ALLCARE MEDICAL CENTERS, P.C.
PATIENT INFORMATION/AUTHORIZATION TO TREAT

PATIENTS NAME DATE OF BIRTH AGE
MAILING ADDRESS CITY ZIpP

HOME PHONE( ) CELL PHONE ( ). _SEX: MOR F
PATIENT SSN - - DRIVER'S LICENSEH#

MARITAL STATUS: SINGLE __ PARTNERED _ MARRIED __ SEPARATED _ DIVORCED __ WIDOWED __

PATIENT EMPLOYER -
WORK PHONE (___) EMAIL ADDRESS

HOW DID YOU HEAR ABOUT US? PRIMARY PHYSICIAN
PERSON TO CONTACT IN CASE OF EMERGENCY RELATIONSHIP )
FIRST AND LAST NAME PHONE(___ )

**[F PATIENT IS A MINOR PLEASE PROVIDE US WITH THE FOLLOWING INFORMATION:

' PARENT/GUARDIAN NAME

DO YOU PLAN TO VACCINATE/IMMUNIZE YOUR CHILD?

INSURANCE please present card @ time of service
POLICY # GROUP# PHONE( )

NAME OF PERSON INSURED RELATIONSHIP

DATE OF BIRTH EMPLOYER _

WAS THIS A MOTOR VEHICLE ACCIDENT A WORKMEN'S COMPENSATION CLAIM
“*PLEASE INITIAL THE FOLLOWING:

I HEREBY AUTHORIZE ALLCARE MEDICAL CENTERS, P.C. TO PROVIDE TREATMENT
AS PRESCRIBED BY MY PHYSICIAN.

THEREBY ASSIGN ALL INSURANCE BENEFITS FOR SERVICES RENDERED TO BE PAID
DIRECTLY TO ALLCARE MEDICAL CENTERS, P.C..

1 UNDERSTAND THAT IF MY INSURANCE CO/THIRD PARTY PAYER DENIES PAYMENT OR
MAKES PARTIAL PAYMENT I AM RESPONSIBLE FOR THE BALANCE DUE.

I HEREBY AUTHORIZE THE RELEASE OF MEDICAL RECORDS TO ALLCARE MEDICAL
CENTERS, P.C. AND ANY PERTINENT INFORMATION CONCERNING THE PATIENT

FOR THE PROVISION OF CARE AND FOR OBTAINING INSURANCE REIMBURSEMENT.

I UNDERSTAND THAT I AM LEGALLY RESPONSIBLE FOR PAYMENT OF ALL SERVICES
RENDERED BY ALLCARE MEDICAL CENTERS, P.C. INSURANCE IS BEING BILLED

AS A COURTESY. I AM RESPONSIBLE FOR PAYING ANY DEDUCTIBLE OR CO-INSURANCE
AMOUNTS. I1UNDERSTAND THAT CO-PAYMENTS ARE DUE AT THE TIME OF SERVICE.

SIGNATURE OF PATIENT/PARENT/GUARDIAN

DATE
LV R i 1 1 0 2




AlCare Medical Centers, P.C.
Heaith History Information for Aduits

PERSONAL DATA:
Narne: Date:
Address: Age:
: Sexc M F
Phone: (H) ( ) Email;
(o | )
Wi )

o, Sy SR [

MaritalStatus: S M D W Sep
Currently Living With:
Number of Children: Ages:
Years of Education: Degree: Occupation:

Military Service: No Yes - Past Current
Spirituality/Religious Affiliation:

PREFERRED PHARMALY:
Name: Phone: ( )
Address:

EMERGENCY CONTACT:
Name: Phaone; ( )
Contact Address:

MMMdW%wmmm? Y N

Frequency Reason for Medication

List any known allergies ~ include side-effects:

How would you rate your oversil health?  Good Fair Poor

Rate your level of exercise: Sedentary (no exercise)  Mild (climb stairs, golf)  Occasional vigorous exercise

What is your typical diet: Normal  High Fiber/Veggie  Migh Salt High Fat  High Cholesterol Herbal dGiet




Mame of Primary Care Physiclan (PCP): Physician Phone ( )
! Veccine “Year of Last Test/Exam ' Year of Last
! Tetnus/TD Physical
influenza (Flu) | Cholesterol 4
Pneumonia !9\'! :
Hepatitis B i PAP '
| Tuberculosis Skin Test Mammogram
Zoster Prostate/PSA i
[ Gardasil | Colonoscopy ]
Hospital Admissions {not including pregnancies) Use back of sheet if you need to add more:
Month/Year Reason for hospitalization
Prior Mental Health Treatment:
Prior outpatient psychotherapy? Yes No Prior inpatient mental health treatment?  Yes NO
Prior psychiatry? Yes No Current psychiatry? Yes No
Prior Psychiatric Provider{s) (Usa back of sheet if you need to add more}:
Name(s) City State Phone Diagnosis Beneficial?
SUBSTANCE USE HISTORY:
Please answer the following by checking (v) the line and filting in the blanks.
. Drink Alcohol . BT PET W€k /. #drinks per day/week
. SOk # Cig/day . Years Yearsquit ___

Other Tobacco Type: Amount/Frequency:;

Drink Caffeine Coffeef/tea Cups per day

Soda oz per day
Energy Drinks oz perday

Drug Use Drug Used Amount/Frequency Current/Past/Both
Have you ever feit you ought to cut down on your alcohol use or drug use? Yes Mo
Have people annoyed you by criticizing your drinking or drug use? Yes No
Have you ever felt bad or guilty about your drinking or drug use? Yes No
Have you ever had a drink or used drugs first thing in the moming
(2s an eye opener, to steady your nerves or to get rid of a hangover?) Yes No
Prior substance use/abuse counseling?  Yes No
Nyes:mmmmtpmmsum{ummafsb&mmnmmaddmofe}:
BN:-:::;, o City State Phone Substance(s) Treated

a




WOMEN HEALTH QUESTIONS:

Check (V) problems you have or have had in the past:

___ Abnormat PAP smear ___ Extreme menstrual pain ___ Painful intercourse
___ Bleeding between period ___ Hot flashes ___ Urinary problems
.. Bleeding with intercourse ____ lrregular periods ___ Vaginal discharge
___ Breast Lump ___ Nipple discharge ____ Vaginal infections
At what age did your menstrual period begin? Date of last menstrual period?

How often do your periods ocour? How long do they last? How many days of heavy flow?
Are you sexually active? ___Yes ___No More than one partner? ___Yes _ No

Are you using condoms? ___Yes ___No Are you using contraception, if so what kind?

if you have breast implants, do you have ___ Silicon ___Saline?
Did you have the implant insertinthe US? _Yes ___No

Have you had ____ acone {cutting) ___ Cryo (freezing) __ LEEP {burning) on your cervix in the past?
Rresults of your last PAP?
Date of your last bone density?

PREGNANCIES
NMDON | (Vaginai/CSection | Compication | Sexof Ghid | Weight of Chik
1
# of children now living # of miscarriages/stiltbirths # elective terminations _____
HIEN HEALTH QUESTIONS:
Do you usually get up 10 urinate during the night? ___ Yes ____ No  If yes, # of times
Do you feel pain or burning with urination? __ Yes ___ No Any testicle pain/swelling? ___Yes ___ No

Do you have discharge from your penis? _ Yes _ No Dane of last prostate and rectal exam? ____

Has the force of your urine decreased? ___ Yes __ No
Any difficulty with erection or ejaculation? ____Yes ___ No
Have you thought of avasectomy? ___ Yes __ No _ Hadit

Have you had any kidney, bladder, or prostate infections within the last year? _ Yes No




SOCIAL/RELATIONSHIP HISTORY:

Current stressful events (Check (V) those that apply:
. Legal —..Fnancial __ Family Problems __ Family lliness __ School  __ Occupational
. LOSs/Grief Other:

What do you typically to reduce stress?

Marital Status: intimate Relationships:
] Single, never married | 1Never been in a serious relationship
| Long-term relationship ___ vears [ ] Not currently in 2 relationship
] Engaged [ ] Currently in 3 serious relationship
} Married for ___ years
| separated Relationship Satisfaction:
| Divorce in process [ 1Very Satisfied with relationship
| Divorced for ___ years [ ] Satisfied with relationship
1 ___ Prior marriages (seif) [ ] Somewhat satisfied with relationship
| ___ Prior marriages (partner) { ] Dissatisfied with relationship

Describe any past or current significant issues in intimate relationships:

History of abusive relationships? Yes Somewhat No
Currently in an abusive relationship? Yes No

History of:  Physical Abuse? Y N Current physical abuse? Y N

Emotional Abuse? Y N Current emotional Abuse? ¥ N

Sexual abuse? Y N Current sexual abuse? Y N
FAMILY OF ORIGIN HISTORY:
Present During Childhood: Parents’ Current Medical Status: Describe Childhood Family Experience:

Entive Part of Not [ 1Married to each other [ ] Outstanding home enviranment
childhood  at all [ ]Separstedfor ___ years [ | Normal home

environment
Mother [} f1 {1 | ] Divorced for ___ years | ]Chaotic home environment
Father £ 3 [} [ 1 [ ]Moﬂmmrhd____times [ ] Witmessed abuse/violence
Stepmother [ ) [} t1 { ] Father remarried ____ times [ ] Experienced abuse/violence
Stepfather | | [1 L |
Brother(s} [ ] E ] {1 [ ]Mother deceased for ____ years
Sister(s) | {1} [ age of patient st mother's death
Other [} [ ] i1 { | Father deceasad for ____ years
{specify) age of patient at father's death ____
By whom were you raised?

———"

Were you adopted? yes no if s0, at what age?

—— s




Piace an X by any of the following medical problems experienced by you or any member of your immediate family
In the past or present. In the column marked “Person?” please write in who experienced the medical condtion
{e.g., self, mom, dad, sibling, grandparent] for each condition you mark.

X

Person?

A g o

Vi, ¥ E T

Medical Condition

Bladder or kidney

infections

Kidney disease/stones

Urinary stress
incontinence

Nighttime wetting _

Daytime wetting

Painful urination

-4

o N T T SHp—

Frequent urination

Ankie and foot pain

Y AL

Trouble falling asleep

Trouble waking up

Morning headache

Daytime drowsiness




HISTORY OF CANCER:

Personal History

Place an X by any of the following psychological/neurological problems experienced by you or any member of your
immediate family in the past or present. in the column marked "Person?” please write in who experienced the
psychological/neuroiogical condition (e.g., self, mom, dad, sibling, grandparent) for each condition you mark.

r

| ADHD 1 Autism Spectrum Disorder
TAmdety . Reading Disorder .
- Obsessive-compulsive | Math Disorder i
Panic Disorder Writing Disorder -
Bipoilar Disorder
Anorexia Epilepsy or seizures
Bulimia Stroke
 Binge Eating Oizziness
| Dementia g Headaches/Migraines
| Alzheimers -' Numbness or tingling
Parkinsons Muscle weakness
Schizophrenia Shakiness/Tremors .
Suicidal thoughts, Loss of Consciousness .
behaviors | |
Alcoholism Loss of vision : i
pdicion Ringing in ears L
Continued on next page
6




Complete this section ONLY if you are here for an initial psychological appointment:

MAIN CONCERNS:

Please list the main concerns you would like help with In therapy and/or testing and rate the severity of
each using this scale:

1 2 3 4 5 & 7 8 9 -10
Not a Problem Mild Muoderate Severe Couldn’t be Worse Rating
1.
2.
3.

Brleﬂvdescrﬂ:ewhatnwﬁwtedvoutoseekttwawftesﬂmat this time (rather than some time earlier
or later):

Whatdovm:hopetobeablemdomachieveasaresuﬂofparudpatmmmerawfmm?




PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME: DATE:

Over the last 2 weeks, how often have you been

bothered by any of the following problems?

More than
(use "v'” to indicate your answer) Not at all Several half the Nearly
days duys every day
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 3
: . : 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much {
T - 0 1 2 3
4. Feeling tired or having little energy
5. Poor appetite or overeating y : 2 9
6. Feeling bad about yourself—or that you are a failure or 0 1 5 3
have let yourself or your family down ]
7. Trouble concentrating on things, such as reading the 0 1 2 3
newspaper or watching television "
8. Moving or speaking so slowly that other people could _
have noticed. Or the opposite —being so figety or 0 1 5 3
restless that you have been moving around a lot more
than usual
9. Thoughts that you would be better off dead, or of 0 1 5 3
hurting yourself
add columns + i &
(Healthcare professional: For interpretation of TOTAL, TOTAL:
please refer to accompanying scoring card).
10. If you checked off any problems, how difficult Not difficult at all
e th i
have these problems made it for you to do Somewhat difficult
your work, take care of things at home, or get .
along with other people? Very ditficul
Extremely difficult

Copyright © 1999 Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MDOQ is a trademark of Pfizer Inc.
A2663B 10-04-2005




Alicare Medical Centers, P.C. Telephone (941) 388-8997
5860 Ranch Lake Bivd. Suite 200 Fax {941) 306-5876
Braclenton, Florida 34202 www.allcaremedicalcenters.com

Authorization For Release of Protected Health Information

L , born, request and authorize AliCare Medical Centers, P.C. to:
{Patient Name) {Date of Birth)

Exchange with Receive From _____ Provide to

{Name of Agency and/or Person to Provide or Receive Information)

pase of Informatio aritten and/or oral frof SRArding:
(2 Initial Evaluation and Recommendations O Treatment Summary
Q1 Psychological Evaluation {J Diagnosis and Assessment
(1 Social History CJ Hospital Discharge Summary
() Progress Notes 01 Academic Performance
(3 Duration of Treatment or Program [ Social Skills and Behavior at School

{1 Medical Information {e.g., Labs, X-ray data, etc)] [J Physician Notification
0 Ssummary of Treatment Participation/Progress [ Appointment Times/Attendance

(3 Coordination of Care (1 Financial/insurance Information
(3 All Available Information (J Other:
The above information is being disclosed for the purpose of:
[J Evaluation, diagnosis, and treatment () Arranging financing/payment for services
L] Coordination of services 0 Transferring information regarding previous treatment
{3 Other:

| give permission for information to be disclosed via ___phone, __ fax, ___mail, __In-person, ___email

| understand | may revoke this authorization at any time by providing written notice to my physiclan/clinician and to the named
recipient of the disclosed health information. However, my revocation will not be effective to the extent that action has been taken
in reliance on the authorization or if this authorization was obtained as a condition of obtaining insurance coverage and the insurer
has a legal right to contest a claim. For PSYCHOLOGICAL infarmation, this consent automaticaily expires one year following
completion/termination of care. For MEDICAL information, this consent wili NOT expire.

| understand AllCare Medical Centers will not condition services upon my signing an authorization unless the services are provided to
me for the purpose of creating health information for a third party.

| acknowledge the information may include material that is protected by state and/or federa! law applicable to mental health,
and/or drug/alcohol abuse, and/or HIV/AIDS or all three. My signature authorizes release of all such information as specified above.

AliCare Medical Centers notifies you of the potential that this information, once forwarded to the other party, could be redisclosed
and no longer protected by this rule.

Signature of Patient:

Signature of Responsible Party:
Relationship to the Patient:

Date Signed:

Note: A photocopy or fax of this release is as good as the original




AllCare Medical Centers, P. C.
5860 Ranch Lake Blvd. Suite 200
Bradenton, Florida 34202-3708
941-388-8997 Fax 941-306-5876

OFFICE POLICY

We consider it a privileged responsibility to be chosen as your health care providers. This is a trust that
does not come easily, and we will make every effort to ensure that your trust is well placed and your
confidentiality be protected. To that end, we agree:
e To provide you with the best care we can, in a timely and cost effective manner with every
effort to minimize waiting time.
e To return your calls as quickly as possible, and to take adequate time to understand your specific
problems and when necessary, arrange for all referrals to specialists and testing facilities.
e To bill your insurance company in a timely manner, to be as accurate as possible with our billing
procedures, and to efficiently answer any billing questions you may have.

e To be responsive to your constructive criticism in an attempt to continuously improve our
services.

In return, and to help us meet the above goals, we ask of our patients the following:
e Co-pays must be paid at every visit. We do not bill for co-pays.
® Your Account balance past 30 days must be paid prior to the next visit and the payment
arrangement must be signed and in effect prior to being seen.
Self-Pay patients are required to pay for their visit in full at the time of service.

e Please inform the front office of any change of personal information. For example: phone
number, address, marital status, and insurance information, etc.

® Please keep all appointments. Any No Show or Late Cancel appointments may be charged as
follows:
o First Time — No Charge
o Second Time — Half price of the Visit scheduled at cash pay rates.
o Third Time — Full Price of the Visit scheduled at cash pay rates.
[ ]

If your account balance remains past due after 90 days, we will notify you that without a

response from you; we may use a collection agency or our attorneys to obtain payment in full.
IF YOU ARE SEEN OUTSIDE OF OUR NORMAL BUSINESS HOURS THERE WILL BE A AN EXTRA CHARGE
OF $30.00 TO BE PAID BY THE PATIENT — INSURANCE WILL NOT COVER THIS

I agree to abide by the policies and procedures of the AllCare Medical Centers office.

Date: Patient’s Signature:

Patient’s Name: DOB:

Witness Signature:




AllCare Medical Centers P C
Payment Agreement

In accordance with AliCare Medical Centers Office Policy | authorize AllCare Medical

Centers P. C. to automatically withdraw or charge to the below card number my total
current balance on the 25th of each month.

PATIENT NAME:

PATIENT SIGNATURE:

PATIENT ACCOUNT NUMBER:

Card Type VISA MASTERCARD DISCOVER AMEX

Name on Card:

Card Number:

Expiration Date:

Security Code:

Please be aware that the amount charged will only be the amount owed to AliCare Medical
Center for services performed.

THIS WILL BE KEPT PRIVATE AND CONFIDENTIAL




PATIENT - PHYSICIAN ARBITRATION AGRUFMENT

AT o arderstoed thiat sy dispute as w o medwal madpractee, that s (o abiether any me dical servicesoondened
under this contract were unneeessary or uninithorized or were unprn;x‘d\. neehgenthy or incompetenily rendered weil e
detemuned by subnusston to arbutration as provaded by California faw, and not by B st or resor (o court grocss ewcepl s

¢ adifcrnig Ly provides Fordicsd revaew of arbiration procecdings Both pacties (o thes conteact, brentenim o b e g gy
up therr conshiutional right w have such dispute decrded i a count of luw betore a oy, and instead e accepting the ta o
ahitration

ARVICLY 2 1 understand ard ggree tia this arbitration agreement binds me and anyone el ie who muy have a clam msang o o
ar relited 1o all treatment or services provided by the physicion, msluding any spouse or herrs of the patient and any o dren
whether Bom o unbom at thee time of the oceurrence giving nse o anv clam This imeludes, but s ron himned o ndl clvoe. b
oneiary damages exceeding the jurisdietional limn of the smali claims coort, includimg, without limitaton, sits for Jose of
comsortiim, wrongful death, emotiona’ distress or pumitive domages | Turther understand and agree that (F T =ige theareemens
vt behadl ol some other person tor whom 1 have responsibrbity . ther, m addation oo myselis such personts) will aiio B ol
alarg with anyone else who may have a chum ansmg oot of the reaument or services rendered to thut person b osiso wederssaod
and .4.1:.; that this agreemen: relates (o claims against the phy sicien and any consenting suosstitute phusician, as webl s the
PAYAICIIN S partners. assomales, associabion. corporation o partnersthup, and the eoplovees. agents, dnd estates ofans o e
afse hereby consent to the interventior of joinder in the arbitration proceeding ot all parties relevant L a full ane compleie
settiement of any dispute arbitrated under this Agreement, as set forth m the CMAZCHA Medieal Arbatration Rales

ARTICLLE 3 Lagree that the arbitrators have the some mmmunity trom civid hability as that of a juchiowd ofticer whieo o ting n
e cepacity of aritrator under thes Apreeraent This immunity shall supplement. noe supp lant, any ober apphicable aanmioge o
cammion law

SRICEYE 4 TUNDERS PAND THAT 1 DO NOT HAVE TO SION THIS AGREEMENT B RECEIVE THE PRIYVRICTAYN &
SERVICES, AND THAT T | DO SIGN THE AGREEMENT AN CHANGE MY MIND WITHIN 30 DAYS OF T0DAY
THEN TMAY CANCEL THIS AGREEMUENT BYGIVING WRIFTEN NOTICT TO 11 UNDERSIGNT D FHYSICTAN
WITHIN THAT TIME STATING THAT | WANT TO WEITHDRAW FROM THIS ARBITRATION AGRETEMENT

RUCLE S O behalt ot eayseltamd 2l athers bound by this ageecment as set ipmiom Artile 2 g svement 15 herebe gavep o
be bound by the Medieal Arbitration Fales oF the Califorma Healtheare Association ¢ CHA p and the Ualtornm Medwa
Assoviation TOMA), as they may be amended from tume o e sohich are hereby imeorporated into chis ageeerent A cony ol
hese Rules s mcluded n the pamphlot mowiich thes sgreement s found. Additiona) copres of the Bates sre avalalle from the
Caldomie Medreal Associat.on, P2 3ox 7690 San Franciseo, A 94120-76090, Atention Arhitrrion Rujes [ usdersiund o
disputes covered by this Awgreemert will be covered by California s applicable to actins agaimst health care provades
e w hing the Muedical Trguny Compensation Relonm Actof 1975 {mcluding amy wme dineats thereta

ARVICLE 6 OPTHINAL  RETROACTIVE BFFLCT
1 matend this agieement 1o cover services rendered betore the date ol i migned (for exasmple smergenes treatnenty | b
rudicatesd the carhier date Dirtend thus agreement w he effectove rom and imtisled below

arher effgenve date s Patient's timtigis

ARDICEE 7 1 have read and understood all the mformation i this pamphlet. meluding the explimation of ihe Pattent-Phosicig
vibitrtion Agreement. this Agreement, and the Rules T ondertand that in the caie of any pregnwt womar e fenm utent”
a5 1ised herem means both the mother and the mother™s expected ild or children

Heres provision of this arbirenon agreement s held invalid o unenforceable. the somaming proy bons shall teman o 408 e
ene shall not be affected by the invaluding of any other Provision

WROTICE H.‘r' .‘RI(ENIN{E THIS CONTRACT YOU ARE AGREEING 7O HAVY: ANY (85U OF M Al
:!M I’If\’.h.( HOE DECIDED BY NEUTRAL ARBITRATION AND YOU ARE CIVING VP YOIR REGHT 700 A 1y o
COURTTRIAL SEEARTICLE TOF THIS CONTRACT

Dated

tPaticnt. Parent, Guardian o L egaly Authonzed f{-'-'pr_t'.-u-é'ﬁr_:;:[{-}v L-t'}:‘m;}i?j
Fargned by other than patient indieare rei ionshp:

PHY SIHCTAN'S AGREFMENT 1O ARBLTRA {1

i i kg sl thes Fared " '
noey m.:ur_mim- of the foreuming execution of this Patient-1hy sician Arbration Acreenment, | lkewise agree o by osonpid B (e
fermn set fsthin thes agreerient and in the rules spectfied in Artivle 4 above : ‘ -

5 e PR R - U . e Tl
op h. actan of Duly “Authory ec i{g Weentive)

S //w/zgfm b/ /”f’ A e /N j{f{]ﬁaaf Craters A

“ o ; x L et
—¢ i Parlner, Presidedr, et/ Prnt name of Physicin Medical Group - Partrer \h O Sns o
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