@Reliable MD

5045 Fruitville Rd, Suite 123 « B Sarasota, FL 34232
Telephone: (727) 203-4613 FAX: (727) 203-4613

Patient information

Name: poB: [/ |
Sex: O MALE OFEMALE OOTHER

Address: City: State: Zip:

Phone: ( ) Cell: ( ) Preferred:
Email: O Check box if we may use this cell# for appt reminders text

Preferred Method of Contact: 0 PHONE DODEMAIL DOTEXT

Nationality: OAfrican American/Black  OAmerican Indian/Alaska Native DOAsian
ONative Hawaiian/Pacific Islander DOWhite

Ethnicity: O Hispanic ONon-Hispanic O Declined

Marital Status: O Single O Married O Divorced OWidowed O Separated OPartnership

Primary language O English O Other

Who may we thank for referring you:

Primary Care Provider: Phone: ( )

Preferred Pharmacy: Cross streets Phone #

Smoker: O Yes O No 0O Prefer not to answer
Employer Status: 0O Employed O Self-Employed O Retired O Disabled OUnemployed OStudent

Occupation: Employer
Employer Address Work phone ( )

Emergency Contacts
#1 Name: Relationship Phone: ( )

#2 Name: Relationship Phone: ( )

Insurance Information

Primary Insurance Carrier: Policy# Group#

Policy Holder Name Date of Birth

Policy Holder last 4 SSN Relationship to Patient

Claims Address: City State Zip
Eligibility Phone Copay Amount

Secondary Insurance Carrier: Policy# Group#
Policy Holder Name Date of Birth

Policy Holder last 4 SSN Relationship to Patient

Claims Address: City State Zip

Eligibility Phone




RELIABLE MD

REQUEST FOR CARE & CONSENT

The undersigned consents to the medical care and treatment, as it may be deemed necessary or advisable in the
judgment of my licensed care provider, which may include but are not limited to laboratory, x-ray examination,
medical or surgical treatment or procedures, anesthesia, or other services rendered to the patient under the
general and special instructions of the patient’s licensed care provider. RELIABLE MD has the right to refuse to see
you if you refuse to sign the consent or if at any time you choose to revoke this consent.

Patient/designee signature Date

ASSIGNMENT OF BENEFITS

| request the payment of authorized insurance benefits, including Medicare, if | am a Medicare beneficiary, may be
made on my behalf to RELIABLE MD for any medical services provided to be by the organization

(including in person and tele-visits). | authorize the release of any medical or other information necessary to
determine these benefits or the benefits payable for related equivalent or services to the organization, the Health
Care Financing Administration, my insurance carrier or other insurance carrier or other medical entity. A copy of
this authorization will be sent to the Health Care Financing Administration, my Insurance company or other entity
if requested. The original will be kept on file by the organization. | understand that | am financially responsible to
the organization for any charges that are not covered by my health care benefits. It is my responsibility to notify
the organization of any changes in my health care coverage. In some cases, exact insurance benefits cannot be
determined until the insurance company receives the claim. | am responsible for the entire bill or balance of the
bill as determined by the organization and/or my health care insurer if the submitted claims or any part of them
are denied for payment. | understand that by signing this form | am accepting responsibility as explained above for
all payment for products received.

By signing this document, | also acknowledge that | have received/been offered a copy of the organization’s Notice
of Privacy Practices. This acknowledgment is required by the Health Insurance Portability and Accountability Act
(HIPAA) to ensure aware of my rights.

Patient/designee signature Date

OFFICE POLICY FOR PAYMENT

Payment is expected IN FULL at the time of rendered services by the patient or the person accompanying the
patient. If our office is a participating provider with your health insurance carrier, all non-covered services, co-
pays and or deductibles will be collected at the time of each visit. Arrangements for anything other than full
payment at the time of service must be made prior to your appointment. It is the responsibility of the guarantor to
understand and accept the guidelines set up within the individual’s insurance plans. If you are unable to provide us
with complete insurance information at the time of your visit you will be responsible for payment of services IN
FULL. | understand that | am financially responsible for any balance not covered by any insurance carrier. | further
understand and agree, that if | fail to make timely payments on my account, | will be responsible for any and all
reasonable costs of collection, including filing fees as well as reasonable attorney’s fee.

| have read and understand the office policy for payment and agree to the terms as stated.

Patient/designee signature Date




RELIABLE MD

What is HIPAA?

HIPAA is the acronym for the Health Insurance Portability and Accountability Act that was passed by Congress
in 1996. HIPAA does the following:

e Provides the ability to transfer and continue health insurance coverage for millions of American
workers and their families when they change or lose their jobs;

e Reduces health care fraud and abuse;

e Mandates industry-wide standards for health care information on electronic billing and other
processes; and

e Requires the protection and confidential handling of protected health information.

| have been offered and received a copy of the HIPAA form by RELIABLE MD. | have been asked to review the
information and given opportunity to ask questions if | am unclear about the meaning of the information.

Patient/designee signature Date

E-MEDICATION HISTORY DOWNLOAD

The Medication History services allows prescribes and pharmacies to use the Surescripts network to access a patient’s
Medication History across providers, at the point of care. This service can be used in the course of providing routine
care, as well as during emergencies (like natural disasters). In both cases, Medication History enables healthcare
providers to make a more informed clinical decision. To provide this service, Surescripts securely connects to a patient’s
medication history data stored in the database of community pharmacies and pharmacy benefit managers. Surescripts
requires patient consent as part of the process a prescriber must go through each time they electronically access a
patient’s medication history. If a request for medication history is sent to Surescripts and the patient consent flag is not
set, Surescripts rejects the request.

| hereby provide RELIABLE MD, the ability to download my complete Medication History from the nationwide database
of pharmacies.

Patient/designee signature Date

CANCELLATION/NO SHOW POLICY

The cancellation/no show policy is a courtesy to the office and patients. Canceling or rescheduling an
appointment must be done a minimum of 24-hours prior to your appointment date whenever possible. Per
office policy missed appointments and rescheduled within this 24-hour period are subject to a $50 fee.
RELIABLE MD reserves the right to decline any future appointments after two occurrences and if no payment
arrangement has been made or be discharged from the practice. NOTICE: Please be courteous to the office
and arrive on time for your appointments as those that are more than 10 minutes late may be subject to
rescheduling at the discretion of practice manager.

| have read and understand the cancellation/no show policy for RELIABLE MD.

Patient/designee signature Date




