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General Consent for Care and Treatment

TO THE PATIENT: You have the right, as a patient, to he informed about your condition and the
recommended surgical, meadical or diagnostic pracedure to he used so that you may make the decision
whether or not to undergo any suggested treatment or procedure after knowing the risks and hazards
involved. At this point in your care, no specific treatment plan has been recommended, This consent
form is simply an effort to obtain your permission to perform the evaluation necessary to identify the
appropriate treatment and/aor procedure for any identified condition(s).

This consent provides us with your permission ta perform reasonable and necessary medical
examinations, testing and treatment. By signing below, you are indicating that {1) you intend that this
consent is cantinuing in nature even after a specific diagnosis has been made and treatment
recommended, and {2) you consent to treatment at this office or any other satellite office under
common ownership. The cansent will remain fully effective until it is revoked in writing. You have the
right any time to discontinue services,

You have the right to discuss the treatment plan with your physician about the purpose, potential
risks and benefits of any test ordered for you. If you have any concerns regarding any test ar
treatment recommended by your health care provider, we encourage you to ask questions,

1 valuntarily request a physician, and/ar mid-level provider {Nurse Practitioner, Physician Assistant or
Clinical Nurse Specialist), and other health care providers or the designees as deemed necessary, to
perform reasonable and necessary medical examination, testing and treatment for the condition
which has brought me to seek care at this practice. | understand that if additional testing, invasive or
interventional procedures are recommended, | will be asked to read and sign additional consent forms
prior to the test(s) ar procedure(s).

| certify that | have read and fully understand the above statements and consent fully and voluntarily
to its cantents.

Signature of Patient or Persanal Representative Date
Printed Name of Patient or Personal Representative Relationship to Patient
Printed Name of Witness Employee Job Title

Signature of Witness Date:

B
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HIPPA PATIENT CONSENT FORM
Our Notice of Privacy Practices provides information about how we may use and disclose protected
health information about you. The Notice contains a Patient Rights section describing your rights
under the law. You have the right to review our Notice hefore signing this Consent. The terms of our

Notice may change, if we change our Natice, you may obtain a revised copy by contacting our office,

You have the right to request that we restrict how protected health information about you Is used or
disclosed for treatment, payment or health care operations, We are not required to agree to this

restriction, but If we do, we shall honor that agreement,

By signing this form, you consent to our use and disclosure of protected health information about you
for treatment, payment and health care operations. You have the right to revoke this Consent, in
writing, sighed by you. However, such a revocation shall not affect any disclosures we have already
made in reliance an your prior Consent. The practice provides this form to comply with the Health

Insurance Portability and Accountability Act 1996 (HIPAA).
The patient understands that:

Protected health information may be disclosed or used for treatment, payment, or health care

aperations.

The Practice has Notice of Privacy Practices and that the patient has the opportunity to review this

Notice.
The Practice reserves the right to change the Notice of Privacy Practices.

The patient has the right to restrict the uses of their information but the Practice does not have to

agree to those restrictions.
The patlent may revoke this Consent in writing at any time and all future disclosures will then cease.

The Practice may condition receipt of treatment upon the execution of this Consent.




This Consent was signed by:

Witnass:

Printed Name Patlent or Responsible Party

Patient Signature or Responsible Party

Date

Relatlonship to Patient (if other than patient)

Printed Name Practice Representative

Signature

Date
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ACKNOWLEDGEMENT OF RECE|PT OF NOTIGE OF
BRIVACY PRACTICES FUSE ANE: DISCLOSURE FORM

our Netlce 6FPrlvacy Practices provides Information akiout how:wemay usemndidisclose
protected healthrinformation (PHI) ahoukyou, We provide this farm tosqomply with:the Healthy
Instranice Portabllity and Accountabllity Act (HIPAA). Please:reviewthe Kotloe-of Brivacy
Practices thoroughly before:signing tils acknowledgementform. [Tterms-ef-our Notloe change,
a revised copy will be mads avallable toyou. '

By slgning this fobm, you acknowledge tHat our praotice-mayuse-and disol ase:PH! aboutyoufor
treatment;, paymentand healthoare operations. Yiow haveitha rightio vegu ogtithat we restrict.

hew. PHI abolityouwls usad ordisclésedfor treatment,wayrment.or healthcare operations.

Sigmaltre of Patlsnt or. Legal R,epresentailﬁe: . Data:
”“ Prlntad. Namerof Palisul " Logal Relalorship Lo the Patient
{Ifrsaufred)

"We cannotdiscuss your health Informalion with anyone-etherihan yeurself unlegs. youaathorize Usto-do’
so: Please llst below names of the Individuials yeu-athotize oarofficeito discussoareswith.

| 1.glveyou permlsslon toishare.my: freglth Information with:

1. Name: Relatiorishlp . . Phene

1 2. Name- ) ‘Relatidnship, Phone:

Gonsent te-emall ortext forappolnfment reminders-and-ather healtticate-=communication,

(f you approvis, We: may contacty.ou via emall andlortext messaglng terremind yousof:an appelntmentor
provide general health reminders or Information. | understand that ence | have-consented to rgceive
communlcationsvia text:onemail, |-still have the right to-revoke the:cansent.abany time:.

The cell phane. numberautherize o re_xz-elVe--te-xttmes‘sagssvfar"appolﬁlman’l’-rsmlndar.seand general haalth
infermation is . ~Plaasy Inltial

The emall address that) anthorize:orecelve emall messagesdor-appaintment remiridsrs ahd generathealth
Infoaviation Is . , Pleasg Irjlial, w

or

1 daclinato racaive cammunicalions-via text.

1 decline lo rsceive communleations via small,

1 Revoeation— Usethls arealo Jocument sevocation of e pravigus:formeof communleation.

| herehyr revaks my-raquestlo s:ec,eiv.s-future.appélntn\amzremlnder,smorhaalﬂ"ioareupdat‘asvla beeh
. hecgby: revoks miy-requast tol recslve fulure-appolntment remipders-or higalihpare: updales.viazemall,

pallent slgnature. Dateraquested:

Remindat - Keap Infarmatlon la thaan/nlmum necessary. and.encrypt emalls-aird-{exis wihanevarpossible

HlP-AA.Acknﬁowledgsman\~.of'Re‘-:elpt:of‘lhe Notlee, af Privagy Practlass
This fornriduss noleanslbds Isgpl advio.and covers anly faderal, nolslate, law.




CONTROLLED SUBSTANCE AGREEMENT

The purpose of this Agreement is to prevent misunderstandings about certaln medications you will be
taking for pain management. This Agreement is to help you and your provider to comply with the law
regarding controlled pharmaceuticals.

| understand that there is a risk of psychological and/or physical dependence and addiction
assoclated with chronlc use of controlled substances,

| understand that this Agreement Is essential to the trust and confidence necessary in a
provider/patient relationship and that my provider undertakes to treat me based on this Agreement.

| understand that if | break this Agreement, my provider will stop prescribing these pain control
medicines, sedatives and stimufants,

In this case, my provider will taper off the medicine over a perlod of several days, as necessary, to
avoid withdrawal symptoms, Also, a drug-dependence treatment program may be recommended,

{ would also be amenable to seek psychiatric treatment, psychotherapy, and/or psychologlcal
treatment If my provider deems necessary,

1 will communlcate fully with my provider about the character and intensity of my paln, the effect
of the pain on my daily life, and how well the medicine is helping to relleve the pain.

J will not use any HHegal controlled substances, Including marijuana, cocalne, etc,, nor will [ misuse
or self-prescribe/medicate with legal controlled substances. Use of alcohol will be limited to times when
] am not driving or operating machinery and will be infrequent.

) will not share my medication with anyone.

| will not attempt to obtain any controlled medications, fncluding oplotd pain medications,
controlled stimulants, or anti-anxiety medications from any other provider.

| will safeguard my pain medication from loss, theft, or unintentional use by others, including
youth. Lost or stolen medications will not be replaced.

| agree that refills of my prescriptions for pain medications will be made only at the time of an
office visit or during regular office hours. No refills will be available during evenings or on weekends,

1630 Mason Avenue Unit C
Daytona Beach, F1 32117
0: 386-238-9064
F: 386-238-9063
Web: WWW.Excellencehlth.com




] agree to use this pharmacy located at this address
with the telephone number of for filling

my prescriptions for all of my pain medicine.

____lauthorize the provider and my pharmacy to cocperate fully with any city, state or federal law
enforcement agency, including this state's Board of Pharmacy, in the investigation of any possible misuse,
sale, or other diversion of my pain medication. | authorize my provider to provide a copy of this
Agreement to my pharmacy, primary care provider and local emergency roam. | agree to waive any
applicable privilege or right of privacy or confidentiality with respect to these authorizations,

{ agree that | will submit to a blood or urine test If requested by my provider to determine my
compliance with my program of pain control medications.

| understand that my provider will be verifylng that | am recelving controlled substances from only
one prescriber and only one pharmacy by checking the Prescription Monitoring Program website
perlodically throughout my treatment period.

| agree that | will use my medicine at a rate no greater that the prescribed rate and that use of my
medicine at a greater rate will result in my belng without medication for a period of time.

{ will bring unused pain medicine to every office visit.

| agree to follow these guldelfines that have been fully explained to me, All of my questions and
concerns regarding treatment have been adequately answered. A copy of this document has been given

to me,

This Agreement is entered into on this day of , 201

Patient Signature:

patient Name (ptinted);

Pravider signature:

Provider Name {printed):

Witnessed by: Signature:

Name (printed):

1630 Mason Avenue Unit C
Daytona Beach, Fl 32117
0: 386-238-9064
F: 386-238-8063
Web: WWW.Excellencehlth.com




AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION

Name: DOB:

Address:

Phone:

| glve EXCELLENCE HEALTH the authorization to obtain/release my medical records.

Requesting records from:

Address:
Phone: Fax:
Release: All Records Labs Radiology Consults Other

PLEASE FAX RECORDS TO: 386-238-9063

{ understand that my medical record may contain sensitive information and will include general medical
information from my medical record as well as psychlatric/psychalogical information, alcohol and/or drug abuse
information, HIV/AIDS testing and other information pertaining to these tests or to treatment in connection with
these test results and/or testing for sexually transmitted diseases (STD's).

This Information Is disclosed to you from records whose confidentiality are protected by law. Any redisclosure is
strictly prohibited without written permission of the patient/cllent/legal representative Identified below.

1 understand this consent is revocable by me, In writing, at any time except after the action has taken place. |also
understand that this consent will expire either one year after the date of the signature or automatically when the
records requested on this form have been turned over to the above requested provider,

Date: Patient’s Signature:

Printed Name:

Date: Withess Signature:

Printed Name:

1630 Mason Avenue Unit C
Daytona Beach, F 32117
O: 386-238-9064
F: 386-238-9063
Web: www.excellencehlth.com
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Patient Name: DOB: Date:

HEALTH HISTORY

PAST SURGICAL RISTORY: Please list year and type of any and all surgeries you have had in the past.

PAST MEDICAL HISTORY: Please list any and all chronic medical conditions that you have been
diaghosed with.

SOCIAL HISTORY:

Do you current smoke cigarettes/cigars? Yes / No  If so,how many packs per day? If so, how many
years have you been smoking?

If not, have you ever smoked cigarettes/cigars in the past? Yes / No

When did you quit smoking?

Do you consume alcoholic beverages? Yes / No  Ifso, how many glasses per day?

1630 Mason Avenue Unit C
Daytona Beach, FI 32117
0: 386-238-5064
F: 386-238-9063
Web: WWW. Excellencehlth.com
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FAMILY HISTORY:
Significant health problems of:

Father:

Mother:

Siblings:

WOMEN ONLY:

Age of onset of menstruation: Date of last period:

Number of pregnancies: Number of live births:

Date of last Pap smear?

MEN ONLY:

Do you get up at night to urinate? Yes / No If so, how many times?

Date of last prostate exam?

MENTAL HEALTH HISTORY:

Do you feel depressed? Yes / No

Do you have panic attacks? Yes / No

Do you cry frequently? Yes / No

Do you have problems with your appetite? Yes / No
Have you ever attempted suicide? Yes / No

Do you have trouble sleeping? Yes / No

Have you ever seen a counselor/psychologist/psychiatrist? Yes / No

1630 Mason Avenue Unit C
Daytona Beach, Fl 32117
0: 386-238-9064
F: 386-238-9063
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MEDICATIONS

Do you have any medication allergies? Yes / No

If so, what medications are you allergic to?

CURRENT PRESCRIPTION MEDICATIONS:

NAME OF MEDICATION DOSAGE FREQUENCY

PHARMACY; PHONE:

1630 Mason Avenue Unit C
Daytona Beach, FI 32117
0: 386-238-9064
F: 386-238-9063
Web: WWW, Excellencehlth.com




