3867 265:0583,

‘Mariagers for more délalls or-call the billing -offi

lo change. We will do our best:to. keep youinformet of -any msdifications,
‘you tan contag

ly'le. a8k questions, 1 tonsentts
I wiltretain o eopy-ofthis

1 have resd.and acknowledged this finaneialpolicy and.have-had the vpporuni
serviges rendered by Shores: Medlcal-Centers under the terms.of Ihis Tinamelst polisy,
policy for my reference.

Guarantor.Signature/Date

Page 2012




Shores Medical Ceriters:
Practice Financial Policies

SHORES MEDICAL CENTERS COPY

* haye read and acknowledged this finsucial poicyand have had e opﬂommlty Ib ask-questions.,

servicet rentered by Shores. Medical ‘Centers under the Terms of s finamolsl bolicy. §wiltetain a
finspeial policy for my reference.

I cénsent to
cony. of thie

Guarantor Signature/D ate

Pageiory



Shores Medical Ceriters - Office No Show Policy .

Quality care for our patients is our priority. Please take a few minutes to review
our no-show policy and sign at the bottom of the form. If you have any questions,
please let us know.

Definition of a "No-Show" Appointment
Shores Medical Centers defines a "No-show" appointment as any scheduled appointment

in which the patient either:
Does not arrive to the appointment.

Cancels with less than 24 hours' notice

Impact of a "No-Show" Appointment
"No-show" appointments have a significant negative impact on our practice and the

healthcare we provide to our patients. When a patient fails to keep an appointment, it:

Potentially jeopardizes your health.
Prevents other patients that are waiting for much needed care to schedule a timely

appointment; please be considerate and keep all planned appointments.
Potentially creates liability to the physician and practice when you fail to adhere to your

physician's care plan.

How to Avoid Getting a "No-Show"

1. Appointment Confirmation

Shores Medical Centers will contact you by phone before your appointment to confirm
your appointment. A confirmation reminder will either be made via a land fine call, mobile
cell call, or text message. If we are unable to speak with you, we will leave a brief message

noting our reminder of your appointment.

2. Give 24 Hours' Notice if You Need to Cancel .

When you need to cancel or rebook a scheduled visit, we expect you to contact our
office no later than 24 hours before the scheduled visit. This allows US a reasonabe
amount of time to determine the most appropriate ‘way to reschedule your care, Ifj¢
is less than 24 hours before your appointment and something comes up, please give

the courtesy of a phone call.



Consequences of "No-Show"” Appointments
Ifyou miss 3 or more appointments within a year you may be dismissed from the clini for

NON- COMPLIANCE
No Show Charges of $25.00 First no show Office/Nurse Appointment

No Show Charges of $50.00 2" no show Office/Nurse Appointment
No Show Charges of $75.00 -$100.00 no show for any Procedure Appointment

(Amount to be determined by type of procedure)

Patient dismissal is at the discretion of your physician.
If you are dismissed from the clinic, any remaining scheduled appointments will be

cancelled.
Only emergency medical care will be offered within the first 30 days of dismissal.

I have read and understand the Shores Medical Centers “No Show" Policy as described

above.

ient/ Responsible Person Signature

Print Name:
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