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	Patient Information


Patient Name
First:____________________________________________MI:___________Last:_________________________________________________

DOB:____/____/______	                        Gender:    Male                  Female

Address:________________________________   City:________________     State:____ Zip:_______

Home Phone:______________________   Cell Phone:________________                                         Work Phone:______________________
Employer:_____________________________ Occupation:__________________________________Complete below if the patient is a minor
Father’s Name____________________________
DOB:___/_____/_____ Phone#’s:__________________________________________________________________________
Mother’s Name___________________________
DOB:___/_____/_____  Phone#’s:__________________________________
Address:__________________________________
Guardian Name____________________________
DOB:___/_____/_____  Relation:_______________ Phone#’s:___________________________________
Address:____________________________________
Guardianship papers:   Y     /    N
I give consent for above listed Guardian to accompany my child to appointment.
Print___________________________ 
Signature:_________________  Date:__________


Martial Status:__________________ 
Name of Spouse:_______________________________
Race
 American Indian or Alaskan Native[image: ]    Asian[image: ]    
Native Hawaiian[image: ]   
 Black or African American[image: ]     White[image: ]    
 Other Pacific Islander[image: ]     Prefer not to answer[image: ]
Ethnicity
Hispanic/Latino[image: ]	Non-Hispanic/Latino[image: ]         
Prefer not to answer[image: ]
Preferred Language
English[image: ]     Spanish[image: ]     Arabic[image: ]      French[image: ]     Other[image: ]

Pharmacy #1
Name:___________________________________Address___________________________________
Pharmacy #2
Name:___________________________________Address___________________________________
[image: ][image: ]________HIPPA Disclosure______ 
I authorize Medical Associates of Brevard to discuss my healthcare information with:
Name:___________________________________________Relation:________________Phone#__________________
Name:___________________________________________Relation:________________Phone#__________________
Name:___________________________________________Relation:________________Phone#__________________

Preferred appointment reminder notification:
Home Phone[image: ]   Cell Phone[image: ]   Work Phone[image: ]
With the person(s) authorized above[image: ]

Preferred medical information notification.  I authorize Medical Associates of Brevard to leave a detailed message on my answering machine/ voicemail and/or with the person(s) authorized above:
Home Phone[image: ]   Cell Phone[image: ]    Work Phone[image: ]     
With the person(s) authorized above[image: ]
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Patient Name:,

Financial Policy.

| understand that |
am financially responsible for all charges for
services to me, includingco-payments, co-
insurance, out-of-pocket, deductibles and
noncovered services. | authorize the payment
from my insurance company(s) according to my
medical benefits be made payable to Medical
Associates of Brevard for professional services
rendered. | understand that I will receive
statements, reflecting my account balance and
that the FINAL PAYMENT of this account is my
responsibility. Furthermore, should | default on
payments for services rendered | agree to pay all
collection costs including reasonable attorey’s
fee. | authorize the disclosure of my medical
information to all of Medical Associates of
Brevard as well as to my insurance company(s).

LIFETIME SIGNATURE AUTHORIZATION: This
signature and assignmentis to be a continuing
one, remainingin effect until revoked in writing
bythe undersigned. It signifies thatall
information given s current.

Print Name.
Signature:

Date:
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Notice of Privacy Practices & Consent to Obtain External Prescription History

Initial Below
Iacknowledge that| have received a copy of the Provider Notice of Privacy Practices for Medical

Associates of Brevard. The Provider Notice of Privacy Practices describes the types of uses and disclosures of my
protected health information that might occur in my treatment, payment for services, or in the performance of office
health care operations. The Provider Notice of Privacy Practices also describes my right and the responsibilities of
duties of Medical Associates of Brevard with respectto my protected health information.

Idecline the Notice of Privacy Practices

Consent to Obtain External Prescription History

| authorize Medical Associates of Brevard and its physicians and staff to view my external prescription
history via the electronic medical records system MEDENT, and the Surescripts service. | understand that the
prescription history from multiple other unaffiliated medical providers, insurance companies, and pharmacy benefit
managers may be viewable by my providers and staff here, and itmay include prescriptions back in time for several

years.
Print Name: Signature: Date:





