
New Patient RegistrationA Multi-Specialty Group Practice 

Mudanai Sabapathy, M.D.
Internal Medicine • Geriatric Medicine

3044 W. New Haven Ave • W. Melbourne, FL 32904
Phone (321) 473-8613 • Fax (321) 914-0229

Patient Name: ___________________________________________________________________________________
    First    MI    Last
DOB: _________/_________/_________  SS#: _________________________________________________
Marital Status: _________________________________       Male   Female
Address: _______________________________________________________________________________________
_______________________________________________________________________________________________
Home Phone: _______________________________________  Cell: _______________________________________
Work Phone: _________________________________ Email: _____________________________________________
Employer: ______________________________________________________________________________________
Occupation: ____________________________________________________________________________________
Name of Spouse: ________________________________________________________________________________
Address: _______________________________________________________________________________________

 Check if same as patient’s address
Race

 American Indian or Alaska Native  Asian  Native Hawaiian  Black of African American  

 White  Other Paci�c Islander  Prefer not to answer
Ethnicity

 Hispanic/Latino  Non-Hispanic/Latino      Prefer not to answer
Preferred Language

 English Spanish French Other _______________________________________________
Primary Doctor: __________________________________________________________________________________
If from out of state, location: ________________________________________________________________________
Phone: ________________________________________________ Fax: _____________________________________

INSURANCE INFORMATION

Primary Insurance Co ______________________________________ Policy #: ________________________________
Policy Holder Info (If not the same as Patient) Name: ____________________________________________________
DOB _________/___________/__________  SS#__________________________________________________
Secondary Insurance Co ____________________________________ Policy #: ________________________________
Policy Holder Info (If not the same as Patient) Name: ____________________________________________________
DOB _________/___________/__________  SS#__________________________________________________

PHARMACY INFORMATION

Preferred Pharmacy: ______________________________ Address: ________________________________________
______________________________ Phone: __________________________ Fax: _____________________________
Secondary Pharmacy: ______________________________ Address: _______________________________________
______________________________ Phone: __________________________ Fax: _____________________________
Mail Order Pharmacy: ______________________________ Address: _______________________________________
______________________________ Phone: __________________________ Fax: _____________________________



New Patient Registration

HIPAA Release

Patient Name: 

____________________________________________________
First   MI   Last
Emergency Contact:

_________________________________________________ _________________________________________
Name         Relationship
________________________________________________
Phone #

I Authorize Medical Associates of Brevard LLC to Discuss my healthcare information with the below:

_________________________________________________ _________________________________________
Name         Relationship
________________________________________________
Phone #
_________________________________________________ _________________________________________
Name         Relationship
________________________________________________
Phone #

Preferred appointment reminder notification

Home Phone  Cell  Cell Text  Work Phone

 Mail  Email: _____________________________________________________

 None  With person(s) authorized above

Preferred medical Information notification
I authorize Medical Associates of Brevard LLC to leave a detailed message which may contain personal health 
information via:

Home Phone  Cell  Cell Text  Work Phone

 Mail  Email: _____________________________________________________

 None  With person(s) authorized above

Note that authorization to contact via phone includes authorization for us to leave a message on your voice-
mail or answering machine.

Your HIPAA contact information will be recorded as you have indicated here.  You will be asked to electronically 
sign to con�rm this information.

Do you have a Living Will?     Yes    No

Do you have an Advance Directive?   Yes  No

If you answered yes to either, please provide us a 
copy



 

I understand that I am financially responsible for all charges for services to me, including co-payments, co-insurance, out-
of-pocket, deductibles and noncovered services.  
I authorize the payments from my insurance company(s) according to my medical benefits be made payable to Medical 
Associates of Brevard LLC for professional services rendered. I understand that I will receive statements, reflecting my 
account balance and that the FINAL PAYMENT of this account is my responsibility. Furthermore, should I default on 
payment for services rendered I agree to pay all collection costs including reasonable attorney’s fee. I 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 assignment is to be a continuing one, remaining in effect until 
revoked in writing by the undersigned.  It signifies that all information given is current. 
 
NOTE: You will electronically sign for this Financial Policy agreement on the signature pad in your doctors’ office to be 
stored in your electronic medical chart.  
 

     

Financial Policy 

I acknowledge that I have received a copy of the Provider Notice of Privacy Practices for Medical Associates of Brevard 
LLC. 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 respect to my protected health information.  
 
NOTE: You will electronically sign for this Notice of Privacy Practices on the signature pad in your doctors’ office to be 
stored in your electronic medical chart.  
 

 
 

  
 

Notice of Privacy Practices 

 

Consent to Obtain External Prescription History 

I authorize Medical Associates of Brevard LLC and its physicians and staff to view my external prescription history via the 
electronic medical records system Medent, and the Surescripts service. I understand that prescription history from 
multiple other unaffiliated medical providers, insurance companies, and pharmacy benefit managers may be viewable by 
my providers and staff here, and it may include prescriptions back in time for several years.  
MY SIGNATURE CERTIFIES THAT I READ AND UNDERSTOOD THE SCOPE OF MY CONSENT AND THAT I AUTHORIZE THE 

ACCESS.  

NOTE: You will electronically sign for this Consent to Obtain External Prescription History on the signature pad in your 
doctors’ office to be stored in your electronic medical chart. You will have the option to give consent or deny this access upon 

electronically signing. 
 
 

  
 

Community Chart Consent 

I give consent to Medical Associates of Brevard LLC to access the Community Chart in order to access and share my 
medical records if available through other entities operating under the Carequality Interoperability Framework, including 
Surescripts. This includes demographic information as well as other relevant clinical documentation.  
 
NOTE: You will electronically sign for this Community Chart Consent on the signature pad in your doctors’ office to be 
stored in your electronic medical chart. You will have the option to give consent or deny this access upon electronically signing. 
 
 

 

YOU MUST READ BELOW FOR IMPORTANT 

INFORMATION AND NOTICES 


