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mez, MD, PA

1750 Tree Boulevard, Suite 5,  Saint Augustine, FL  32084

Tel. 904-342-0672; Fax 904-342-0673

50 Cypress Point Parkway, C 1

Palm Coast, FL. 32164

Tel. 386-446-6888; Fax 904-342-0673
Acknowledgement of Advanced Directive/Durable Power of Attorney and Notice of Privacy Practice

Please read the following and check the statement(s) that apply to you:
1. _____ I have been informed of my right to formulate Advanced Directive, including Living Will Declaration, Durable Power of Attorney for Healthcare and Designation of a Healthcare Surrogate.

2. _____ I have executed Advanced Directive

_____ Living Will

_____ Healthcare Surrogate Designation

_____ An Anatomical Donation

_____ Copy provided for record

If the patient is incapable of answering the above questions, family member asked if patient has executed Advanced Directive.

Patient Signature      __________________________________________________________________________________________     

 Patients Relative/Representative receiving literature________________________________________________________________
____________________________________                           
  ___________________________________

Witness                                                                               


  Date
Patient refused to sign: __________________________________________________________

Reason/Issue

 If the patient is incapable of answering the above questions, please document the reason below.
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mez, MD, PA

1750 Tree Boulevard, Suite 5,  Saint Augustine, FL  32084

Tel. 904-342-0672; Fax 904-342-0673

50 Cypress Point Parkway, C 1

Palm Coast, FL. 32164

Tel. 386-446-6888; Fax 904-342-0673
Authorization to Release Information- Assignment- Guarantee

Patient Name: _____________________________________________________________________________

Authorization to release information: I (Person giving authorization) ______________________________________ hereby authorize Eneida Gomez, MD, to release to: (Name of Insurance Company) ______________________________________ Information regarding treatment, assessment, diagnosis, prognosis, and discharge referrals of (Name of Patient) _________________________________________________________

but only to the extent reasonably needed to process the Insurance claim. This authorization will expire (1) year from the date below, or at such time when the purpose of this authorization has been accomplished. A photocopy or carbon copy of this authorization shall be considered as valid as the original. 

Date: ___________________ Signature: ____________________________________________________________

                                                                                   Patient (if minor, Parent, Guardian or Legal Representative)

Assignment of Insurance Benefits: In consideration of services received, or to be received from this admission, I assign to Eneida Gomez, MD all benefits otherwise payable to me. No part of the benefits has been assigned to me. I understand the following:

1. Eneida Gomez, MD is acting solely as agent for me in filing for insurance benefits assigned to Eneida Gomez, MD and it can assume no responsibility for guaranteeing payment of any charges from the Insurance Company

2. Actual credit will be shown on billing when the money is actually received. 

3. Should an overpayment be made, a refund check will be sent to the authorizing party that is due.

4. Eneida Gomez, MD shall be entitled to the full amount of its charges without offset.

5. This assignment shall be irrevocable.

Guarantee of Payment: I hereby personally guarantee payment of any and all charges not covered by this assignment and waive any and all notices and demands in the event of non-payment there under. 
Date: ________________     Signature: ______________________________________________________________
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mez, MD, PA

1750 Tree Boulevard, Suite 5,  Saint Augustine, FL  32084

Tel. 904-342-0672; Fax 904-342-0673

50 Cypress Point Parkway, C 1

Palm Coast, FL. 32164

Tel. 386-446-6888; Fax 904-342-0673
CONDITIONS OF ADMISSION AND CONSENT FOR MEDICAL TREATMENT

1.  Consent to Treatment.  I consent to the provision of medical care required to treat the condition for which I am being admitted ENEIDA GÓMEZ, MD, PA, including any procedures and other medical treatments ordered by my physician or other healthcare professionals on the staff.   I understand that, absent of any emergency or extraordinary circumstances, procedures will not be performed upon me unless, and until, I have had an opportunity to discuss the risks and benefits of the procedure or treatment with the physician or other healthcare professional.  I understand that it is the treatment healthcare professional’s responsibility to obtain my informed consent, and that I have a right to consent, or to refuse consent to a proposed procedure or therapeutic course after discussion with the treating healthcare professional.

2. Notice of Privacy Practices.  I acknowledge that I have received ENEIDA GÓMEZ, MD, PA Notice of Privacy Practices, which describes the ways in which the Hospital will use and disclose my healthcare information for treatment, payment, healthcare operations and other described and permitted uses and disclosures.  
3. Payment.  I permit ENEIDA GÓMEZ, MD, PA and the physicians or other health professionals involved in my outpatient care to release the healthcare information necessary to facilitate payment by a person or entity liable for payment on my behalf to such person or entity in order to verify coverage or payment questions, or for any other purpose related to benefit payment.  I understand that I will be responsible for any co-payments and/or deductibles applicable to my health insurance coverage.  If I am a Medicare or Medicaid patient, I authorize the release of healthcare information to the Social Security Administration or its intermediaries or carriers for payment of a Medicare claim or to the appropriate state agency for payment of a Medicaid claim.  This information may include, without limitation, history and physical, laboratory reports, physician progress notes, nurses notes, consultations, psychological and psychiatric reports and discharge summary.  This consent specifically includes information concerning psychological conditions, psychiatric conditions and/or infectious diseases including, but not limited to, blood borne diseases such as Hepatitis, Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency Syndrome (AIDS).
4. Assignment of Benefits.  In executing this assignment of benefits, I am directing the health insurance carrier or other health benefit plan providing my coverage to pay ENEIDA GÓMEZ, MD, PA and/or ENEIDA GÓMEZ, MD, PA physician’s (whose services are not billed as part of your outpatient treatment bill and may be billed separately by their companies) directly for the services ENEIDA GÓMEZ, MD, PA healthcare professionals provide to me, my minor child, or other person entitled to health care benefits for this admission.  In return for the services rendered and to be rendered by ENEIDA GÓMEZ, MD, PA and/or the ENEIDA GÓMEZ, MD, PA healthcare professionals, I hereby irrevocably assign and transfer to ENEIDA GÓMEZ, MD, PA and/or ENEIDA GÓMEZ, MD, PA healthcare professionals all right, title, and interest in all benefits payable for the healthcare rendered, which are provided in any and all insurance policies and health benefits plans from which my dependents or I are entitled to recover.  This assignment and transfer shall be for the purpose of granting ENEIDA GÓMEZ, MD, PA and ENEIDA GÓMEZ, MD, PA healthcare professional an independent right of recovery against my insurer or health benefit plan, but shall not be construed as an obligation of ENEIDA GÓMEZ, MD, PA to pursue any such right of recovery.  In no event will ENEIDA GÓMEZ, MD, PA retain benefits in excess of the amount owed to ENEIDA GÓMEZ, MD, PA for the care and treatment rendered during the admission.  I have read and been given the opportunity to ask questions about this assignment of benefits, and I have signed this document freely and without inducement, other than the rendition of services by ENEIDA GÓMEZ, MD, PA and/or ENEIDA GÓMEZ, MD, PA healthcare professionals.
5. Financial Agreement. I understand that all copay’s, coinsurances, and deductibles are due at the time services are rendered.  In consideration of the services to be rendered to the patient, the undersigned individual (as parent, guardian, spouse, guarantor, agent or as the patient) promises to pay the patient’s account at the rates stated in the ENEIDA GÓMEZ, MD, PA’s price list (known as the “Charge Master”) effective on the date the charge is processed for the service provided, which rates are hereby expressly incorporated by reference as the price term of this Agreement to pay the patient’s account.  In the event that ENEIDA GÓMEZ, MD, PA has to engage an attorney or collection agency to collect any unpaid balances that arise from the treatment consented to herein, the undersigned agrees to pay the reasonable attorney’s fees and collection expenses incurred by ENEIDA GÓMEZ, MD, PA.  An estimate of the anticipated charges for services to be provided to the patient is available upon request from ENEIDA GÓMEZ, MD, PA.  Estimates may vary significantly from the final charges based on a variety of factors, including but not limited to the course of treatment, intensity of care, and physician practices.  
6. Patient Rights.  I acknowledge that I have been given information and instructions regarding my Patient Rights, which include, but are not limited to, the right to make medical decisions, including the right to accept or refuse medical treatment, to participate in my plan of care and to receive care in a safe setting, free from verbal or physical abuse or harassment.  I acknowledge that I have been informed that I have a right to communicate with any member of administration with regards to any grievance I may have with ENEIDA GÓMEZ, MD, PA.
7. Medicare Patient Certification and Assignment of Benefits.  I certify that the information I provide in applying for payment under Title XVIII (Medicare) or Title XIX (Medicaid) of the Social Security Act is correct.  I request payment of authorized benefits to be made on my behalf to ENEIDA GÓMEZ, MD, PA or ENEIDA GÓMEZ, MD, PA healthcare professionals by the Medicare or Medicaid program.
a.  AUTHORIZATION TO RELEASE INFORMATION:  I authorize ENEIDA GÓMEZ, MD, PA and ENEIDA GÓMEZ, MD, PA healthcare professionals to release any information and/or records acquired in the course of my examination and treatment in connection with this admission for the purposes of insurance and/or Medicare benefit payment and/or for arrangement of continued healthcare, if needed.
b. AUTHORIZATION TO PAY INSURANCE BENEFITS:  I authorize the social security administration (SSA) to release my Medicare identification number, benefits information and eligibility date(s) to ENEIDA GÓMEZ, MD, PA.
c. MEDICARE:  If I am a recipient of Medicare, I understood that I am responsible for the Medicare deductible and the coinsurance, if applicable.  Also, the 20% coinsurance (Part B) relating to any professional changes which may be incurred, and any non-covered charges.
8.  Other Acknowledgements:

a. Legal Relationship between ENEIDA GÓMEZ, MD, PA and ENEIDA GÓMEZ, MD, PA Healthcare Providers.  
I acknowledge and understand that each healthcare professional providing healthcare is responsible for the judgment or conduct of any physician who treats or provides a professional service to me.  I further agree that ENEIDA GÓMEZ, MD, PA is not responsible for the judgment or conduct of any of the ENEIDA GÓMEZ, MD, PA healthcare professionals.

b. Personal Values.  I understand that I am fully responsible for all articles (money, radios, jewelry, dentures, eyelashes, documents, garments or other articles) which I retain in my possession while I am a patient at ENEIDA GÓMEZ, MD, PA.  ENEIDA GÓMEZ, MD, PA, nor its employees, are responsible for loss of or damage to property which is brought to ENEIDA GÓMEZ, MD, PA.
c. Non Cancellation Policy. I understand that I am required to provide at least 24 hours notice if I am not able to keep my scheduled appointment. I also understand that failure to do so may result in a non cancelation fee (Eneida Gomez, MD &Paula Stowell, ARNP $25. Carol Ste Claire, LMHC $60).

d. Weapons/Explosives/Drugs.  I understand and agree that ENEIDA GÓMEZ, MD, PA, does not permit any weapon, explosive device, illegal substance or drug, or any alcoholic beverage on the premises, or in my belongings, ENEIDA GÓMEZ, MD, PA may search my belongings, and my person, and confiscate any of the above items that are found and dispose of them as appropriate, including delivery of any item to law enforcement authorities.

I hereby certify that I have read this document and understand the conditions of admission and consent for medical treatment form, and I have signed this document knowingly, freely, and voluntarily.  Moreover, I certify and state that I have received no promises, assurances, or guarantees from anyone as to the results that may be obtained by any medical treatment or services.

Patient Name (Print) __________________________________________________________________                                    
Patient Signature    _________________________________________________________________
            Witness _____________________________                           Date ______________________________
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mez, MD, PA

1750 Tree Boulevard, Suite 5,  Saint Augustine, FL  32084

Tel. 904-342-0672; Fax 904-342-0673

50 Cypress Point Parkway, C 1

Palm Coast, FL. 32164

Tel. 386-446-6888; Fax 904-342-0673
Patient Record of Disclosure

In general, the HIPAA privacy rule gives individuals the right to request a restriction on

uses and disclosures of their protected health information (PHI). The individual is also

provided the right to request confidential communications or that a communication of

PHI be made by means such as sending correspondence to an address other than

home.

I wish to be contacted in the following manner (check all that apply):

 ___Home Telephone:                                                   ___ Written Communications:

      __OK to leave message with detailed information         __OK to mail home address

      __Leave message with call back number only               __OK to mail work/office

                                                                                      __OK to fax to this number________________

___Work Telephone:                                                     ___ Other:
      __OK to leave message with detailed information          __OK to email to this address

      __Leave message with call back number only

___________________________________         _______________________________

    Print Patient Name                                                         Date

___________________________________         _______________________________

    Patient Signature                                                       Birthdate

The Privacy Rule generally requires healthcare providers to take reasonable steps to

limit the use or disclosure of, and requests for PHI to the minimum necessary to

accomplish the intended purpose. These provisions do not apply to uses or disclosures

made pursuant to an authorization request by the individual.

Uses and Disclosures for Eneida Gomez, MD, PA may be permitted without prior

consent in an emergency.

Healthcare entities must keep records of PHI disclosures. Information provided below

will constitute this record. Please list who we may disclose information to such as

appointment times, lab results or medication information.

     Disclose information to:                        Address or Phone #:                       Disclose this information:

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


