[bookmark: rest-assured-pulmonology-inc]Rest Assured Pulmonology Inc
Medical Marijuana New Patient Packet 10707 66th St N, Suite 11, Pinellas Park, FL 33782
Phone: 727-500-5161 | Fax: 727-575-7275

[bookmark: patient-information]PATIENT INFORMATION
Full Name: ___________________________________________
Date of Birth: ____ / ____ / _______
Address: _____________________________________________
City: _______________________ State: ______ Zip: _______
Phone: _____________________ Email: ___________________
Driver License / ID #: _________________________________
Florida Resident? ☐ Yes ☐ No

[bookmark: emergency-contact]EMERGENCY CONTACT
Name: ________________________________________________
Relationship: _________________________________________
Phone: _______________________________________________

[bookmark: medical-history]MEDICAL HISTORY
Primary Care Provider: __________________________________________________________
Referring Provider (if applicable): _________________________________________________
Current Medical Conditions: ______________________________________________________ _________________________________________________________________________________ _________________________________________________________________________________
Current Medications: ____________________________________________________________ _________________________________________________________________________________ _________________________________________________________________________________
Allergies: ______________________________________________________

[bookmark: qualifying-condition-florida-requirement]QUALIFYING CONDITION (FLORIDA REQUIREMENT)
Please check all that apply (per Florida Statute 381.986):
☐ Cancer
☐ Epilepsy
☐ Glaucoma
☐ HIV/AIDS
☐ PTSD
☐ ALS
☐ Crohn’s Disease
☐ Parkinson’s Disease
☐ Multiple Sclerosis
☐ Chronic Nonmalignant Pain
☐ Terminal Condition
☐ Medical Condition of the same kind or class (physician determined)
Describe symptoms related to condition: ______________________________________________________ ______________________________________________________

[bookmark: X38f28ffe6136ff4335ebd243800168621d6a642]FLORIDA MEDICAL MARIJUANA ELIGIBILITY ATTESTATION
By signing below, I attest that:
☐ I am a permanent or seasonal resident of Florida 
☐ I have been diagnosed with a qualifying medical condition 
☐ I understand a physician must determine that medical marijuana is appropriate 
☐ I agree to be entered into the Florida Medical Marijuana Use Registry 
☐ I understand I must obtain medical marijuana from a licensed Medical Marijuana Treatment Center (MMTC) 
☐ I understand smoking risks, especially with pulmonary disease 
☐ I agree to follow physician recommendations

[bookmark: pulmonary-risk-disclosure-important]PULMONARY RISK DISCLOSURE (IMPORTANT)
I acknowledge that inhaled cannabis may worsen respiratory conditions including:
· Chronic cough
· Asthma
· COPD
I understand non-smokable routes (oral, tincture, topical) are preferred in patients with lung disease.
Initials: _______

[bookmark: Xd465493b88d21f0ee1a95167efbff1375d562eb]RELEASE OF INFORMATION (HIPAA AUTHORIZATION)
I authorize Rest Assured Pulmonology Inc to:
☐ Obtain my medical records from: Provider/Facility: _____________________________________________________
Fax: _________________________________________________
☐ Release my medical records to: Provider/Facility: _____________________________________________________
Fax: _________________________________________________
Purpose of Release: ☐ Continuity of care ☐ Medical marijuana certification 
This authorization includes records related to medical conditions, medications, and treatment history.
I understand:
· I may revoke this authorization at any time in writing
· This authorization expires 1 year from signature unless otherwise specified
Signature: ______________________________________ Date: _____________

[bookmark: consent-for-medical-marijuana-treatment]CONSENT FOR MEDICAL MARIJUANA TREATMENT
I understand:
· Medical marijuana is not FDA-approved for most conditions
· Effects vary between individuals
· There may be side effects including sedation, dizziness, anxiety
I agree to:
· Use medication only as recommended
· Avoid driving or operating heavy machinery when impaired
· Keep medication secured
Signature: ________________________________________ Date: _____________

[bookmark: payment-program-acknowledgment]PAYMENT & PROGRAM ACKNOWLEDGMENT
☐ I understand this is a cash-based service 
☐ I agree to pay all applicable fees
Signature: ________________________________________ Date: _____________

[bookmark: office-use-only]OFFICE USE ONLY
Physician: Dr. Christina Rigas
Qualifying Condition Confirmed: ☐ Yes ☐ No
Entered into Registry: ☐ Yes ☐ No
Recommendation Issued: ☐ Yes ☐ No
Follow-Up Required: ☐ Yes ☐ No
Notes: ______________________________________________________ ______________________________________________________
