MR#

Name: DOB:

INTAKE HISTORY AND PHYSICAL FORM AGE

Date:
Mother's name

Sex: [0 Male [ Female
Age

Occupation

Father's name Age

Occupation

\Staff Use Only

\Referring MD

Ht Wt

\HC T BP

Chief Complaint

PREGNANCY AND BIRTH

Did mother have any illness during pregnancy?

Was baby on time? No Yes Weeks of pregnancy:

What was the birthweight?

Did the baby have any problems while in the hospital?

Did the baby have normal bowel movement after birth ?

PAST MEDICAL HISTORY]|

Any hospitalizations other than for birth?

Any surgeries?

Any allergic reactions to medications, food, insect bites?

Any serious injuries?

Are any medications taken regularly?

REVIEW OF SYSTEMS|

Has your child had frequent ear infections?

Any eye problems?

Has he/she had any problems with teeth?

Does he/she have frequent colds or sore throats?

Is there history of asthma, pneumonia, or recurrent cough?

Does he/she have a heart murmur or any heart problems?

Any problems with kidney or urination?

Any problems with diarrhea or constipation?

Have there been any headaches /convulsions /nerve /muscle problems?
Any eczema, hives, or other skin conditions?

Is there history of anemia or Low Iron?

Please list any other medical problems:

No
No
No
No
No
No .
No
No:
No -
No

FAMILY HISTORY

Does anyone in the family have any of the following medical problems?
Reflux Disease/ Ulcers No/Yes Explain(If Yes)

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Meds:

History of Gall Bladder Disease /Stones No/Yes Explain(If Yes)

Lactose intolerance/problem drinking milk No/Yes Explain(If Yes)

Food Allergies No/Yes Explain(If Yes)

Ulcerative Colitis/Crohn Disease /Colitis  No/Yes Explain(If Yes)

Spastic Colon/Irritable Bowel Syndrome  No/Yes Explain(If Yes)

Polyps No/Yes Explain(If Yes)

Constipation No/Yes Explain(If Yes)

Other medical problems:

ISAFETY/ENVIRONMENT]

Where do you live? (Check one) Pvthouse:  Apt:  Mobile home:  Other

Are there any smokers in the household? No
Are any problems with the condition of your home?(paint, insects, rats,)No
Do you have pets in your home? No
Do you have city or well water? (Check one) Well:
Foreign travel in the last 6 months?

Outdoor camping / swimming in freshwater /seawater < 6 months

Please use other side if you need to add more information

Yes
Yes
Yes

City:

No
No

“Yes

Yes

Physician Use Only

Abn

General

Pharynx

Ear/Nose

Lungs

Cv

Abd

Neuro

Skin

Genital

Rectal

MD Signature:




Florida Children’s Center Of Gastroenterology

A Division of Florida Pediatric Associates, LLC

PATIENTINFORMATION

Patient Name: DOB:__ [/ / SS# - - Sex:Male__ Female

Address: City: State: Zip

Phone#: (

Race: __ African American/Black, __American Indian/Alaska Native, __Asian, __ N
Pacific Islander, __White

Ethnicity: __ Hispanic, __ Non-Hispanic, __ Declined

Other Family members treated here:

S B

ative Hawaiian or Other

Primary Care Physician: Phonet: ( -
Pharmacy: Pharmacy Phone: { ) -
Email:

Preferred Method of contact: __Email, _ Mail, ___ Home Phone, ___Cell Phone, ____ Text Message

Whom may we thank for referring you:

PARENT(S)/LEGAL GUARDIAN INFORMATION

Mother/Guardian’s name: DOB: / SS#:_ - -
Address: ___ (Check here if same as above)

City: Zip:
Home #: ( ) - Cell #: ( ) - Work #: ( -
Occupation: Employer
Father/Guardian’s name: DOB: / Ss#:_ - -
Address: ___ {Check here if same as above)

City: : State: Zip:
Home #: ( ) - Cell #: ( ) - Work #: ( -
Occupation: Employer.

Preferred Language:

EMERGENCY CONTACTS

#1. Name: Relationship: __ Phone #: (

#2. Name: Relationship: _ Phoné #: (




FLORIDA PEDIATRIC ASSOCIATES, LLC

CONSENT FORM FOR THE E-PRESCRIBE PROGRAM

Divisions of Florida Pediatric Associates, LL.C have implemented e-prescribing s part of an on-going effort to improve
your health care. E-prescribing refers to a system used to submit prescriptions electronically to a pharmacy of your
choice. By climinating paper, e-prescribing cteates a more efficient and safer process fot patients to access their
medications. This electronic process aims to prevent prescription errors and improve patient safety. The ePrescribe
Program may also include:
Formulary and benefit transactions — Provides information to your health care practitioner about which drugs
are covered by your drug benefit plan,

Fill status notification - Allows your health care practitionet to receive an electronic notice from the phatmacy
telling them if your prescription has been picked up, not picked up, or partially filled.

Medication history transactions - Provides your health cate practitioner with information about your cutrent and
past prescriptions to minimize potential medication issues and adverse medication events. Medication history
data can indicate: compliance with presctibed tegimens; therapeutic interventions; drug-drug and drug-allergy
interactions; adverse drug reactions; and duplicative therapy.

The medication history information would include medications prescribed by your Florida Pediatric Associates health
care practitioner as well as other health cate providers involved in your care.  Medication histoty information may
include sensitive information including, but not limited to, medications related to mental health conditions, venereal
discases/sexually transmitted discases, genetic diseases, and HIV/AIDS. As part of this Consent Form, you
specifically consent to the release of this and other sensitive health information.

CONSENT :
By signing this consent form you agree that your Florida Pediattic Associates health care practitioner may tequest and
use your presctiption medication history from other healthcare providers and/or third party pharmacy benefit payors for
treatment purposes.

Youmay decide not to sign this form. Your choice will not affect your ability to get medical care, payment for your
medical care, or your medical care benefits. Your choice to give or to deny consent may not be the basis for denial of
health services. You also have a right to receive a copy of this form after you have signed it.

This consent form will remain in effect until the day you revoke your consent. You may tevoke this consent at any time
in writing but if you do, it will not have an effect on any actions taken prior to receiving the revocation.

Understanding all of the above, I heteby provide informed consent to Florida Pediatric Associates, LLC health care
practitioner to enroll me in this ePrescribe Program. I have had the chance to ask questions and all of my questions have

been answered to my satisfaction.

Patient Name: Patient Date of Birth:

Name of person Signing: Relationship to Patient:

Signature of Patient or Legal Representative Today’s Date




FLORIDA PEDIATRIC ASSOCIATES, LLC

Florida Children’s Center For Gastroentetology
a Division of Florida Pediatric Associates 7

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES &

CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

L understand that as part of my healthcare, the practice creates and maintains paper and /or electronic records describing my health
history, symptoms, examination and test results, diagnoses, treatment, and any plans for future tieatment. I understand that this
information serves as a:

¢ Basis for planning my care and treatment

®  Means for communication among health professionals who contribute to my care, such as referrals

®  Source of information for applying my diagnosis and treatment information to my bill

¢ Means by which a third-party payer can verify that services billed were actually rendered

e Tool for routine healthcare operations, such as assessing quality and teviewing the competence of staff

I acknowledge that I have been provided with a “Nosie of Patient Privacy Practices” that provides a'more complete description of
information uses and disclosures and of my ptivacy rights. 1 understand that I have the right to:

®  Review the “Nofice’ prior to acknowledging this consent

*  Restrict or revoke theuse or disclosure of my health information for other uses or purposcs

® Request restrictions as to how my health information may be used or disclosed to catty out treatment, payment, of healthcare
operations.

Tunderstand that as part of treatment, payment or health care operations, it may become necessary to disclose health information to
another entity, e.g. referrals to other health care providers. I understand that my information may be used or disclosed, without an
authorization, as permitted ot tequired by law.

Thereby permit and authorize the practice to discuss my/the patient’s protected health information (PHI) with the individuals listed
below including that may accompany me/ the patient to this office for medical evaluation or treatment. Authotized individuals must
ptesent positive identification in person or state my passcode if communicating by phone. I understand that I may contact this office to
edit or rescind this authotization at any time.

Passcode to be used by authorized individuals:

Name: Relation: Phéne:

Name: Relation: Ph%)ne:

The undersigned certifies that he/she read and understands this document and has the legal righft and is duly authorized to execute this

document and accepts its terms as the patient or the parent or legal guardian of the patient.

Indicate if the patient is a minor or unable to sign:

[J- Patient is a minor O- Patient is unable to sign because:

Signature of Patient or Authorized Representative: Datc:

Print Name of Authorized Representative:

Authority of representative to sign on behalf of the patient: (I - Parent [0 - Legal Guardian 0 - Court Order O - Other:




FLORIDA PEDIATRIC ASSOCIATES, L1.C

Florida Children’s Center For Gastroeneterolégy
a Division of Florida Pediatric Associates

NOTICE OF PATIENT FINANCIAL RESPONSIBILITY & RELEASE OF INFORMATION

PLEASE REVIEW CAREFULLY AND ASKSTAFF TO EXPLAIN TERMS THAT ARE UNFAMILIAR ORCONFUSING. SIGNATUREIS REQUIRED.

Patient Name: Date of Birth:

Financial Responsibility. By signing this form, I acknowledge that I am responsible for the payment for the services rendered
to the patient named above (the “Patient”) by this division of Florida Pediatric Associates, LLC and its providers (collectively
the “Practice”), and hereby assume and guarantee prompt payment of all expenses incurred at this Practice for the Patient. In
consideration of services rendered to the Patient, I accept financial responsibility and agree to pay charges for all services ordeted
or otherwise provided to the Patient by this Practice. Iagree to pay all applicable co-payments, co-insurance, and any remaining
deductible that applies prior to or at the time of service. I understand thatany balance due for non-covered services, or as a
result of being uninsured or under-insured, is payable immediately. I further understand that if I fail to timely pay balances
owed, my account associated with the Patient may be referred to a collection agent and/or attorney, and 1 agree to pay all
reasonable collection costs. I understand that failure to maintain up-to-date insurance information at the Practice or to comply
with my insurance plan’s applicable requirements may resultin reduction or denial of benefit payment and I will be responsible
for any balances due. Self-pay and uninsured patients will be provided with a good faith estimate, in writing or electronically, of
the total expected cost of any health care items or services to be received by the Patient upon request or when scheduling such
items or services. ‘

Assignment of Benefits. I hereby assign all insurance and/or other third-party payor benefits, inclusive of Medicare and all
other third-party payors, to the Practice and request that paymentof authorized insurance benefits be made on mybehalf directly
to the Practice. By signing below, T acknowledge that I am responsible for any deductibles, co-payments, co-insurance, and any
othet out of pocket expenses required by my insurance. I authorize the Practice to take all actions necessary, including filing
legal actions, on my behalf to pursue payments from my insurance provider or any other third party requited to make payments
for the services provided by the Practice.

Release of Medical Information for Payment Purposes. I specifically authorize the use and disclosure of the Patient’s
health information as needed for payment purposes, including the disclosure of health information to any third-party responsible
for payment, including but not limited to my insurance carrier, collection agencies, and credit bureaus where applicable. 1
acknowledge and agree that information disclosed pursuant to this authotizadon may include all medical records, and the
following information (if maintained by the Practice in relation to the Patient): reproductive health information, psychiatric and
mental health information, substance use disorder treatment information, genetic information, and/or HIV/AIDs status. I
understand thatif I do not consentto release of information for paymentpurposes, the Practice may be unable to process claims
for payment through my insurance company or other third party responsible for payment and I will be billed directy for such
setvices. Patients with implantable devices consent to the release of their Social Security numbers to the device manufacturer t©
comply with the Safe Medical Devices Act. I further authorize the release of any medical or other information necessary to
determine these benefits or the benefits payable for related equipment or services to the organization, the Health Care Finandng
Administration, my insurance carrier or other medical entity. A copy of this authorization may be sent to the Health Care
Financing Administration, my insurance company or other entity if requested.

Unauthorized, Non-Covered, or Out of Plan Services. I acknowledge that some setvices performed by the Practice may
notbe covered by my insurance carrier, Medicaid, or Medicare, as applicable (“Non-Coveted Services™). In some cases, exact
insurance benefits cannotbe determined until the insurance company receives the claim and/oradditional documentation related
to the services provided that the claim pertains to. Tunderstand that if my health plan does not consider any setvice rendeted to
bea “covered service” under my health plan, or if my health plan has not authorized this service, they will not pay for the service
rendered by the Practice. I also understand and acknowledge thatin the case the services provided to the Patient are services
that are out of plan/network services, there may be reduced benefits, and T may be required to pay larger out of pocket chatges
than if covered by my health plan. T understand that I am responsible for the entire bill or balance of the bill as determined by
the Practice and/ ot my health plan if the submitted claims or any part of them are denied for payment, subject to applicable w
and the agreement in place between the Practice and my health plan (if any). However, if T receive non-emergency or emergency
care in a facility in which my insurer has a participating contract or if I have Medicaid coverage, the Practice will not charge me




or attempt to collect from me more than what is statutorily allowed.

For Medicare Recipients Only. I certify the information given by me in applying for payment under Title X VIII of the Social
Security Act is correct. | request that paymentof authorized Medicare benefits be made on my behalf to the Practice for any
services furnished to the Patient by the Practice. I authorize any holder of medical information about the Patient to release to
the Centers for Medicare & Medicaid Services and its agents any information needed to determine these benefits or the benefits
payable for the related services. In the case of Medicare Part B benefits, I request payment either to myself ot to the party that
accepts assignment.

The undersigned certifies that he/she read and understands this document and has the legal right and is duly authorized to execute this
document and accepts its terms as the patient or the parent or legal guardian of the patient. If signed in electronic form, I understand that my
electronic mark will be given the same legal authority as if I signed this document in paper form. |

Patient Name: Date:

Indicate if the patient is a minor or unable to sign:

[O- Patient is a minor O0- Patjent is unable to sign because:

Signature of Patient or Authorized Representative: : Date:

Print Name of Authorized Representative:

Authority of representative to sign on behalf of the patient: [1 - Parent O - Legal Guardian [ - Coust Order [ - Other:




FLORIDA PEDIATRIC ASSOCIATES, LL.C

Florida Chilren’s Center For Gastroenterology
a Division of Florida Pediatric Associates

PAYMENT POLICY j
PLEASE REVIEW CAREFULLY AND ASK STAFF TO EXPLAIN TERMS THAT ARE UNFAMILIAR OR CONFUSING. SIGNATURE IS REQUIRED.

Thank you for choosing this division of Florida Pediatric Associates, LLC (collectively referted to as the “Practice” or “we”), for the
patient’s healthcare needs. Our relationship is best served when expectations are clearly understood. Because some of our patients
have had questions regarding patient and insurance responsibility for services rendered, we developed this payment policy to help you
better understand your financial responsibilities in relation to the medical care we provide. We ask that you read the policy, ask any
questions you may have and sign your name at the end of this form. A copy will be provided to you upon request.  All patients or their
legal guardian, as applicable, must provide the Practice with valid identification (such as a driver’s license) and a current copy of your
primaty (and secondary if applicable) insurance card(s). We do out bestto confirm insurance eligibility and determine what amounts
youwill owe prior to your visit, but sometimes thatamount changes depending on the scope of services actually provided. We accept
cash, personal checks, debit, and credit card payments. Howevet, additional fees may apply ifa personal check is denied for insufficient
funds. We reserve the right to deny non-urgent care if you refuse to fulfill your payment obligations.

Insurance. This Practice is contracted with most insurance companies, including Medicaid and Medicare, and we will submit claims
to such third-party payors on your behalf when you have informed us of the covetage you have for the services provided . However,
you should note that insurance plans may restrict the type and/ot number of services covered and/or the number or type of eligible
providers. Knowing your insurance benefits is your responsibility. Please contact your insurance company with questions youmay have
tegarding your coverage and confirm that our providers participate in your insurance plan, whether or not a primary care referral or
insurance authorization is requited, and that the services you requite will be covered by your health plan. If you are insured by a health
plan we do business with, but you don’t have your insurance information or an up-to-datc insurance card, subject to any limitations
under applicable law paymentin full for each visitis required until your coverage is verified. In the event insurance information is not
provided until a later date, we will submita claim for services when we have received insurance information from you and will issue a
refund as applicable for any amounts owed to you after your insurance cartier processes the claim. If we are not contracted with your
insurance company, payment for all services is expected at the time of service. As a courtesy, we will submit claims to your insurance
company. If you do not have insurance coverage, payment for all services is expected at the time of service. We will provide self-pay
patients with a good faith estimate, in writing or electronically, of the total expected cost of any health care items or services to be
received upon request or when scheduling such items or services. 5

Invoices and Payment. All co-payments, deductibles, and co-insurance amounts required by your insurance company must be paid
at the time of service without exception, unless other arrangements are made in advance (subject your insurance plan’s requirements).
You will be provided with oneinvoice and up to one reminder related to any balances owed on your account. Youare required
promptly pay all amounts determined to be your responsibility by your insurance carriet. If your account is not paid within 90 days of
the date of service, the Practice may ask for the assistance of an outside collection agency or attorney. If you have not timely paid your
account and we use a collection agency for the collection of balances owed on your account with the Practice, you agree to be
responsible for any reasonable cost of collection, including credit checks, court costs, and attorney’s fees. If you provide a phone
number or email addtess, you authotize the Practice and its outside collection agency or attorney to contact you about the status of
your bill via telephone call or text messaging at the number or address provided, which may be through an auto -dialer. By signing
below, you acknowledge your understanding that you are responsible for keeping your contact information current and agree to be
responsible for any fees applied by your telephone communications cattiet. You further acknowledge that systems may take time o
update after you make payments on your account, and that you may receive messages that are not current until systems are updated (in
which case you may disregard such messages). If you have any questions regarding your bill ot have a financial hardship, please call
our office to make other arrangements.

Non-Covered Services. Please be aware that some — and pethaps all — of the services you receive may be non-covered or not
considered reasonable or necessary by your insurance plan. You must pay for these services in full at the time of visit. If you are an
uninsured or self-pay patient, we will provide you with a good faith estimate of all expectéd primary items and services upon your
scheduling of the items or services or upon your request. This good faith estimate will include any anticipated charges for expected
items or setvices to be rendered by co-providers. If we are considered a non-participating provider in your insurance netwotk but
provide you with services in a participating facility, we will only charge youwhat is statutorily allowed for covered setvices. However,
if your insurance plan does not cover services or items in the facility and such setvices are considered non-emergency services, you
understand that you must pay in full for non-covered services.

Claims Submission. We will submit your claims and assist you in any way we reasonably can to help get your claims paid. Your
insurance company may need you to supply certain information directly. It is your responsibility to comply with their request. Please
be aware that once we have fulfilled any applicable claims submission obligations, the remaining balance of your account for amounts
deemed to be patient responsibility will be your responsibility.

Coverage Changes. If your insurance changes, please notify us before your next visit so we can make the appropriate changes t help
you receive your maximum benefits.




Nonpayment. Please be aware thatif a balance remains unpaid, we may refer your account to a collection agency as described above,
and you may be discharged from the Practice.

Missed Appointments. Pleasc help us to serve you better by keeping your regularly scheduled appointment and providing at least 24
business hours prior notice if you need to cancel or reschedule your appointment. A missed appointment charge of $50 will apply if
you miss or cancel an appointment without providing ptior notice of at least one business day, except in the limited case of an
emergency. Missed appointment fees are your responsibility and must be paid prior to scheduling your next appointment. ‘This policy
applies to all patients, unless prohibited by any applicable third-party payor. Youshould note that missed appointment fees are not
payable by insurance coverage. Rather, you will be responsible for paying missed appointment fees out-of-pocket. Excessive missed
appointments may also result in discharge from the Practce. By signing this form, you agree to pay missed appointment fees as
desctibed in this policy.

Minor Patients. The adult accompanying a minor and/or the parent(s) (or guardian(s) of the minor) is responsible for payment at
the time of service. Non-emergency treatment for unaccompanied minors will be denied unless paymentarrangements have been made
in advance. '

Billing Questions

If you have a billing related question please contact Florida Pediatric Associates, LLC at 866-343-3288

By signing below, I certify that I have read and understand this document, have the legal authority to execute this document,
and accept its terms as the patient (or the parent or legal guardian of the patient as indicated below). You agree to execute

this document electronically and understand that an electronic signature will have the same legal effect as signing in paper
form.

Patient Name:

Signature of Patient or Authotized Representative: Date:

Print Name of Authorized Representative (if applicable):

Authotity of representative to sign on behalf of the patient: OJ - Parent [0 - Legal Guardian [ - Court Order O - Other:




FLORIDA PEDIATRIC ASSOCIATES, LLC

Florida Children’s Center Gastroenterology
a Division of Florida Pediatric Associates

AUTHORIZATION AND CONSENT FOR TREATMENT

PLEASE REVIEW CAREFULLY AND ASK STAFF TO EXPLAIN TERMS THAT ARE UNFAMILIAR OR CONFUSING.

General Consent for Treatment. I consent to the medical care and treatment for the patient named below (the “Patient”) by
this division of Florida Pediatric Associates, LL.C and its contracted or employed practitioners (collectively referred to as the
“Practice”), to include without limitation, routine medical and physical examinations, laboratory orders and procedures,
diagnostic testing, the administration and presctibing of medications, immunizations (when indicated and provided by this
office), and other medical and/or diagnostic setvices as deemed necessary or advisable in the judgment of the physician or other
practitioners providing care to the Patient at the Practice. T understand that certain aspects of care may be offered at a facility
owned by the Practice ot treating physician, and if so, this information will be disclosed and alternative faciliies identified. 1
understand and agree thathealth care professionalstudents thatare not employees of the Practice may participate in the Patient’s
care under the supervision of an attending physician or other health care professional. 1 am aware that the practice of medicine
(including surgery and diagnostic testing) is not an exact science, and 1 acknowledge that no providers nor office staff of the
Practice has made any guarantee or assurance as to the results that may be obtained. Iunderstand that the Practice may refuse
to provide care if I refuse to sign this consent or if, at any time, I choose to revoke this General Consent for Treatment.
Consent for Electronic Prescriptions (E-Prescribing). Ivoluntarily authorize E-Prescribing for prescriptions, which allows
health care providers to electronically transmit prescriptions to the pharmacy of my choice, and review pharmacy benefit
information and medication dispensing history for as long as a physician/patient rclatibnship exists.

Photography & Recording. Iconsentto a Patient photograph that will only be used for identification purposes. Depending
on the Patient’s treatment needs, the use of clinical photography may also be needed in relation to the ongoing diagnosis and
treatment of certain conditions, and I consent to images being taken of the Patient during the course of the Patient’s treatment
for treatment purposes when indicated. Photographs will be used for treatment and identification purposes will be maintained
in the Patient’s medical records and will be subject to HIPAA confidentiality requirements. Iacknowledge that recording the
Practice’s staff, patients, and providers is prohibited. For the privacy of all patients and providers, I agree not to make audio or
visual recordings (including via use of a smart phone) at the Practice without prior consent of the Practice.

Consent to the Disclosure of Health Information. I understand that the Practice, its business associates, othet treating
providets and /ot my insurance company may obtain, use and/or disclose the Patient’s health information for treatment and
payment purposes (“Authorized Purposes™). I consent to the use and disclosure of the Patent’s information for these
Authotized Purposes and as further described in the Practice’s Notice of Privacy Practices. This consent for the use and
disclosure of the Patient’s health information specifically includes all medical records, billing records, complete plans of
treatment, progress summaries, treatment notes, and any other information contained in the Patient’s designated record set at
the Practice, including without limitation mental health information and diagnosis, reproductive health information, HIV/AIDS
and/or other STD testand diagnosis information, substance use or abuse information, geneticinformaton, and any other related
documents or information on record at the Practice. Iauthorize the Practice to request and release such information to outside
treatment providers and any third-party payor responsible for payment for the services provided to the Patient. If the Practice
participates in research, I consentto the useand disclosure o f the Patient’s health mformation for reviews preparatory to research
and for research purposes when an institutional review board has approved the research and the research meets the requitements
under applicable law.

___ By checking this box, I acknowledge that I teceived a copy of the Practice’s Noticefof Privacy Practices.
Communications Consent. Ensuring timely communication with the Practice is critical to the quality of patient care. I
understand and agree that the Practice may need to contact me regarding appointments, preventative care, test results, treatment
recommendations, my bill, outstanding balances, other treatment ot payment related matters, ot to request feedback on the
services received or offer me an opportunity to complete a survey. I consent to being contacted about such matters and
understand that these communications may be made via automated calls, emails, and/or text messaging sent to my landline
and/or mobile device. If I provide a phone number or email address to the Practice, I authorize the Practice and its business
associates to contactme via telephone call, email message, or text messaging at the contactinformation provided or later acquired
and to leave live, pre-recorded messages, or text messages regarding the matters described hercin. I acknowledge that T am
responsible for any charges that may be incurred from my telecommunications provider and that using any unsecute electronic
communication (such as regular email or standard text messaging) to communicate can present risks to the secutity of
information. These risks include possible interception of the information by unauthorized parties, misdirected emails, shared
accounts, message forwarding, or storage of the information on unsecured platforms and/or devices. By providing a mobile
telephone number and/or email address to the Practice, or by contacting the Practice using these forms of communication, I




agree to accept these risks and confirm that any phone number or email address I provide is associated with me and a not third-
party. 1 understand that I am responsible for keeping my contactinformation current with the Practice. I may opt-out of text
messaging or email communications, repott concerns, ot request a restriction at any time by contacting the Practice’s Privacy at
(866)-635-8765 or icomply@floridapeditrics.com. I further acknowledge that if I update my information or communication
preferences with the Practice, electronic systems may take time to update, and that I may receive messages that are not current
until such update has been completed in the systems that maintain my information. If a2 message about my account is received
after my account becomes current or other updates are made, I understand that I may disregard the message.

Consent Testing in the Event of Healthcare Wotker Exposure. In the eventa healthcare worket is accidentally exposed t©
the Patient’s blood or bodily fluids, it may be necessary for the Patient to undetgo a blood test to determine the presence of
Hepatitis B or C surface antigen and/or Human Immunodeficiency Syndrome (HIV) antibodies. I understand that these tests
are performed by withdrawing and testing a small amount of the Patient’s blood. I acknowledge that these tests may, in some
instances, indicate thata person has been exposed to these viruses when the person has not (false positive) or may fail to d etect
that a person has been exposed to these viruses when the person has actually been exposed (false negative). If any testis positive,
the Practice will provide counseling about the meaning of these tests as it relates to the Patient’s healthcate. These test results
will be maintained in accordance with applicable ptivacy laws and will only be disclosed as authorized by law.

Treatment Plans. Practice practitioners may recommend treatment plans that may include diagnostic testing, therapy
modalities, prescribed medications and/or specialty refetrals required to effectively 'diagnose and/or treat the patient’s
condition. Failing to follow the recommended treatment plan can negatively affect health outcomes and the practiioner-patdent
relationship. I agree to speak with the Patient’s provider if I have any questions ot concerns about the recommended plan of
care ot treatment alternatives. I understand that ongoing failure to comply with the Patient’s treatment plan may impede the

practitioner-patient relationship to the extent that the Patient’s provider may determine that termination from the Practice is
necessary.

By signing below, I certify that I have read and understand this document, that I have the legal right and authority to
execute this document, and that I accept its terms as the Patient or the parent or legal guardian of the Patient. If
signed in electronic form, I understand that my electronic mark will be given the same legal authority as if I signed
this document in paper form.

Patient Name: Date of Birth:

Indicate if the patient is a minor or unable to sign:
[J- Patient is a minot [} Patient is unable to sign because:

Signature of Patient or Authorized Representative: Date:

Print Name of Authorized Representative:

Authority of representative to sign on behalf of the patient: [J - Parent [ - Legal Guardian O - Court Order [ - Other:




|
|
1
!
|
I
i

FLORIDA PEDIATRIC ASSOCIATES, LLC

Florida Children’s Center for Gastroenterology
a Division of Florida Pediatric Associates

CONSENT TO DISCLOSE HEALTH INFORMATION TO FAMILY/FRIENDS

Patient Name: Date of Birth:

To facilitate treatment (or payment for the treatment services received) in relation to the above referenced patient (the
“Patient”), I hereby authorize Florida Pediatric Associates, LLI.C (“FPA”) to disclose the Patient’s protected health
information to the individuals listed below. Tunderstand that This authorization will expire on
(NOTE: If this line is left blank this authorization will automatically expire in one year from the date signed).

Print Name: Relationship:
Print Name: Relationship:
Print Name: Relationship:

To the extent contained in the Patient’s record, I specifically authorize the release of all of health and billing information
related to the Patient as needed for treatment, coordination of care, ot payment for the setvices provided to the Patient,
which may include (as applicable to the Patient) medical, psychological, psychiatric, developmental-alcohol and/ or drug
abuse, human immunodeficiency virus (HIV) testing or other sexually transmitted disease (STD) information,
reproductive health care information, AIDS information, genetic information, and financial information related to
payment for the services the Patient receives, unless otherwise specified here:

Do Not Release:

The individuals specified above should be prepared to reasonably verify their identity (for example, by providing
identification or the passcode issued to me by this division). I understand that I may request a copy of this form, revoke
it at any time (except to the extent that action was already taken in accordance with this signed form) by notifying FPA
in writing, and the Padent’s treatment is not conditioned on signing this form. I understand that once the individuals
listed above receive the Patient’s information, it may be re-disclosed, no longer be protected by privacy laws, and that
re-disclosure of the Patient’s information may occur. I understand that if I choose to involve other friends or family in
the Patent’s care (such as by having them present at appointments), or payment for the Patient’s care, FPA may also
share the Patient’s information with such other family members and friends so long as I do not object after being
provided with the opportunity to do so as long as the information is related to the individual’s involvement, to the
extent permitted by applicable privacy laws.

X
Patient/ Representative Signature Date

X
(relationship to patient if not patient)

If signed in electronic form, I understand that my electronic mark will be given the same legal authority as if signed in paper form.




