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New Patient Registration
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*Please provide the following information to the best of your ability.*
	
Name_____________________________________________________
Address___________________________________________________
__________________________________________________________
City____________________________________  Zip_______________
Sex (M)______(F)______ Marital Status__________________________
Spouse’s name _____________________________________________
Children: Name/Age__________________________________________
__________________________________________________________
Contact Information:
Home _______________________  Work ________________________
Mobile ______________________   Text Messages  Yes   /   No
FAX ______________________ E-mail__________________@_______
SSN# _____________________________________________________
Date of Birth ________________________ Age____________________
Occupation_________________________________________________
Place of Employment_________________________________________
Referral From_______________________________________________                                 
Emergency Contact__________________________________________
Relationship_________________________ Phone#________________

Medical Insurance Company:  Aetna  /  BCBS  /  Cigna  / UHC 
                                                Other______________________________

Current Physicians: Name/Specialty/Phone Number
List your Managed Care Primary Physician (“PCP”) first.
1._________________________________________________________
2._________________________________________________________
3._________________________________________________________
4._________________________________________________________

Patient Signature_____________________________________________

					
Past Medical History: (Illness or Injury/Date)
1.__________________________________________________________
2.__________________________________________________________
3.__________________________________________________________
4.__________________________________________________________
5.__________________________________________________________
  
Past Surgeries:
1.__________________________________________________________
2.__________________________________________________________
3.__________________________________________________________
4.__________________________________________________________
5.__________________________________________________________ 

Medicines: Name/Dose/Frequency:
1.__________________________________________________________
2.__________________________________________________________
3.__________________________________________________________
4.__________________________________________________________
5.__________________________________________________________
6.__________________________________________________________
7.__________________________________________________________
 
Allergies: General/Drug_________________________________________
____________________________________________________________
____________________________________________________________
					 				 
Dietary/Nutritional Supplements:
1._____________________________ 5.___________________________
2._____________________________ 6.___________________________
3._____________________________ 7.___________________________
4._____________________________ 8.___________________________

Stressors: 
1._____________________________ 3.___________________________
2._____________________________ 4. ___________________________

 
Patient Signature______________________________________________
					


Alcohol use__________________________________________________ Cigarette use ________________________________________________
Pets: Type/Name______________________________________________
____________________________________________________________
Sexual Orientation (Hetero, etc.)__________________________________
Organized Religion/Spirituality___________________________________
Sleep: hours/quality___________________________________________ 
Dreams_____________________________________________________

Diet/Nutrition: General example & time of each meal
Breakfast___________________________________________________
___________________________________________________________
Lunch______________________________________________________
___________________________________________________________
Dinner_________________________________________________________________________________________________________________
Favorite foods________________________________________________
___________________________________________________________

Exercise/Physical Activity_______________________________________
___________________________________________________________
 
Consultation Requests:
1.__________________________________________________________
2.__________________________________________________________
3.__________________________________________________________
4.__________________________________________________________
5.__________________________________________________________


Other information that you feel may be important:
____________________________________________________________________________________________________________________________________________________________________________________


Patient Signature______________________________________________

					



Informed Consent: All diagnostic testing and medical treatment(s) will be explained regarding the risks and benefits prior to implementation.  Please ask any questions regarding any services.  You may refuse any diagnostic testing and medical treatment against medical advice.  Serious medical consequences may result if you do not have the recommended diagnostic testing performed and/or the recommended medical treatment(s) implemented.  You will not hold Stephen Silver, M.D., HealthSmart M.D. medical providers or HealthSmart M.D. liable for medical malpractice if you refuse medical testing and treatment(s) against medical advice.

I voluntarily authorize any and all diagnostic testing and medical treatment(s) that         HealthSmart M.D. medical providers determine are necessary, appropriate and reasonable.

Current Physicians: The HealthSmart M.D. medical providers require that you continue treatment with your current physicians (managed care primary care physician, medical specialists etc.).  Our recommendations are complimentary and will be integrated and coordinated with these physicians.

Complementary Therapies: These therapies address mental and emotional wellness.  They    are not a substitute for Traditional Medicine and should only be used as an adjunct to your Traditional Medical treatment.

Medical Specialty Consultation(s): After you are evaluated by the HealthSmart M.D. medical providers a medical specialty consultation(s) may be recommended.  A HealthSmart M.D. specialty referral form will be provided to you.   We request that you choose a medical specialist(s) affiliated with your managed care insurance plan (listed in your provider directory).  If you are not enrolled in such a plan we will recommend a medical specialist to you.  Serious medical consequences may result if you do not obtain the recommended medical specialty consultation(s).   You will not hold Stephen Silver, M.D., HealthSmart M.D. medical providers or HealthSmart M.D. liable for medical malpractice if you refuse the recommended medical specialty consultation(s) against medical advice. 

Financial Responsibility/Medical Insurance: I agree to pay in full at the time services are rendered.  HealthSmartMD, Inc. does not participate in any managed care plans and has opted out of the federal Medicare program. Medicare will not pay benefits for any service rendered by HealthSmartMD, Inc.   We will assist you in filing medical insurance claims.   **PPO, PIP, indemnity plans etc. may assign benefits to our office.  HealthSmartMD, Inc., at its sole discretion, may file medical insurance and accept assignment of benefits.  I am responsible for any and all collection fees associated with my account.  Non Sufficient Fund (NSF) charge per check is $30.00.

Assignment of Benefits:  I hereby authorize any and all third parties (insurance companies, etc.) to assume liability for the medical charges incurred and to direct benefits to HealthSmartMD, Inc. and or Stephen Silver, M.D. 



Patient Signature______________________________________________________________
					




HIPAA: HSMD’s “Notice of Privacy Practices” as well as the United States Department of Health and Human Services Summary of the HIPAA Privacy Rule is available upon request.  I have voluntarily signed HSMD’s HIPAA authorization form (page 6).

Medical Records: Patient records are available upon written request.  Fees pursuant to Florida statue are $1.00 for the first 25 pages and $.25 for each page thereafter.  
I authorize the release of any and all medical records, by HealthSmartMD, Inc. and 
Stephen Silver, M.D., necessary to effectuate payment from third parties (insurance 
companies, etc.).   

Florida Patient Bill of Rights s. 381.026:  I agree to observe and comply with the responsibilities of the patient, contained in the Florida Patient Bill of Rights listed below:	
		
· I shall respect HealthSmart M.D.’s right to expect behavior on the part of patients which, considering the nature of their illness is reasonable and responsible.
· I am responsible for providing to HealthSmart M.D.’s medical providers (“HSMD providers“), to the best of my knowledge, accurate and complete information about present complaints, past illnesses, hospitalizations, medications, and other matters relating to my health.
· I am responsible for reporting unexpected changes in my condition to HSMD providers.
· I am responsible for reporting to HSMD providers that I comprehend a contemplated course of action and what is expected of me.
· I am responsible for following the treatment plan recommended by HSMD providers.
· I am responsible for keeping appointments and, when unable to do so for any reason, I will notify HSMD providers. 
· I am responsible for my actions if I refuse treatment or do not follow the HSMD provider’s instructions.
· I am responsible for assuring that the financial obligations of my health care are fulfilled as promptly as possible.
· I am responsible for following HealthSmart M.D.’s rules and regulations affecting patient care and conduct.


 **Emergency Care**: Please contact your primary care physician or report to a local emergency room if any medical problem arises on an emergency basis.
Please make note of the following hospital information or obtain the location and telephone number of the closest hospital to you.

Delray Medical Center           Boca Community Hospital          Bethesda Memorial Hospital
5352 Linton Boulevard           800 Meadows Road                   2815 S. Seacrest Boulevard
Delray Beach, FL  33484       Boca Raton, FL  33486              Boynton Beach, FL  33435
561.498.4440                         561.395.7100                             561.737.7733





Patient Signature______________________________________________________________
						

					




HealthSmart M.D.
Client Consent for Use and Disclosure 
of Protected Health Information
Please also read the Notice of Privacy Practices
and
HIPAA Authorization Form
 
I hereby give my consent for HealthSmart M.D., to use and disclose protected health information (PHI) about me to carry out treatment, payment and health care operations (TPO). (The Notice of Privacy Practices provided by HealthSmart M.D., describes such uses and disclosures more completely.) 
 
I have the right to review the Notice of Privacy Practices prior to signing this consent. HealthSmart M.D. reserves the right to revise its Notice of Privacy Practices at any time. A revised Notice of Privacy Practices may be obtained by forwarding a written request to HealthSmart M.D., P.O. Box 810006 Boca Raton, FL 33481
 
With this consent, HealthSmart M.D., may call or send a telefacsimile transmission to my home or other alternative location and leave a message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items and any calls pertaining to my clinical care, including laboratory test results, among others. 
 
With this consent, HealthSmart M.D., may mail to my home or other alternative location any items that assist the practice in carrying out TPO, such as appointment reminder cards and Client statements as long as they are marked "Personal and Confidential." 
 
With this consent, HealthSmart M.D., may e-mail to my home or other alternative location any items that assist the practice in carrying out TPO, such as appointment reminder cards and Client statements. I have the right to request that HealthSmart M.D., restrict how it uses or discloses my PHI to carry out TPO. The practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement. 
 
By signing this form, I am consenting to allow HealthSmart M.D., to use and disclose my PHI to carry out TPO. 
 
I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent. If I do not sign this consent, or later revoke it, HealthSmart M.D., may decline to provide treatment to me.
 
 
_______________________________
Signature of Client or Legal Guardian
 
_______________________________	______________________
Print Client's Name	Date
 
__________________________________________
Print Name of Client or Legal Guardian (if applicable) 
 
Method of Payment


Date: ___________________



I WILL PAY TODAY’S MEDICAL CHARGES BY:


CASH 		 ___________

CREDIT CARD ___________


*PERSONAL CHECKS ARE NOT ACCEPTED*  

                                                           


Patient Signature__________________________________
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