
 

11270 Pines Blvd, Pembroke Pines, FL 33026         PH) 954.441.7246      FX) 954.441.7241 

	 		 	

 

A

B

O

U

T	

	

Y

O

U	

Patient	Name:		Today’s	Date:		

Sex:	�,�����	�����	 BIRTHDATE:	 AGE:		 SS#:	

ADDRESS:		 CITY/STATE/ZIP:	

HOME/CELL	#:		 WORK	#:		

E-MAIL:																																																																							@		

EMPLOYER:		 OCCUPATION:		

STATUS:			�,����������
�����,����������������������������������������

SPOUSE:																																																CHILDREN:	___Y___N																						IF	SO,	HOW	MANY?	____________	

EMERGENCY	CONTACT:	NAME:	 	 	 	 RELATIONSHIP:																																												PHONE	#:	

IF	A	FAMILY	MEMBER/FRIEND	ASKS	TO	SPEAK	TO	YOU,	CAN	WE	TELL	THEM	YOU	ARE	HERE:	�����������	
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REASON	FOR	THE	VISIT:							����������������������������������,��������������	

EXPLAIN	WHAT	HAPPENED:�	

PLEASE	DESCRIBE	THE	PAIN	AND	LOCATION:	�	

DATE	THE	CONDITION	

BEGIN:	

GETTING	

WORSE?	___Y___N		

CONSTANT:	______COMES	AND	GOES:_____	

IS	THE	CONDITION	INTERFERRING	WITH	YOUR:	��

�������������������������������

�����������������,�������������������������� ��������������������	

���������������������������,�����������������	����������������� ������������	

������������������������������������������	��� �����������	

�	��������, �	



 

MEDICAL HISTORY 

NAME: ____________________________________ AGE: ________DATE OF INJURY: __________________ 

DATE OF SURGERY: _______________ WHAT TREATMENT HAVE YOU HAD FOR THIS CONDITION, 
IF ANY? ___________________________________________________________________________________ 

OCCUPATION: __________________________ PREGNANT? ___Y ___N  HAND DOMINANCE: ___R ___L  

DO YOU HAVE OR EVER HAD ANY OF THE FOLLOWING DISEASES OR CONDITIONS?  

 ☐Cancer                ☐Multiple Sclerosis           ☐Seizures 

 ☐Diabetes                                  ☐Incontinence                                      ☐Fainting Spells 

 ☐Osteoporosis                                        ☐HIV/AIDS                                           ☐Hernias 

 ☐Heart Disease                                      ☐High Cholesterol                                ☐Latex Allergies 

 ☐Angina/Chest Pain                            ☐Stroke/TIAs            ☐Fainting/Seizures 

 ☐High Blood Pressure                            ☐Thyroid Disorder               ☐Artificial Bones 

 ☐Heart Attack                                  ☐Kidney Disorder           ☐Angioplasty                  

 ☐Gallbladder Disorder                            ☐Pacemaker                                        ☐Hepatitis                          

 ☐Circulation Disorder                             ☐Asthma                                            

Do you have any metal in your body (like shrapnel, bullets or implants)? __Y __N _____ 

SOCIAL HISTORY:         _________SMOKING _________ALCOHOL________RECREATIONAL DRUG USE 

PREVIOUS SURGERIES:  

1. ___________________________________________ 2.____________________________________________ 

3.___________________________________________ 3.____________________________________________ 

MEDICATIONS: 

1. __________________________________________ 2. ___________________________________________ 

3. __________________________________________ 3. ___________________________________________       

 

I authorize the staff to perform any necessary services needed during diagnosis and treatment. I also authorize the provider and or managed 
care organization to release any information required to process insurance claims. I understand the above information and guarantee this form 
was completed correctly to the best of my knowledge and understand it is my responsibility to inform this office of any changes to the information 
I have provided.  

SIGNATURE: ____________________________________________________________DATE: ____________ 

 



	
ASSIGNMENT OF INSURANCE BENEFITS, RELEASE, & DEMAND 

I, the undersigned patient/insured knowingly, voluntarily and intentionally assign the rights and benefits of my automobile Insurance, a/k/a Personal Injury 
Protection (hereinafter PIP), Uninsured Motorist, and Medical Payments policy of insurance to Multi Care Medical, LLC. I understand it is the intention of 
the provider to accept this assignment of benefits in lieu of demanding payment at the time services are rendered. I understand this document will allow 
Multi Care Medical, LLC to file suit against an insurer for payment of the insurance benefits or an explanation of benefits and to seek 627.428 damages 
from the insurer. If the provider’s bills are applied to a deductible, I agree this will serve as a benefit to me. This assignment of benefits includes the cost of 
transportation, medications, supplies, over due interest and any potential claim for common law or statutory bad faith/unfair claims handling. If the insurer 
disputes the validity of this assignment of benefits then the insurer is instructed to notify Multi Care Medical, LLC in writing within five days of receipt of this 
document. Failure to inform Multi Care Medical, LLC shall result in a waiver by the insurer to contest the validity of this document. The undersigned directs 
the insurer to pay the health care provider the maximum amount directly without any reductions & without including the patient’s name on the check. To the 
extent the PIP insurer contends there is a material misrepresentation on the application for insurance resulting in the policy of insurance is declared voided, 
rescinded, or canceled, I, as the named insured under said policy of insurance, hereby assign the right to receive the premiums paid for my PIP insurance to 
Multi Care Medical, LLC and to file suit for recovery of the premiums. The insurer is directed to issue such a refund check payable to this provider only. 
Should the medical bills not exceed the premium refunded, then Multi Care Medical, LLC is directed to mail the patient/name insured a check, which 
represents the difference between the medical bills and the premiums paid.  

DISPUTES: The insurer is directed by Multi Care Medical, LLC and the undersigned to not issue any checks or drafts in partial settlement of a claim that 
contain or are accompanied by language releasing the insurer or its insured/patient from liability unless there has been a prior written settlement agreed to 
by the health provider (specifically the office manager) and the insurer as to the amount payable under the insurance policy. The insured and Multi Care 
Medical, LLC hereby contests and objects to any reductions or partial payments. Any partial or reduced payment, regardless of the accompanying language, 
issued by the insurer and deposited by Multi Care Medical, LLC shall be done so under protest, at the risk of the insurer, and the deposit shall not be 
deemed a waiver, accords, satisfaction, discharge, settlement or agreement by the provider to accept a reduced amount as payment in full. The pay claims 
at 200% of Medicare then the insurer is instructed & directed to provide Multi Care Medical, LLC with a copy of the policy of insurance within 10 days. Any 
effort by the insurer to pay a disputed debt as full satisfaction must be mailed to the address above, after speaking with the office manager, and 
mailed to the specific attention of the Office Manager. See Fla. Stat. 673.3111. 

EUOs and IMEs: If the insurer schedules a defense examination r examination under oath (hereinafter “EUO”) the insurer is hereby INSTRUCTED to send a 
copy of said notification to Multi Care Medical, LLC. The provider or the provider’s attorney is expressly authorized to appear at any EUO or IME set by the 
insurer. The health care provider is not the agent of the insurer or the patient for any purpose. This assignment applies to both past and future medical 
expenses and is valid even if undated. A photocopy of this assignment is to be considered as valid as the original. I agree to pay any applicable deductible, 
co payments, for services rendered after the policy of insurance exhausts and for any other services unrelated to the automobile accident. Multi Care 
Medical, LLC is given the power of attorney to: endorse my name on any check for services rendered by the above provider; and to request and obtain a 
copy of any statements or examinations under oath given by patient.  

Release of Information: I authorize Multi Care Medical, LLC to: furnish an insurer, an insurer’s intermediary, the patient’s other medical providers and the 
patient’s attorney via mail, fax, or email, with any and all information that may be contained in the medical records; to obtain insurance coverage information 
(declaration sheet & policy of insurance) in writing and telephonically from the insurer; request from any insurer all explanation of benefits (EOBs) for all 
providers and non-redacted PIP payout sheets; obtain any written and verbal statements the patient or anyone else provided to the insurer; obtain copies of 
the entire claim file, the property damage file, and all medical records, including but not limited to, documents, reports, scans, notes, bills, opinions, X-rays, 
IMEs, and MRIs, from any other medical provider or any insurer. Multi Care Medical, LLC is permitted to produce my medical records to its attorney in 
connection with any pending lawsuits. The insurer is directed to keep the patient’s medical records from this provider private and confidential. The insurer is 
not authorized to provide these medical records to anyone without the patient’s and provider’s prior express written permission.  

Demand: Demand is hereby made for the insurer to pay all bills within 30 days without reductions and to mail the latest non-redacted PIP payout sheet and 
the insurance coverage declaration sheet to the above provider within 15 days. The insurer is directed to pay the bills in the order they are received. 
However, if a bill from Multi Care Medical, LLC and a claim from anyone else are received by the insurer on the same day the insurer is directed to not 
apply this provider’s bill to the deductible. If the insurer receives a bill from this provider and claim from anyone else on the same day then the insurer is 
direct to pay this provider first before the policy is exhausted. In the event the provider’s medical bills are disputed or reduced by the insurer for any reason, 
or amount, the insurer is to: set aside the entire amount disputed or reduced; escrow the full amount at issue; and not pay the disputed amount to anyone or 
any entity, including myself, until the dispute is resolved by a Court. Do not exhaust the policy. The insurer is instructed to inform, in writing Multi Care 
Medical, LLC of any dispute.  

I authorize Multi Care Medical, LLC to release any information pertinent to my case to any insurance company, adjuster or attorney to facilitate collection 
under this Assignment, Lien and Authorization. I agree that Multi Care Medical, LLC be given a Special Power of Attorney to endorse/sign my name on any 
and all checks and claim forms for payment of my bill. 

Certification: I certify that: I have read and agree to the above; I have no been solicited or promised anything in exchange for receiving health care; I have 
not received any promises or guarantees from anyone as to results that may be obtained by any treatment or service; and I agree the provider’s treatment 
and supplies are medically necessary and pertaining to my injuries. Caution: Please read before signing. If you do not completely understand this 
document please ask us to explain it to you. If you sign below we will assume you understand and agree to the above. 

Patient Name: ________________________________________ Patient Signature: ______________________________________Date:________ 
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDEGMENT 

 

 I understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPPA), I have certain 
rights to privacy regarding my protected health information. I understand that this information can and will be used to:  

• Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be 
involved in that treatment directly and indirectly.  

• Obtain payment from third-party payers. 
• Conduct normal healthcare operations such as quality assessments and physician certifications.  

 

I have received, read and understand your Notice of Privacy Practices containing a more complete description of the uses 
and disclosures of my health information. I understand that this organization has the right to change its Notice of Privacy 
Practices from time to time and that I may contact this organization at any time at the address above to obtain a current 
copy of the Notice of Privacy Practices.  

I understand that I may request in writing that you restrict how my private information is used or disclose to carry out 
treatment, payment or health care operations. I also understand you are not required to agree to my requested restrictions, 
but if you do agree then you are bound to abide by such restrictions.  

 

Patient Name:   ____________________________________________________________ 

 

Relationship to Patient:   _____ Self  ______Other ______________________________ 

 

Signature:    ________________________________________________________Date: 
______________________________ 

 

✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜✜
✜✜✜✜✜ 

OFFICE USE ONLY 

WITNESS: _______________________________________________ 


