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PATIENT  INFORMATION: THIS SECTION REFERS TO THE PATIENT ONLY

Last Name: _____________________First Name: ____________________MI: ______Social Security #: __________________

Address: _____________________________________City: ____________________State: ________Zip:________________

Email: _____________________________________________________Occupation:________________________________

	Date of Birth: ___________Sex: M
	F  Marital Status: Married  Single  Divorced
	Widowed  Preferred Language: ________

	Race:
	American Indian or Alaska native
	
	Asian
	
	Black or African American
	
	

	
	Native Hawaiian or other Pacific Islander
	White
	
	Unknown/Declined to answer
	

	Ethnicity:
	Hispanic or Latino
	
	
	Not Hispanic or Latino
	Unknown/Declined to answer
	

	Home phone: (_______)_____________  cell phone: (_______)_______________
	work phone: (_______)_______________

	Best daytime number to reach you:
	home
	work
	cell  Is it ok to leave a message at any of the numbers?
	Yes
	No


If no, please designate which ones, if any: ___________________________________________________________________

Primary Care Physician’s Name (if applicable): ______________________How did you hear about us? ______________________

Spouse’s Name: ____________________________ Date of Birth: _______________ Spouse’s SS#: ____________________

RESPONSIBLE PARTY: THIS SECTION REFERS TO THE PERSON/PARTY WHO SHOULD RECEIVE THE BILL

	Relationship to Patient:
	Self (skip to next section)
	Parent
	Spouse
	Other (skip to next section) _______________


Last Name: ________________________________________ First Name: _____________________________ MI: _______

	Social Security Number: ______________________ Birth date (mm/dd/yyyy): _____________ Sex:
	Male
	Female


Address: __________________________________________City: ______________________State: ______ Zip:_________

Home phone: (_____)________________Cell phone: (_____)__________________Work phone: (_____)__________________

INSURANCE INFORMATION

Primary Insurance Coverage: ________________________________________________________ Copay: $___________

Policy effective date: _____________ Deductible: $__________ Met?  [image: image1.jpg]
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 No
If no, amount met: $ _______________

Address: _________________________________________City: ______________________State: _______ Zip:_________

Policy Number: __________________________ Group Number:____________ Subscriber: ____________________________

Subscriber’s DOB: ___________________________ Subscriber’s SS #: ___________________________________________

Secondary Insurance Coverage: _____________________________________________________ __________________

Address: _________________________________________City: ______________________State: _______ Zip:_________

Policy Number: __________________________ Group Number:____________ Subscriber: ____________________________

Subscriber’s DOB: ___________________________ Subscriber’s SS #: ___________________________________________

Verified Patient Information
Staff Initials: ____________
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DISCLOSURE TO FAMILIES AND LOVED ONES (Emergency Contacts)

I authorize Baptist Medical Group, to disclose my health care information and to discuss my health care needs to those that I designate. I further authorize the release of my billing information and give these individuals the ability to pick up prescriptions and/or medications on my behalf. A photo ID is required for prescription pickup. These individuals will be considered my emergency contacts. Without authorization, no information may be shared. I authorize Baptist Medical Group to disclose my personal health information to the following people:

Name: ________________________________________ Relationship: ________________ Phone: (_____)______________

Name: ________________________________________ Relationship: ________________ Phone: (_____)______________

Name: ________________________________________ Relationship: ________________ Phone: (_____)______________


CONSENT TO TREATMENT FOR ALL PATIENTS

I hereby grant authorization and consent for medical treatment and/or procedures for myself or the patient for whom I am the parent or legally authorized representative for which I am signing for, and understand that no guarantee or assurance has been made as to the results for which may be obtained. I agree to allow my provider to access all of my medication history including medications prescribed by other providers.

____________

Patient initials


PHOTO DOCUMENTATION

I hereby grant authorization for the clerical staff to make a copy of my photo identification to be included in my confidential record as well as take a digital picture for additional protection against the theft of my medical identity. I further grant authorization for the clinical staff to take photo documentation of any injury or procedure that they feel is medically necessary to include in my confidential medical record.

____________

Patient initials


NOTICE OF PRIVACY PRACTICES

I received a copy of the Baptist Health Care “Notice of Privacy Practices” today and agree with these privacy policies.

____________

Patient initials


INSURANCE ASSIGNMENT AND FINANCIAL RESPONSIBILITY

I hereby authorize the offices of Baptist Medical Group (BMG), to release any medical information required during the course of examination and treatment to my insurance company, and I permit payment to BMG from my insurance for any benefits due for their services rendered. I recognize and accept responsibility for services rendered regardless of insurance coverage. This includes but is not limited to coinsurance, copayment, deductible and non-covered services.

I understand that I am responsible for all charges incurred regardless of the insurance status. I agree to pay for services incurred after the patient has been charged for the office visit, such as labs, radiology, medical supplies, etc. I agree to pay my bill in full for services rendered by Baptist Medical Group providers.

____________

Patient initials


Date
Signature of Patient or Guardian if patient is Minor

Revised 10/22/13

Patient Name: ___________________________________ DOB: __________


PATIENT HISTORY FORM

Place a check √ beside any medical problem (s) you have had in the past or may currently have and include year if known.

Place a check √ beside any medical problem (s) any family member has had in the past or may currently have and list relationship using key:

M – Mother; F – Father; GM – Grandmother; GF - Grandfather

PATIENT AND FAMILY

	
	
	Patient
	
	Year
	
	Family
	
	Patient
	Year
	Family

	Anemia
	
	
	
	
	
	
	Immune Deficiency
	
	

	Arthritis
	
	
	
	
	
	
	Liver Disease
	
	

	Heart Arrhythmia/Palpitations
	
	
	
	
	
	
	Kidney Disease
	
	

	Asthma
	
	
	
	
	
	
	Neuropathy
	
	

	Bleeding Problems
	
	
	
	
	
	
	Paralysis
	
	

	Blood Clots
	
	
	
	
	
	
	Peripheral Vascular Disease
	
	

	Cancer:  Type _______________
	
	
	
	
	
	
	Pneumonia
	
	

	Chest Pain/Angina
	
	
	
	
	
	
	Psychiatric Illness
	
	

	Diabetes
	
	
	
	
	
	
	Pulmonary Embolism
	
	

	Gall Bladder disease
	
	
	
	
	
	
	Reflux
	
	

	Gastric Ulcers
	
	
	
	
	
	
	Skin ulcer/breakdown
	
	

	Glaucoma / Loss of Vision
	
	
	
	
	
	
	Steroid Use
	
	

	Heart Attack
	
	
	
	
	
	
	Stroke
	
	

	Heart Failure
	
	
	
	
	
	
	Thyroid Disease
	
	

	Heart Murmur
	
	
	
	
	
	
	Tuberculosis (TB)
	
	

	Hepatitis B / Hepatitis C
	
	
	
	
	
	
	Urinary Infections
	
	

	High Blood Pressure
	
	
	
	
	
	
	Valve Disorders (Heart)
	
	

	HIV/AIDS
	
	
	
	
	Wound Healing Problems
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 List any medical problem(s) not listed above: _____________________________________________________________________

	Are you experiencing any of the above problem(s) today? Yes
	No
	If Yes, when did symptoms begin? _____________________


If you checked yes, please explain: ____________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

	Have you had a pneumonia shot? Yes
	No
	If yes, when: _______________________________________

	When was your last flu shot? _______________________________________

	Please check √ if you have any allergies: Yes
	No
	If yes, please list: ____________________________________________


_____________________________________________________________________________________________________

	Please check √ if you have any medication allergies: Yes
	No
	If yes, please list: _____________________________________


_____________________________________________________________________________________________________

Please list current medication(s) below:

____________________ Dosage _________ Physician ______

____________________ Dosage _________ Physician ______



____________________ Dosage _________ Physician ______

____________________ Dosage _________ Physician ______

____________________ Dosage _________ Physician ______

Please list any surgeries and/or hospitalizations you have had below and, if possible, physician(s) and date (s). (Continue on back if needed)

________________________________________________________Physician: _________________________ Date: ________

________________________________________________________Physician: _________________________ Date: ________

________________________________________________________Physician: _________________________ Date: ________

Social History

	Alcohol? Yes
	No
	If yes, drinks per week: ______   Smoking/Tobacco? Yes
	No
	If yes, Packs/day: ______ Years _____

	
	
	

	History of Illicit Drug Abuse? Yes
	No
	If yes, kind(s) of drug: _________________________ Frequency: _________________

	
	
	

	Smokeless Tobacco? Yes
	No
	Frequency: __________________ Daily caffeine intake (coffee, tea, sodas)? _______________


Patient Signature: __________________________________________________________________________ Date: ___________

Provider Signature: _________________________________________________________________________ Date: ___________

Rev. 11/20/13

Preventative Care History Sheet

Patient Name: ________________________________ Date: _________________

DOB: ______________ Allergies: ________________________________________
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 When was your last Flu shot?

When was your last Pneumonia shot?
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 When was your last Tetanus shot? When was your last Pap Smear?
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 When was your last Mammogram? When was your last Dexa Scan?
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 When was your last Rectal Exam? When was your last Colonoscopy?
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 When was your last Prostate/PSA check? When was your last Glaucoma Screening?
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 When was your last Diabetic-Eye Exam?

Who is your eye doctor? For diabetic patients only

Who is your foot doctor? For diabetic patients only
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 Do you have an OBGYN doctor? For females only



DATE

MR# _____________________

1717 North E Street, Suite 227, Pensacola, FL 32501

Patient Responsibility Disclosure Statement

BUSINESS HOURS

Our business and operating hours are: ___________________________________________________________

Calls received after the hours noted above, unless it is an emergency, will be handled the next business day.

DEDUCTIBLES AND CO-PAYS

I understand that all charges for services rendered at Baptist Medical Group (BMG) are due and payable at the time of service, to include unmet deductible amounts, co-pays and co-insurance percentages for in-network or out-of network coverage.

NON-INSURED PATIENTS

There are programs available for patients whom are uninsured or underinsured. Please contact a Patient Account Specialist at our Central Business Office (850) 475-3700 for more information.

MEDICAL INSURANCE

We have contracts with many insurance companies, and we will bill them as a service to you. As the responsible party, you are responsible for the charges if your insurance company declines to pay for any reason, as well as:

Informing BMG of the current address and phone number for the patient and the responsible party. Presenting all current insurance cards prior to each office visit.


Verifying at each visit that your patient information is current by speaking to the front receptionist and completing a new demographic form every three years.


Paying any additional amount owed within 30 days of receiving a statement from our office. When BMG receives an explanation of benefits (EOB) from your insurance company, any amounts that you need to pay will be billed to you.


AUTHORIZATION / REFERRAL POLICY

I understand that it is also my responsibility to obtain an authorization and/or referral through my primary care physician’s office, if required by my insurance company. Failure to do so may result in charges being billed directly to me or my appointment being cancelled and rescheduled once I have obtained the appropriate authorization and/or referral.

RETURN CHECK POLICY

If a payment is made on an account by check, and the check is returned as Non-Sufficient Funds (NSF) or Account Closed (AC), the patient or the Patient’s Responsible Party will be responsible for the original check amount in addition to a $20.00 Service Charge. Once notice is received of the returned check, Baptist Medical Group will send out a letter and/or call to notify the Responsible Party of the returned check. If a response is not made within 15 days from the letter or call date by the Patient or the Responsible Party, the account may be turned over to our collection agency and a collection fee will be added to the outstanding balance – in addition to the $20.00 Check Service Charge.

NON-PAYMENT ON ACCOUNT

Accounts that are over 90 days past due may be placed with an outside collection agency for recovery. Should collection proceedings or other legal action become necessary to collect an overdue account, the patient or the Patient’s Responsible Party, understands that Baptist Medical Group has the right to disclose to an outside collection agency all relevant personal and account information necessary to collect payment for services rendered. The patient, or the Patient’s Responsible Party, understands that they are responsible for all costs of collection including, but not limited to, collection fees, all court costs and Attorney fees.

PRESCRIPTION AND/OR REFILLS

Your medication is your responsibility. Please do not call us and say that you are out of medication and need a prescription today, we will not be able to assist you. If you do not have an appointment and are requesting a refill to be called to your pharmacy on allowable medications, please allow 48-72 hours to process your request. On all refills, please call your pharmacy and request your refill and your pharmacy will then notify us with the appropriate information needed to handle your request. We recommend calling a week in advance.
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MR# _____________________

New prescription requests, if possible, should be discussed during an office visit. Refill requests for 90 day mail in or Navy Hospital will be written and placed at the front desk for pick up, or if requested, mailed to you. Samples are only given out on the day of your appointment. No Exceptions.


Please note that we DO NOT refill prescriptions on the weekends or holidays. Weekends begin at 1:00 PM on Fridays and a holiday begins at 4:00 PM on the day prior to a National Holiday.


TEST RESULTS

Allow 7- 10 business days after Labs and/or Tests were performed for our office to contact you with your results.

APPOINTMENTS

Bring all medications you are currently taking to each appointment. We recommend you also keep a list of your current medications and a copy of your insurance company’s medication formulary to bring to each appointment.


If you are more than a few minutes late for your appointment, we may have to reschedule you or ask you to wait for a period of time until the Physician can find an opening in the schedule.


This office requires a 24-hour notice of all appointment cancellations. There will be a $25.00 Missed Appointment Fee billed to you for failure to notify the office within 24 hours prior to your appointment for cancellation. In the event you decline to pay this fee, termination of care may result. We will only be able to renew your prescriptions or order labs or testing for the next 30 days. You are encouraged to schedule an appointment because we are concerned for your health and well being. Please help us serve all our patients better by keeping your scheduled appointments.


PATIENT FORMS COMPLETION

I acknowledge understanding there may be fees involved if I have a disability, financial, medication or similar forms that need to be completed by Baptist Medical Group office and/or physician. Baptist Medical Group require 14 business days for processing and/or completion of any form. All form completion fees will be collected prior to form completion.

MEDICAL RECORDS COPY

In compliance with Florida Statutes 395.3025, Rule 64B8-10.003 of the Florida Administrative Code, the following fees will be collected prior to the release of medical records from Baptist Medical Group:

If requesting paper copies of your records: There will be a charge of $1.00 per page for the first 25 pages of written material and $.25 for each additional page

WIRELESS COMMUNICATION

By providing a wireless or mobile telephone number, I permit Baptist Medical Group to use that number for contact. Contact includes receiving calls and messages, including pre-recorded messages and calls from an automatic telephone dialer (autodialer), from Baptist Medical Group and their authorized agents.
BY SIGNING BELOW, I ACKNOWLEDGE THAT I HAVE READ, UNDERSTAND, AND AGREE TO ABIDE BY THE ABOVE

RELEASE OF MEDICAL INFORMATION, PAYMENT, AND OTHER OFFICE POLICIES. REFUSAL TO SIGN THIS STATEMENT

RESULTS IN THE CANCELLATION OF APPOINTMENT AND TERMINATION OF FUTURE CARE.

	PATIENT/GUARDIAN SIGNATURE
	DATE

	
	

	PRINT PATIENT/GUARDIAN’S NAME FROM ABOVE
	GUARDIAN’S RELATIONSHIP

	
	TO PATIENT
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