"~ Pt. SSN J Date of Birth

Tampa, FL 33603

Patient Information

Last name ! First Name

TAMPA OFFICE Coming July 1st.
1213 W Hilisborough Ave,

Phone: (813)-234-1315
Fax: (813)-234-3354

sunshine Pediatrics of Florida

LUTZ OFFICE
18934 N Dale Mabry Hwy, Lutz,

FL 33548

New Patient Registration \ ‘_

Phone:
(813)-9480-2694

(813)-948-2679 Fax:

M

WESLEY CHAPEL/
ZEPHYRHILLS OFFICE
COMING SOON!

33921 SR-54,

Wesley Chapel, FL 33543

Male or Female

Ethnicity (circle one) Whité African American Latino Asian American Indian/Alaskan Other Home

Address : !
City ! ZipCode______ email address
Phone > Emergency Contact & Phone

Siblings (Name, age, sex) __

Are Parents Marriq:d Separated Divorced Single Widowed

Preferred Pharmacy Name and Phone

Parent Information |

Mother Date of Birth ~ SSN

Address: . Phone

Employer & Phone i Occupation
Father __ . Date of Birth SSN
Address: : Phone

Employer & Phone ; Occupation

Who may we thank for rt%ferring you to our practice?

Insurance Information | '
Policy Holder ;. SSN _DateofBirth____
Primary Insurance Name ‘l Policy # Group #
Secondary Insurance Name ] " Policy# Group#

Employer Ins. Phone

1. lagreetopayinfullto al!ll, medical services rende:'n'ed by Sunshine Pediatrics of Lutz as they are received by me, my spouse or my
dependents. ' i

w e

1 hereby authorize the reiease of Medical Information for Review and Process Claim.
| hereby authorize any inSurance company to pay the proceeds of my benefits directly to Sunshine Pediatrics of Lutz.

4. A copy of this :Brnnmendlcan ba considerad as an original for Madicaid and Insurance purposes.

Signature

Date
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Sunshine Pediatrics of Florida

TAMPA OFFICE Coming July 1st. LUTZ OFFICE WESLEY CHAPEL/

1213 W Hillsborough Ave, 18934 N Dale Mabry Hwy, Lutz, ~ ZEPHYRHILLS OFFICE

Tampa, FL 33603 FL 33548 COMING SOON! -

Phone: (813)-234-1315 Phone: (813)-948-2679 Fax: 33921 SR-54,
(813)-9480-2694 Wesley Chapel, FL 33543

Fax: (813)-234-3354

DOB: DATE:

PATIENT NAME:

i
[
]
t

PEDIATRIC AND ADOLESCENT HEALTH HISTORY
|

IDENTIFICATION i BIRTH HISTORY YES { NO | DON'T
XNOW |

! .
Name and relationship of person filling ouf form: Did the child’s mother have any illnesses or prablems during
pregnancy, labor or delivery? )

Is this child adopted: YES.._NO Was the baby premature? ]
FAMILY HISTORY Was the baby delivered Cesarean Section?
Child’s mogher’s name: Did the baby have Jaundice (yellowing)?
Child’s father's name: Did the baby have seizures {convulsions)?
Parents are Married __ Single _ Divorced; Did the baby have any other problems at birth or in the first
Serarated  Remarried..— ' few weeks of life? -
Who does child live with: Was your baby’s discharge delayed for any reason?
| Mother.Father __Both . Other ;
Others at home (Name, Age. Relationship)i Birth weight of Baby:
lbs 0z
1 HAS YOUR CHILD EVER:
2 Been in a hospital overnight?
3 Had Surgery/Operation?
4 Been seen in an Emergency Room?
5 Has seen a Medical Specialist?

Who cares for the child during the day or after school? | Ilad an allergic reaction to medicine or food? |

FAMILY HISTORY: Has any family member had these conditions?

Yes | No | : Yes I No Don’tknow
Birth Defoct/Deformity IJigh Cholesterol
Mental lliness Hypertension
Convulsions/Seizures Peptic Ulcer
Family/Inherited Diseases : Kidney Problems
Serious/Fatal Childhood llinesses Blood/Blceding diseases/Sickle Cell Anemia
Eye or Hearing Problems Cancer
Asthma, Hay Fever, Eczema, Allergics Immune Disorders
Tuberculosis Accidenal Poisoning,_
Diabetes Smoke Regularly
Thyroid Disease Drinking Problem
Heart Atiacks under age 50 Drug Problem
Heart Disease at Birth Other Health Problems
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Sunshine Pediatrics of Florida

TAMPA OFFICE Coming July ist.  LUTZ OFFICE WESLEY CHAPEL/
1213 W Hillsborough Ave, 18934 N Dale Mabry Hwy, Lutz, ZEPHYRHILLS OFFICE
Tampa, FL 33603 FL 33548 COMING SOON!
Phone: (813)-234-1315 Phone: (813)-948-2679 Fax: 33921 SR-54,
Fax: (813)-234-3354 (813)-9480-2694 Wesley Chapel, FL 33543
PATIENT NAME: DOB: DATE:
HEALTH HISTORY (Do not complete this page for infants).
MEDICAL HISTORY: DON'T | BEHAVIORAL ISSUES ‘ VES [NO | DONT ]
Has your child ever had or does have... KNOW . KNOW
Chicken Pox ' ' Frequent Headaches
Rheumatic Fever Discipline Problems
Tuberculosis or Positive TB test Trouble getting along with others
Hepatitis ' Restless, Fidgety or Destructive T
Eye or Vision Problems Nervousness or Unusually fearful
Ear or Hearing Problems Persistently Sad or Depressed
Dental Problems Use of Tobacco, Drugs or Alcohol B

Speech Problems

Sexual activity or Victim of Sex Abuse

Recurrent Sore throat or Tonsillitis

Other Problems with behavior

Bronchitis/Pneumonia Sleep Problems
Wheezing/Asthma FOR FEMALES ONLY:
Allergic Problems Vaginal Discharge
Frequent Runny Nose Menstrual Problems
Recurrent Nose Bleeds Age at first Menses: _
Receurrent Skin Rashes or Eczema GENERAL HISTORY: Does pt. have
All needed Immunizations ]

Stomach or Bowel Problems
Hernia

Take Medicine Regularly

Bedwetting/Soiling

Take Fluoride in Visamins or Water

Urine/Kidney Problems/Infections

See Dentist Regularly

Anemia or Blood Problem

Receive Sex Education at home

WOULD YOU LIKE INFORMATION:

Heart Condition

High Blood Pressure - School Problems ]

Fainting Spells Family/Marital Problems

Joint Pain or Swelling Sex Education -

Bone Problems/Fractures Drugs, Alcohol or Smoking |

Convulsions/Seizures Other - i
' ADD/ADHD/Leamning Disabilities -

Other Health Problems -

ADDITIONAL COMMENTS:




Sunshine Pediatrics oi‘ Lutz

TAMPA OFFICE Coming July 1st. LUTZ OFFICE WESLEY CHAPEL/
1213 W Hilisborough Ave, 18934 N Dale Mabry Hwy, Lutz, ZEPHYRHILLS OFFICE
Tampa, FL 33603 FL 33548 COMING SOON!
Phone: (813)-234-1315 Phone: (813)-948-2679 Fax: 33921 SR-54,

Fax: (813)-234-3354 (813)-9480-2694

AUTHQRIZATTON FOR RELEASE OF MEDICAL RECORDS

Patient Name: : MRN#
SSN: DOB:
1. Iauthorize the use of disclosureiof the above named individual’s health information as described below.
2. The following individual or organization is authorized 1o make the disclosure:
Name of previous physician
Address: Phone:
. Fax:

3. Thetype and amount of information to be disclosed is as follows:

Complete Medical Record List of allergies X-Ray Reports
Physician Progress Notes Problem List EKG
Immunization Record Lab Reports Medication List
Consultation Reports from: Other

4.  Uniess otherwise provided by Iaw, records and information concerning the following types of diagnoses, care and treatment will be
released only if' 1 indicate my specific consent by checking the appropriate box.

Alcohol Abuse [ | Mental Health Notes | | Drug/Substance Abuse
Testing for HIV antibodies and/or treatment of AIDS -
5. This information may be released to and used by the following individual(s) or organization(s):
Name:
Address: . )
For the purpose of: ;

6. Iunderstand thet I have a right to cancel this authorization at any time. { understand that if I wish to withdraw this authorization I must do
so in writing. I must present my written cancellation to the heaith information management department. { understand that the authorization
withdrawal will not apply to infopmation that has already been released due to this authorization. I understand that the cancellation will not
apply to my insurance company when the law provides my insurer with the right to contesta claim under my policy. Unless otherwisc
cancelled, this authorization will expire on the following date, event or condition:

If] fail to specify an expiration date, event or condition, this authorization will expire in six (6) months.
7. lunderstand that authorizing the release of this-health information is voluntary. I can refuse to sign this authorization. I don’t have to sign

this form to reccive treatment. 1 understand that I may inspect or copy the information (for a nominal fee) to be used or disclosed, as
provided in CFR 164.524. ] understand that any disclosure of information any not be protected by federal confidentiality ruies, If I have

questions about disclosure of mty health information, I can contact my physician’s office manager.

Signature of Patient/Legal Representative (Specify relationship to patient) Date
FOR OFFICE -USE ONLY
Purpose for transfer: O Insurance Change [ Relocation Q Other Compliant with HIPAA Regulations

0372017 G

Wesley Chapel, FL 33543



Sunshine Pediatrics of Florida
Dr. Payal Patel & Dr. Saumeel Mehta

TAMPA OFFICE Coming LUTZ OFFICE  WESLEY CHAPEL/

July 1st. 1213 W 18934 N Dale Mabry Hwy, Lutz, ZEPHYRHILLS OFFICE
Hillsborough Ave, ' FL 33548 COMING SOON!

Tampa, FL 33603 Phone: (813)-948-2679 Fax: 33921 SR-54,

Phone: (813)-234-1315 (813)-9480-2694 Wesley Chapel, FL 33543

Fax: (813)-234-3354

Office Policy on Payments/Co-Payments

All payments or co payments are to be paid prior to the office visit.

We appreciate your ¢ooperation and are grateful that you are our patient.
We lock forward for a long healthy relationship.
Thank You,

Sunshine Pediatries of Lutz-

Initial;

Date:
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Sunshine Pediatrics of Florida

TAMPA OFFICE Coming July 1st.  LUTZ OFFICE WESLEY CHAPEL/

1213 W Hilisborough Ave, 18934 N Dale Mabry Hwy, ZEPHYRHILLS OFFICE
Tampa, FL 33603 Lutz, FL 33548 COMING SOON!

Phone: (813)-234-1315 Phone: (813)-948-2679 33921 SR-54,

Fax: (813)-234-3354 Fax: (813)-9480-2694 Wesley Chapel, FL 33543

HIPPA Notice of Privacy Practices

This notice describes how your health information may be used and disclosed and how you can access
the information. Please review it carefully.

At Sunshine Pediatrics of Lutz, we have always kept your health information secure and confidential. A
new law requires us to continue maintaining your privacy, to give you this notice and to follow the terms of
this notice.

The law permits us to use or disclose your health information to those involved in your treatment. For
example, a review of your file by a specialist doctor whom we may involve in your care.

We may use or disclose your health information for payment of your services. For example, we may send
a report of your progress to your insurance company.

We may us or disclose your health information for our normal healthcare operations. For example, one of
our staff will enter your information into our computer.

We may share your medical information with our business associates, such as a billing service. We have
a written contract with each business associate that requires them to protect your privacy.

We may use your information to contact you. For example, we may send newsletters or other information.

We may also want to call and remind you about your appointments. If you are not home, we may leave

this information on your answering machine or with the person who answers the telephone.

In an emergency, we may disclose our health information to a family meember or another person responsible
for your care.

We may relcase some or all of your health information when required by law.

If this practice is sold, your information will become the property of the new owner.
Except as described above, this practice will not use or disclose your health information without your

prior written authorization.
You may request, in writing that we not use or disclose your health information as described above. We

willlet you know if we can fulfill your request.
You have the right to know of any uses or disclosures we make with your health information becyond the

above normal uses.
As we will need to contact you from time to time, we will use whatever address or telephone number you

prefer.
You have the right to transfer copies of your health information to another practice. We will mail your

files for you.

You have the right to see and receive a copy of your health information, with a few exceptions. Give us a
written request regarding the information you want to see. If you also want a copy of your records, we may
charge you a reasonable fee for the copies.

You have the right to request an amendment or change to your health information. Give us your request
to make changes in writing. If you wish to include a statement in your file, please give it to us in writing. We
may or may not make the changes you request, but will be happy to include your statement in your file. If we
agree to an amendment or change, we wxll not remove nor alter earlier documents, but will add new
information.

You have the right to receive a copy of this notice.

If we change any of the details of this notice, we will notify you of the changes in writing.

You may file a complaint with the Department of Health and Human Services, 200 Independence Avenue,
S.W., Room S509F, Washington, DC 20201. You will not be retaliated against for filing a complaint.

However, before filing a complaint or for more information or assistance regarding your health information
privacy, please contact our Privacy Office, Payal Patel, MD at (813) 948-2679.
This notice goes into effect as of June 1, 2007.
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Notice of Privacy Practices

This notice desaribes how medical information abont you may be used and disclosed and bow yok can get access to this information.

YourRichts
You have the right to: i
s Get a copy of your paper or flectronic medlcal record
Corm:t your paper or eIecmmic medical record
. confidential ¢ ation
Askns t0 Jim!t the {nfarmatipn we share
» Get alist of those with whom we've shared your information
«. Geta copy of this privacy notice
» Choose someone to act for you
« Filea complaint {{'you balleve your privacy rights have heen vialated

Xoar Chofees

‘You have some choices in the way that we os¢ and share
infarmation 2s we:

« Tell family and friends abant your condition

« Provide disaster relief

« Indnde you in a hospital directory

» Provide mental health care

« Market oty services end sell your iaformation

« Raisc funds

« Help with public health and safety issues -

We may umandnhmwn.rmformaﬁon aswe: « Do research
o Treat you « Comply with the law
« Run our organization « Respond to organ and tissue donation requests
+ Bil for your services « Work with 3 medical cxayminer or funcral directar
‘Whas R contiob Lo yaulr hoalth i You b n gighte. This secticn explalna Tathexe shan X iy
igh a € - ___-_;"“_ *» Uarkrting purpis; .Mum;dpq&mmm c&kdp\rm
hmmawmwmwhﬁmmwwamaAumum
Wumxmmdmvﬂdw ]
.Ymmuﬂum«g&umdmmd’w\n di id ol health Opr Usos 1 Discls
ldmwmwwxummwﬁod& Wotyplally haseyour boukd oo En tho ollowdng ways,
< Wenill peovide a copy woslly doys aS'your VW ouh wse your heslth (25 3 haro it oxhi promicmals wheo gttt you,
mwanwéw-mmnue.mlwag Weesn )‘; you hoslih (e AT — s oo
oy 7 Wocin usodnd shasoy el ey
Askna $0 e your sodlc) Pacord . plansorother eatliles. - Lo
P S B e i ey e ot
L 3 [ o bl
. &2y “ha” ta your o welT) el you why in wrling within 63
Wesusy Your reqess, 51 you why in wrking days. DUbCEp D BBem
» fmcmarkos 794 ta & dpocl "'.r\' ple.b ofia phorie) ocwaond el Howdl o se your beulch daformatlant - .
toadifferent address. . x:ﬁuwmm i vt poers thicr Wy~ Fpmaby b wtys
. ‘o0 zommrsable &4 e have to noat 007 condXinmeia i laebeiose
Wowid sy Yoo roqecit. wcmdl.l-frwr for those o o lak », oty
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- 2 you pey fom « sucvicw o bonkb onrofscrs At ol pociict in full, 70 cxn ask e nok fo dbaca bt Mw&hm&do&h WMMW«MM
borabe paop 7 T il yoser Wi vl ey Sy Roroviias advers Aackares vo coedicnlane
wlesals g NMMMMMR-_‘ T i
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Got o opy af this privacy potlce - You Oue ‘ ) .
Owesc 1otacsind 19 act (0 you W ity of'y d hcalth info
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Sunshine Pediatrics of Florida

HIPAA Compllance Officer: Saumneel Mehta
Phone: 813-948-2679

This Noter of Prtvagy

Practices {3 affoctlva March 1,2017



Sunshine Pediazrics of Florida
Patient education providedDr. Payal Patel & Dr. Saumeel Mehta

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF RECEIPY OF PRIVACY PRACTICES

By siguing this document, I acknowledge that I have received a copy of Sunshine Pediatrics of
Lutz's notice of privaey practices

Name(Please Print) Signature Date

If signing as a parent or guardian, please note the name of the patient:

FOR FE]

Date Acknowledgment Received

OR

Reason Acknowledgment was not obtained:

Date:

Name(Please Print): Signature:

D A T M AN A 45 T R



Sunshine Pediatrics of Florida

TAMPA OFFICE Coming July 1st. LUTZ OFFICE WESLEY CHAPEL/
1213 W Hillsborough Ave, 18934 N Dale Mabry Hwy, Lutz, ~ ZEPHYRHILLS OFFICE
Tampa, FL 33603 FL 33548 COMING SOON!
Phone: (813)-234-1315 Phone: (813)-948-2679 Fax: 33921 SR-54,

Fax: (813)-234-3354 (813)-9480-2694 Wesley Chapel, FL. 33543

In Order to server out Patients to the best of our ability and assure that all of
our patients have an opporiunity at an appointment when needed, we will be
enforcing a NO SHOW policy as of 10/01/2011. A fee of 25.00 will be charged to
anyone who dose not gives 24 HOURS-NOTICE BEFORE canceling an
appointments,

Sign G Date

Thank-You

Sunshine Padiatrics of Florida
nyai Putel M.D
sima P R,
Notizsrees and Adwingenol Madicise

20920 (1. Dute Kubey itwsSiu 202
1% 820340

AgEn
Sunjracsiusacom

: Do:itor(s)
Payel PatelLMD .
Saumecl Mehta, MD
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supahibie Podlatiios
RS W, Dgio Mabry Hvwy
Sio (07 Luly, L 335848

Ve are happy to support your hea Ithy life style. Wa are not responsible for adverse
events/death due to over the counter m edication / herbal supplements/ Vaccine refusal/ defayed
vaccine schedyle feny naturaf or herba stpplernant wrillen by us UpHn Your requast.

b e e o uriderstand the consaguences of medications/supplements/vaccine

_ refusal/Gelayed vaccine schedule and any such treatments not limiled t& anes montioned. Also this
Includes respansibliity for wrltten treatments that are not formatly prescribed by Dr Patel/Dr Mehta and

11as been Wrﬂ-téﬁ upasn my reguest. { take fuil responsibility for ardverse events/death that nray cecu
. due 16 my own decisian.

Signed on Daie:,!
BY:
Signature;

Rofation t¢ Patient:
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