
PATIENT DEMOGRAPHICSPATIENT DEMOGRAPHICS

PLEASE RETURN TO CHECK-IN ALONG WITH YOUR INSURANCE CARDS

Patient Name: _______________________________________________________________________________

Patient DOB: ______________________________________  Patient SS#: _______________________________

Address: _ __________________________________________________________________________________

City: _ ___________________________________________  State: _ _____________   Zip: _ ________________

Home Phone: _ ________________________   Work Phone: __________________   Cell Phone:_______________

Email Address: _ _____________________________________________________________________________

Employer: ________________________________________  Employer Phone: _ __________________________

Responsible Party (If different than patient):

Name: ___________________________________________  Relationship to Patient: ______________________

DOB: ____________________________________________  SS#: ______________________________________

Address: _ __________________________________________________________________________________

City: _ ___________________________________________  State: _ _____________   Zip:__________________

Home Phone: _ ________________________   Work Phone: __________________   Cell Phone:_______________

Primary Insurance:

Name of Policyholder: _ _____________________________  Relationship to Patient: ______________________

Policyholder’s DOB: _________________________________  Policyholder’s SS#: __________________________

Policyholder’s Employer: _ _____________________________________________________________________

Secondary Insurance: _________________________________________________________________________

Name of Policyholder: _ _____________________________  Relationship to Patient: ______________________

Policyholder’s DOB: _________________________________  Policyholder’s SS#: __________________________

Policyholder’s Employer: _ _____________________________________________________________________

Emergency Contact:

Name: ___________________________________________  Relationship to Patient: ______________________

Home Phone: _ ________________________   Work Phone: __________________   Cell Phone:_______________
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PAIN MANAGEMENT TREATMENT CONSENTPAIN MANAGEMENT TREATMENT CONSENT

The following information is meant to help clarify your understanding of, and aid you in, giving consent for your 
procedure with my pain management physician.

1.	 The nature and purpose of the treatment plan, possible alternative treatments, risks, and possible 
complications will be explained to you by the physician. Assure that all questions and concerns are 
addressed prior to any procedures.

2.	 I understand that during the course of my treatment unforeseen conditions may necessitate an 
extension of my original treatment plan. I, therefore, authorize my physician or his/her designee 
to perform such treatments as deemed necessary in the exercise of his/her professional judgment.

3.	 I consent to the admittance and involvement of qualified personnel, such as doctors, nurses or 
technicians, for the purpose of medical education as deemed necessary by the physician.

4.	 I consent to be tested for AIDS (HIV infection) only in the event a healthcare worker receives my 
blood or body fluids to an open wound or his/her mucous membranes or receives a needle stick 
during the course of my treatments at Medical Center Clinic.

I confirm by my signature that I have read and fully understand the above Pain Management Treatment
Consent.

______________________________	 _______________________________	 __________________

(Patient Signature) 				    (Patient Printed Name) 			   (Date)
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PLACE LABEL OR PRINT PATIENT INFORMATION BELOW

MCC No.: 

Patient First Name: 

Patient Last Name: 

Patient DOB: 

Date of Service: 

PATIENT INSURANCE ASSIGNMENT & RESPONSIBILITIES ACKNOWLEDGEMENT

Please read and initial each section and sign acknowledgement below:

Consent to Treatment: I consent to care, treatment, testing, and all other services performed by healthcare providers at 
Medical Center Clinic. I understand that I have the right to refuse any proposed care, treatment, testing, surgery, or other 
procedure. I understand that I have the right to ask questions and discuss my care with my healthcare provider. Initials of 
Patient or Legal Representative: _________.

Lifetime Insurance Assignment: I hereby instruct and direct my past and/or present insurance company to issue 
payment directly to:

West Florida Medical Center Clinic, P.A.  
8333 North Davis Highway  
Pensacola, FL 32514

for all medical, surgical, and diagnostic expense benefits allowable and otherwise payable to me under my current 
insurance policy as payment toward the total charges for the services rendered. This is a direct assignment of my rights 
and benefits under this policy. This payment will not exceed my indebtedness to MCC and I agree to pay, within sixty (60) 
days of the date of the first monthly bill, any balance of said charges over and above this insurance payment, including 
applicable copayments, deductible, non-covered services and items, unauthorized services or any fees denied, except to 
the extent my liability for any such balance is limited by agreement or law applicable to MCC. A photocopy of this 
assignment shall be considered as effective and as valid as the original. Furthermore, I understand that 1) MCC accepts 
Medicare assignment and Medicare payments will be directed to MCC and 2) Medical Center Clinic does not accept 
responsibility for collecting insurance or negotiating the settlement of a disputed insurance claim and any account balance 
not paid in full within sixty (60) days of the date of the first monthly bill is considered delinquent. I agree to pay 
reasonable attorney’s fees and collection expenses should my account be referred for collection procedures. Initials of 
Patient or Legal Representative: _________.

Patient Financial Responsibility Policy: Co-payments, deductibles, co-insurance, and all other appropriate payment will 
be due at time services are rendered. Insurance companies require physician offices to collect all applicable patient 
portions prior to services being rendered. Initials of Patient or Legal Representative: _________.

Tobacco-Free Campus: Use or sale of tobacco products (cigarettes, including electronic; cigars; pipes; and smokeless 
tobacco) is prohibited on all Medical Center Clinic premises, campuses, parking lots and grounds. Initials of Patient or 
Legal Representative: ________.

I acknowledge and understand the above notices and assignments and will comply with all specified responsibilities. 

Signature of Patient or Legal Representative Date
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Notice of Health Information 
Privacy Practices 

Effective September 23, 2013 

This notice describes how your health information may be used and disclosed and how you can get access 
to this information. Please review it carefully. 

Thank you for choosing the Medical Center Clinic for your healthcare needs. Each time you visit one of our providers, we create a record of the care 
and services you receive to provide you with quality care and to comply with certain legal requirements. This Notice applies to all of your records of 
your care received by a provider at Medical Center Clinic and explains how we may use and disclose your health information as well as your rights 
regarding the health information we maintain about you. 

We are required by law to make sure that health information that identifies you is kept private; give you this Notice of our legal duties and privacy practices 
with respect to your health information; and follow the terms of the Notice currently in effect. We reserve the right to change our privacy practices and 
this Notice at any time. 

WE MAY USE AND DISCLOSE YOUR HEALTH INFORMATION 
WITHOUT YOUR WRITTEN PERMISSION IN THE FOLLOWING 
CIRCUMSTANCES:

Treatment: We will use and disclose your health information to provided 
medical treatment to you, and to coordinate or manage your health care 
related services. This may include communicating with other health care 
providers regarding your treatment and coordinating and managing your 
health care with others. For example, we may use and disclose your 
health information when you need a prescription, lab work, an x-ray or 
other health care services. Also, we may use and disclose your health 
information when referring you to another health care provider. 

Payment: We may use and disclose your health information to bill and 
receive payment. For example: A bill may be sent to you or your 
insurance company. The information on or accompanying the bill may 
include information that identifies you, as well as your diagnosis, 
procedures, and supplies used.

Operations: We may use and disclose health information about you 
for health care operations. For example, we may use and disclose 
this information to review and improve the quality of care we provide, or 
the competence and qualifications of our professional staff. We may also 
use and disclose this information as necessary for medical reviews, 
legal services and audits, including compliance program activities and 
business planning. 

Business Associates: We may disclose your health information to our 
Business Associates to carry out treatment, payment or health care 
operations. For example, we may disclose health information about you to 
a company who bills insurance companies on our behalf to enable that 
company to help us obtain payment for the services we provide. 

Appointment Reminders, Treatment Alternatives or Health-Related 
Services: We may contact you to provide appointment reminders, tell 
you about health-related services, to recommend possible treatment 
options or alternatives that may be of interest to you.

Research: We may use and disclose information to researchers or 
to collect information in databases used for research. Research projects 
are reviewed and approved by a Review Board to protect the privacy of 
your health information. 

Food and Drug Administration (FDA): We may disclose to the FDA 
health information relative to ad-verse events with respect to food, 
supplements, product and product defects, or post marketing surveillance 
information to enable product recalls, repairs, or replacement. 

Workers Compensation: We may disclose health information to the 
extent authorized by and to the extent necessary to comply with laws 
relating to worker’s compensation or other similar programs established 
by law. 

Military and Veterans: If you are a member of the armed forces, or 
separated or discharged from the military services, we may disclose your 
health information as required by national military command authorities or 
the Department of Veterans Affairs. 

Public Health: We may disclose your health information to a public 
health authority that is permitted by law to collect or receive the 
information for the purpose of preventing or controlling disease, injury, 
or disability.

Correctional Institution: If you are an inmate of a correctional institution, 
we may disclose to the institution or agents thereof, health information 
necessary to provide you with healthcare; to protect your health and 
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Medical Center Clinic  Notice of Health Information Privacy Practices 
Effective September 23, 2013 

safety or the health and safety of other individuals; or for the safety 
and security of the correctional institution. 

Law Enforcement: We may disclose health information in response 
to a valid subpoena, warrant, summons or similar process. We may 
also release information for purposes of locating a suspect, a fugitive, a 
material witness, or missing person.

Health Oversight Activities: Federal law makes provisions for your 
health information to be released to an appropriate health oversight 
agency for activities such as audits, investigations, and inspections. This 
includes government agencies that oversee the healthcare system, 
government benefit programs, other government regulatory pro-grams, 
and the civil rights laws. 

SPECIAL CIRCUMSTANCES

Florida Privacy Laws: Health information related to substance abuse, 
mental health, or sexually transmissible diseases have special privacy 
protections in Florida. We will not disclose health information relating to 
substance abuse, mental health, or sexually transmissible disease unless: 
1) the patient consents in writing, or 2) a court order requires disclosure 
of the information, or 3) medical personnel need information to meet 
a medical emergency, or 4) qualified personnel use the information 
for the purpose of conducting scientific research, management audits, 
financial audits or program evaluation, or 5) it is necessary to report a 
crime or a threat to commit a crime, or 6) to report abuse or neglect as 
required by law.

OTHER USES OF HEALTH INFORMATION

Other uses and disclosures of health information not covered by this 
notice or law that apply to us will be made only with your written 
permission. If you provide us permission to use or disclose health 
information about you, you may revoke that permission, in writing, at any 
time. If you revoke your permission, we will no longer use or disclose 
health information about you for the reasons covered by your revocation. 
You understand that we are unable to take back any disclosures we have 
already made with your permission, and that we are required to retain our 
records of the care that we provided to you.

YOUR HEALTH INFORMATION RIGHTS

You have the following rights with respect to your health information: 

Right to Inspect and Copy Your Health Information: You have the 
right to see and obtain copies of health information that may be used 
to make decisions about your care. Usually, this includes medical and 
billing records, but does not include psychotherapy notes. 

Right to Amend: If you think that health information we have about you is 
incorrect or incomplete, you may ask us to correct or add to the 
information, but we are not required to agree to the requested 
amendments.

Right to an Accounting of Disclosures: You have the right to request 
an “accounting” of certain disclosures of your protected health information. 

Right to Request Restrictions: You have the right to request a  re-
striction or limitation on your protected health information that we use or 
disclose for treatment or health care operations, but we are not required to 
agree to the requested restrictions. 

We will comply with any restriction request if: (1) except as otherwise 
required by law, the disclosure is to your health plan for purposes 
of carrying out payment or your health plan’s operations; and (2) 
the protected health information pertains solely to a health care item 
or service for which the health care provider involved has been paid 
out-ofpocket in full.

Right to Request Confidential Communications: You have the right to 
request that we communicate with you about your medical matters in 
a certain way or at a certain location. For example, you can ask that we 
only contact you at work or by mail. 

Right to Breach Notification: You  have  the  right  to  be  notified  in  the 
event that we (or a Business Associate) discover a breach of unsecured 
protected health information. 

Right to Obtain a Copy of This Notice: You have the right to a paper 
copy of this Notice at any time. Even if you have agreed to receive this 
notice electronically, you are still entitled to a paper copy. 

QUESTIONS OR COMPLAINTS 

If you have questions about this Notice, or believe that your privacy rights 
have been violated, please contact Sharon Hoyle, CHC, CHPC, CPC, 
Corporate Compliance and Privacy Officer toll free at 1-866-822-3571, 
by e-mail at privacy.officer@medicalcenterclinic.com, or by U.S. Mail at:

Medical Center Clinic 
Attn: Sharon Hoyle, Corporate Compliance and Privacy 
Officer 8333 N. Davis Hwy 
Pensacola, FL 32514

You have the right to file a written complaint with the U.S. Department 
of Health and Human Services Office for Civil Rights by sending a letter 
to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 
1877-696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/. 
We will not retaliate against you for filing a complaint.
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PLACE LABEL OR PRINT PATIENT INFORMATION BELOW

MCC No.: Patient 

First Name: Patient 

Last Name: Patient 

DOB: Date of 

Service:

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT OF RECEIPT

Thank you for choosing Medical Center Clinic for your health care needs.

We are required by law to provide you with a copy of our Notice of Privacy Practices (“Notice”). To ensure that our 
records are accurate, please sign below to acknowledge that you have been provided with a copy of our Notice.

Patient Signature Date of Signature

PERSONAL REPRESENTATIVE

Complete this section ONLY if you are signing this Notice of Privacy Practices as the patient’s personal representative 
i.e., parent of minor child, power of attorney, health care surrogate, legal guardian.

Personal Representative (Print Name)

Personal Representative Signature Date of Signature

A good faith attempt was made to obtain the patient’s written acknowledgement of receipt of MCC’s Notice of Privacy 
Practices, but acknowledgement could not be obtained because:

□	Individual declined to sign
□	Communication barriers prohibited obtaining the acknowledgment
□	An emergency situation prevented us from obtaining acknowledgement
□	Other (please describe below)

Employee Name (please print) Date

OFFICE USE ONLY
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