Patient Name

Age

Date of birth

Social Security #

Male

Female

We will need to communicate with you to schedule tests, give test results, prescribe medications, provide medical records, etc:

Phone Email

Home address

City State Zip
Pharmacy Address or Street

City State Phone

Emergency contact Phone

Referring physician or source

Haye you ever begn seen by anyaf gur doctors / APRN’s hefore? No ithin the past 3 y More than 3 years ago
r. Malka Dr. Gu | inda Bark. APRN enmifer Danielle Quinn, APRN l ISylVle Lemire, APRN
Brooksville office Hudson office Trinity office Palm Harbor office ospital:
Drug Allergy: Very mild Mild Moderate Severe
Drug Allergy: Very mild Mild Moderate Severe

Additional drug allergies:

on-smoker

Who is with you today?

What neurological conditions run in your family?

ex-smoker

moker

List all and only prescription medications you are currently taking (or provide a precise list or all original bottles):

mgperpill ~ #pillsatatime  #times/day
mgperpill ~ #pillsatatime  #times/day
mgperpill ~ #pillsatatime  #times/day
mgperpill ~ #pillsatatime ~ #times/day
mgperpill ~ #pillsatatime ~ #times/day
mgperpill ~ #pillsatatime  #times/day
mgperpill ~~ #pillsatatime ~ #times/day
mgperpill ~~ #pillsatatime ~ #times/day
mgperpill ~ #pillsatatime  #times/day

PLEASE FILL ALL BLANKS AND MEDS AND ON NEXT PAGE OR FORMS WILL HAVE TO BE
RETURNEDTO YOU WHILE WE MOVE ON TO THE NEXT PATIENT AND YOU MAY NEED TO
RESCHEDULE

Rev. 022125¢



Do you regularly use: hspirin multivitamin Icohol: # alcoholic drinks/day bast alcohol excess

Do yo lise | |nter1d to use ccreational drugs edical marijuana methadone uboxone etamine

List any brain, spine, nerve surgery? When?

List any heart surgery? When?

List any cancer surgery? When?

List any radiation, chemo, or other cancer therapy When?

Chief complaint / why are you here?

When was the first time you ever had anything like this before?

How often do you have this? Constant # times/day times/wk times/mo times/yr
ertain time of day or month or year? ith certain positions / activities

Over time are you... worsening improving taying about the same over time

What does it feel like?

Where do you feel it?

Additional symptoms: [ _Jmemory [ Jconcentration [ |fatigue [ ]sleep issues [ |tremors [_]dizziness [_] off balance
[Jvision [ ]hearing [_]smell/taste [ Jswallow [ Jheadache [ ]neck pain [_Jupper extremity pain [_]mid back pain

[Jlow back pain [_]lower extremity pain [_]numbness [ _|restless legs

[Jtomach issues [ _]genitourinary issues

[Jchest pain [_] palpitations [_]breathing

Test done: When? Where?
Test done: When? Where?
Test done: When? Where?
Test done: When? Where?
Medication or other treatment tried? good
Medication or other treatment tried? ood
Medication or other treatment tried? lgood
Medication or other treatment tried? good

Can you become pregnant?

Signature

If no, why not?

no good
o good
no good

no good

Date

PLEASE FILL ALL BLANKS AND MEDS AND ON NEXT PAGE OR FORMS WILL HAVE TO BE
RETURNEDTO YOU WHILE WE MOVE ON TO THE NEXT PATIENT AND YOU MAY NEED TO
RESCHEDULE
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DA WO W MALKA, MO, PA.
David W. Malka, M.D. DBA.. Linda S. Bark, M.S., APRN

Board Certified Neurologist, Advanced Practice Registered Nurse
The

Jennifer D. Quinn, APRN
Advanced Practice Registered Nurse

Qin Gu, M.D.
Board Certified Neurologist

MALK A INSTITUTE CF NEURCEQ ENCE AND DISEA SE

www.malkainstitute.net

Medical Records Release, Privacy Rights, Policies, and Authorizations

| hereby certify that the information given by me is correct and can be used to apply for payment through Medicare under Title XVIII of the Social Security Act or
through any other insurance carrier. | also herby authorize David W. Malka, M.D., P.A., dba The Malka Institute of Neuroscience and Disease (referred to hereon
as The M.I.N.D.) to submit claims on my behalf to Medicare, Medicaid, and/or other insurance carriers for payment for medical services rendered by any of its
affiliated physicians and authorized medical professionals. Any medical or other information about me needed to support such claim(s) may be released to
Medicare, Medicaid, and/or any other insurance carrier without my further specific approval. | also assign all benefits payable, including Medigap benefits, to The
M.I.N.D. and request that payments be made directly to the order of David W. Malka, M.D., P.A. | also hereby authorize the physicians and authorized medical
professionals affiliated with The M.I.N.D. to provide any medical treatment which is proper and necessary within their judgement. | further recognize that the
physicians practicing with The M.I.N.D. are independent contractors and agree not to hold The M.I.N.D. liable for actions or treatments provided or not provided
by said physicians. Additionally, | recognize that The M.I.N.D., nor the practitioners practicing with The M.I.N.D. do not manufacture nor inspect products nor
profit from any products offered by employees or suppliers and agree to hold David W. Malka, M.D., The M.I.N.D., and said practitioners harmless for any claims,
representations or warranties, whether express or implied, as to the safety, reliability, durability, and performance of any such products.

The Americans with Disabilities Act (ADA) prohibits discrimination against people with disabilities in several areas and sets forth federal laws enforced by the US
Department of Health and Human Services prohibiting the discrimination against persons with disabilities. All staff, managers, and partners of the M.I.N.D. are
required to comply with and undergo training related to anti-discrimination policies. Additional information regarding ADA may be found posted in the office as
well as on our website. If you believe you have been discriminated against on one of the protected bases, you may file a complaint with the HHS Office of Civil
Rights (OCR).

| also acknowledge and agree to comply with the financial policy of The M.I.N.D., which includes the following: a) Payment of all charges is the patient’s/patient’s
guardian’s primary responsibility, and the filing of Medicare, Medicaid, or other insurance claims is made only as a courtesy to the patient. If for any reason,
payment for such claim(s) is denied, in whole or in part, except as contracted between David W. Malka M.D., P.A., the providers, and Medicare, Medicaid, and/or
other insurance carrier, then all balances will be due and payable by the patient of the responsible guardian, b) All payments of fees, copayments, or deductibles
in the case of insured patients, are due and payable in cash or by credit/debit card at the time of service, c) All unpaid balances due and billed to the patient must
be paid upon receipt of statement of account, d) all payments are final; refunds will not be given under any circumstance but credits may be applied to future
service(s) as applicable, e) If a check is returned by the bank unpaid for any reason or credit card payment disputed for any reason, patient will be required to
make immediate restitution in cash plus additional applicable service charges, f) Medicare assignments are accepted and Medicare claims are file on behalf of
the patient who should not therefore file their own claim. Patient is responsible for 20% of the approved amount and any deductible that has not been met at
the time of service, g) Patient assumes primary responsibility for obtaining insurance authorizations and primary physician referrals where needed prior to
services being rendered, and if claims are denied because of lack of such authorization or referral, then patient will be liable for full payment for services
rendered. The relationship is with the patient and The M.I.N.D.; the physicians and staff will not therefore become involved in legal disputes with attorneys
and/or insurance companies, h) There are separate charges, to be paid in advance, for records, narrative reports, and completion of additional forms, i) Minors
must be accompanied by an adult legal guardian j) If for any reason an appointment cannot be kept, it is the patient’s or guardian’s responsibility to call and
inform the office no later than 24 hours before the scheduled appointment and failure to do so will result in a service charge of $100 to be paid before the
patient can be rescheduled k) excessive (3+) no shows will place the patient at risk of being discharged from the practice due to noncompliance ) any change of
physician or request to see M.D. when scheduled to see APRN/PA are subject to a prepaid $50 change of provider service fee.

| authorize The M.I.N.D. to obtain from other providers as well as to use and disclose a copy of my entire health and medical record including mental health, drug
alcohol abuse, HIV, AIDS, STD, and genetic testing records for the purpose(s) of, but not limited to, continued medical care, personal information, legal follow up,
disability, and insurance. | understand that if the person or entity receiving the information is not a health care provider or health plan covered by federal privacy
regulations, my information may be redisclosed and no longer protected by these regulations. However, the recipient may be prohibited from disclosing
substance abuse information under the Federal Substance Abuse Confidentiality Requirements. | also understand that the entity | am authorizing to use/disclose
the information may not receive compensation for doing so though a prepaid processing or copy fee will apply. | further understand that I may refuse to sign this
authorization and that my refusal to sign will not affect my ability to obtain treatment or payment or my eligibility for benefits. | may inspect or copy any
information to be used/disclosed under this authorization. Finally, | understand that | may revoke this authorization in writing at any time, provided | do so in
writing, except to the extent that action has been taken in reliance upon this authorization. Unless formally revoked by me or my legal guardian in writing, this
authorization shall not expire. Notices of additional patient privacy rights and privacy practices for Protected Health Information (HIPAA) can be found in the
office and a copy will be given at my request. | authorize further to allow for the sending of automated electronic reminders and other electronic
communications and understand | may revoke my permission at any time by calling the office.

The undersigned affirms they read, understand, and are bound by the above policies and authorizations set forth by David W. Malka, M.D., P.A., dba The Malka
Institute of Neuroscience and Disease and understand they may change at any time.

Patient/Guardian Signature: Date:

Guardian’s Name (if applicable):

Patient’s Name: rev. 22125
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