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PLEASE PRINT CLEARLY
PATIENT INFORMATION
Patient Name: _______________________________________________________  SS #: _______________________
Date of Birth: _________________      Male __  Female __     Single __  Married __ Widowed __ Divorced __ 
Home Address: _________________________________________  City/State/Zip _____________________________
Home Phone: __________________________________ Cell Phone: ________________________________________
Employer/Company Name: _______________________________________  Job Title: ______________________
Primary Care Physician’s Name & Phone Number: _______________________________________________________

EMERGENCY CONTACT INFORMATION
Name: ____________________________________  Phone Number: _______________________________
Alternate Phone Number: __________________________ Relationship: ____________________________
Home Address: _________________________________________  City/State/Zip _____________________________

INSURANCE INFORMATION
Primary Insurance Carrier: ________________Policyholder:______________ Relationship: _____________
Secondary Insurance Carrier: _______________ Policyholder: ____________ Relationship: _____________
* If your spouse is your Policy holder  Name: _____________________________________  DOB: _____________
PLEASE PRESENT INSURANCE CARD(S) AND PHOTO ID

Signature: ___________________________________________ Date: ______________________________

HOW DID YOU HEAR ABOUT US?
Please be specific: __________________________________________________________________
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NEW PATIENT HISTORY SHEET (continued)
IMPORTANT:   An accurate and complete history is essential for quality health care. Please be as specific as possible.
List all current medications, dosages and frequency: _______________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
List all Allergies and reactions:_________________________________________________________________________
__________________________________________________________________________________________________
Pharmacy of Choice: _____________________   Address or Intersection: _______________________________________
	                                                                                       Phone Number: _____________________________________________
FAMILY HISTORY
Select family members that have a history of rheumatoid arthritis, lupus, psoriasis, scleroderma, hepatitis, tuberculosis, gout or any other autoimmune disease.
· Parent __________________________________
· Sibling _________________________________
· Child    __________________________________
· Other   _______________________________

SOCIAL HISTORY
Alcohol ____    If so, how many drinks per day ____     Smoke ___  Packs per day ___ If ever, when did you quit? ______         
STD’s _______________    Use recreational drugs ___   Tattoos ___     Blood Transfusions ____  If so, what year? _____

WOMEN ONLY
Menstrual Period:  Age onset    _____   Age menopause  _____ Ever take hormone replacement therapy _____
Obstetrical History:     # pregnancies: _____         # live births: _____          # miscarriages:_____         # of abortions: _____
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Policies and Procedures
It is our policy to inform you of our patient payment procedure. Please review and check the section(s) that are applicable.
____ 1. Commercial Insurance
              You are responsible for deductibles, copays, noncovered services, coinsurance and items considered “not medically necessary” by your insurance company. Co-payments are to be made at time of service. You will receive a statement for any balance not covered by your insurance company.
____ 2. Worker’s Compensation Patient
              As a worker’s compensation patient, you may be covered by insurance if your injury is reported at work and verified with your employer. Be sure to inform the office personnel that your injury resulted during employment. Patient is ultimately responsible for balance.
____ 3. Personal Injury (accident)
               If you are a personal-injury patient, our office will bill the appropriate insurance companies. If we are unable to obtain payment, the charges for the services rendered will be your responsibility. Please give all information needed for billing. If an attorney is involved and asks you not to submit insurance claims, a doctor’s lien must be signed by you and your attorney.
____ 4. Medicare
              Our office will submit your Medicare charges to Medicare and your secondary insurance. You are responsible for deductibles, copays, and any noncovered services.
ASSIGNMENT
____ I request that payment of authorized Medicare benefits be made either to me or on my behalf to Advanced 
          Rheumatology of Central Florida for any service furnished me by that provider. Medicare #_________________
____ The signature below authorizes payment of mandated supplemental benefits to Advanced Rheumatology of
           Central Florida. Supplement _______________  Policy # ____________________  Group # _________________
____ I assign the benefits from my insurance carrier(s) to this office for the medical benefits I am entitled to.
RELEASE OF INFORMATION
____ I authorize Advanced Rheumatology of Central Florida to release my insurance carrier(s) and/or Medicare and its agents and/or my supplemental insurer any information needed to determine benefits or benefits payable for related services.
I have read and agree to the Financial Policy, Assignment, and Release of Information paragraphs above that apply.
_____________________________________________________________________________________
Patient or responsible party signature                                           Date
_____________________________________________________________________________________
Person signing of behalf of patient (print name)                          Relationship to patient
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Summary of Privacy Practices
This summary of our privacy practices contains a condensed version of our Notice of Privacy Practices. This notice describes how medical information about you may be used and disclosed and how you can get access to this information. Please review it carefully.
We understand that your medical information is personal to you, and we are committed to protecting the information about you. As our patient, we create medical records about your health, our care for you, and the services and/or items we provide to you as a patient. By law, we are required to make sure that your health information is kept private.
How will we use or disclose your information? Here are a few examples:
· For medical treatment					
· To obtain payment for our services
· In emergency situations
· For appointment and patient recall reminders
· To run our Practice more efficiently and ensure all our patients receive quality care
· For research
· To avert a serious threat to health or safety
· For organ and tissue donation
· For workers’ compensation programs
· In response to certain requests arising out of lawsuits or other disputes
If you believe your privacy rights have been violated, you may file a complaint with the Practice or with the Secretary of the Department of Health and Human Services. To file a complaint with the Practice, contact our office manager. All complaints must be submitted in writing. You will not be penalized for filing a complaint.
You have certain rights regarding the information we maintain about you. These rights include:
· The right to inspect and copy
· The right to amend
· The right to an accounting of disclosures
· The right to request restrictions
· The right to a paper copy of this notice
· The right to request confidential communications
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PATIENT ACKNOWLEDGEMENT FORM
Our Notice of Privacy Practices provides information about how we may use and disclose protected health information about you. The notice contains a Patients Rights section describing your rights under the law. You have the right to review our Notice before signing this Consent. The terms of our notice may change. If we change our Notice, you may obtain a revised copy by contacting our office. 
You have the right to request that we restrict how protected health information about you is used or disclosed for treatment, payment or health care operations. We are not required to agree to this restriction, but if we do, we shall honor that agreement.
By signing this form, you consent to our use and disclosure of protected health information about you for treatment, payment and health care operations. You have the right to revoke this Consent, in writing, signed by you. However, such a revocation shall not affect any disclosures we have already made in reliance to your prior Consent. The practice provides this form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).
The patient understands that:
· Protected health information may be disclosed or used for treatment, payment or health care operations
· The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this Notice
· The Practice reserves the right to restrict uses of their information but the Practice does not have to agree to those restrictions
· The patient may revoke this Consent in writing at any time and all future disclosures will then cease
· The Practice may condition treatment upon the execution of this Consent.


This acknowledgement was signed by: ______________________________________________________
                                                                                       Printed Name – Patient or Representative
Relationship to Patient (if other than patient): ________________________________________________
Date: _______________________
Witness: _____________________________________________
                               Printed Name – Practice Representative
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Cancellations and Rescheduling / No-Show Policy

We appreciate you choosing Advanced Rheumatology of Central Florida for your care.
In order to be respectful of fellow patients and our office staff, please call no less than 24 hours prior if you are unable to keep an appointment. Emergencies and illnesses will always be taken into consideration.
I understand that if I miss 2 appointments within a one-year period (based on date of first appointment), without calling ahead to cancel or reschedule, I may be required to pay a $25 no-show payment for all future missed appointments. Patients refusing to adhere to this policy may be discharged for non-compliance.
I have read and understand the above information.


______________________________________________________
Patient Name
______________________________________________________
Patient Signature

Date: _______________________
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