Vera Endocrine Associates, Inc.    



(386) 274-1414   (386) 274-2215 FAX
1667 N Clyde Morris Blvd.  Suite 2, Daytona Beach, Fl. 32117                      Email:  veraendooffice@cfl.rr.com
Welcome to our office.  It is a pleasure and honor to help and serve you.  In the following pages you will find some simple questions about yourself.  I would like to tell you the correct diagnosis of your medical problems and this requires the most complete information, which will lead to a more effective treatment plan.  Therefore, the information provided by you about yourself is essential.  If you have any questions, please do not hesitate to contact any member of my staff or myself and we will be glad to help you.                  

CHILDRENS
  PATIENT REGISTRATION

	 Last Name                                                                First Name                                           Middle Name                                               Suffix
 Date of Birth                                  Gender                              Social Security Number                                                        Marital Status                                                                                                                               
Street  Address                                                                          City                                                                                 State                 Zip Code
Home Phone                                                        Cell Phone                                                            Work Phone                                                 
Preferred Pharmacy                                          Pharmacy Phone Number                                                           E-mail address                                 

Contact Preference (Home, Cell, Work, Email, Mail)                                               Language Preference             
Ethnicity:     O    not of Hispanic origin                                                                
                    O    Yes, of Hispanic origin (person of Cuban, Mexican, Puerto Rican, South or Central American,
                            or other Spanish culture or origin, regardless of race.))

                    O   Decline to Answer
Race           O    American Indian or Alaska Native (A person having origins in any of the original peoples of North and South America,                 
                         including Central America, and who maintains tribal affiliation or community attachment.)

                    O    Asian (A person having origins in any of the original peoples of the Far East, Southeast Asia, or the Indian subcontinent, 
                          such as Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, Thailand, and Vietnam.)

                     O      Black or African American (A person having origins in any of the black racial groups of Africa.)

                     O  Native Hawaiian or Other Pacific Islander (A person having origins in any of the original peoples of Hawaii, Guam, 
                           Samoa, or other Pacific Islands.)

                     O    White (A person having origins in any of the original peoples of Europe, the Middle East, or North Africa.)
                     O    Decline to Answer
 Occupation                                                   Name of Employer

 Spouse’s Name                                            Spouse’s Employer                                       Work Number

 Person to Notify on Case of Emergency                                                                     Phone Number of Person to Notify                                        

Primary Care Physician                                                         Tel #

Referred by:




Do we have you permission to:


Leave a message on your answering machine at home?

   Y     N


Leave a message at your place of employment? 


   Y     N


Discuss your medical condition with any member of your household?   Y     N 

If yes, whom:________________________________________ Relationship__________________________________
Parent / Guardian Signature ___________________________________________________  Date________________
Vera Endocrine Associates, Inc.

1667 N Clyde Morris Blvd.  Suite 2

Daytona Beach, Fl. 32117

(386) 274-1414

INSURANCE
NAME _____________________________________   AGE_______ DOB____/____/___
	 Primary Insurance Carrier and Insurance Numbers:

	 Name of Insured (Subscriber):

	 Insured Relationship to Patient:

	 Secondary Insurance Carrier and Insurance Numbers:

	 Secondary Name of Insured (Subscriber)

	 Secondary Insured Relationship to Patient


PAYMENT IS EXPECTED AT THE TIME OF SERVICE, FOR “YOUR PART” OF THE CHARGES.  We accept VISA and MasterCard for your convenience.  Your signature below indicates that you understand and accept this policy.

                                                     Payment of Benefits

I request the direct payment of authorized medical benefits be made to Vera Endocrine Associates for any services I received by the physicians or laboratory of Vera Endocrine Associates.  I authorize any holder of medical information about me to release this information as necessary to process my claims or meet legal requirements.  I permit a copy of this authorization to be used in place of the original.  This assignment will remain in effect until revoked, in writing.  I understand that because these services were performed for me or my legal dependent, I am financially responsible for all charges incurred whether or not paid by the insurance carrier.

Beneficiary’s (Parent or Guardian) Signature_______________________________Date___/___/___
VERA ENDOCRINE ASSOCIATES, INC.

New Patient Medical History for Children
NAME _____________________________________   AGE_______ DOB____/____/____

I. Reason for Consultation: ( What are you seeing the doctor for today)

A.
___ Thyroid Problems


___  Excess Body Hair


___ Diabetes




___ Acne


___ Obesity




___ Eating disorder (anorexia, bulimia)


___ Lips (Cholesterol/triglyceride)

___ Calcium Problems


___ Puberty Problems


___  Menstrual Problems


___ Other

B.

Medicines: Please list name, strength and how often medicine is taken:



1.__________________________________________________________



2.__________________________________________________________



3.__________________________________________________________



4.__________________________________________________________



5.__________________________________________________________



6.__________________________________________________________

       C.

Allergies: Please List

1. Food ____________________________________________________

2. Pollen___________________________________________________

3. Drugs___________________________________________________

Other___________________________________________________
II. Currently:

A.  Is the child/adolescent

Healthy:   ___ yes ___ no
Physical Limitations   ___ yes   ___ no

Schooling:
Other comments:

_______________________________________________

VERA ENDOCRINE ASSOCIATES, INC.

New Patient Medical History for Children
B.  Child/adolescent concerns:

What does the child/adolescent think about his/her office visit/consultation?

___________________________________________________________________________

___________________________________________________________________________

Does he/she want to speak privately with the doctor?  ____  yes ___  no

Is he/she happy?   ___yes   ___ no

Is he/she eating healthy?  ___yes   ___ no
Is he/she sleeping well?  ___yes   ___ no
Does he/she exercise?  ___yes   ___ no
Does he/she smoke?  ___yes   ___ no
Is there known substance abuse or drug use?  ___yes   ___ no
Is the child/adolescent sexually active?   ___yes   ___ no
Other pertinent information: ________________________________________

___________________________________________________________________

III. Past Medical History:

A. 
During the mother’s pregnancy:  Describe history of medical problems while mother was pregnant or after delivery of the baby:

___ Diabetes    ___ Thyroid disease  ___  High blood pressure
___ Eclampsia /toxemia  ___ Obesity



Other disease/problems:  ______________________________________


____________________________________________________________



Treatments during pregnancy:  _________________________________



____________________________________________________________


      B.  Child History:



Weight at Birth:  __________________  Size/length: _________________


Breast-fed?   ___ yes ___ no    For how long? _____________________


Physical and psychological development (potty training, talking, crawling, standing,  
                  Walking) was:  ___  normal ___ abnormal


Please specify: _________________________________________________


Unusual weight gain:  ___  yes ___ no  at what age did weight gain start? ______


Surgical operations:  ___________________________________________


Other diseases/medical problems:  __________________________________


_______________________________________________________________


Treatments:  ____________________________________________________


_______________________________________________________________

       
VERA ENDOCRINE ASSOCIATES, INC.

New Patient Medical History for Children
C.  Girls Only:


Last menstrual period: ___________________________________________


Age of first menstrual period: _________________________


Were periods:  ___ normal ___ abnormal


Please specify: __________________________________________________


___ Acne ___ body hair ___ changes in your private parts? 
                  ___ Changes in your breast   ___ Breast secretion/discharge


___ Voice changes / hoarseness


Other Problems: __________________________________________________


Are you sexually active?  ___ yes ___ no


Family planning method being used? ___ yes ___ no


___ Birth control pill  ___ Other
Urinary Tract infections ___ yes ___ no   Last one: _______________
Sexually transmitted diseases ___ yes ___ no
_______________________________________________________________


D.  Mother’s  Medical History
Mother of patient:   Weight _______________  Height _____________
___ thyroid disease   ___ disease ___ obesity
___ endocrine/metabolic disease ___ cancer
Other:  Please specify: __________________________________
___ Autoimmune diseases (Lupus, rheumatoid arthritis, multiple sclerosis, etc. )
Other diseases or problems: _________________________________

____________________________________________________________
Maternal side: problems or disease:__________________________

E.  Father’s Medical History
Father of patient:   Weight _______________  Height _____________
___ thyroid disease   ___ disease ___ obesity
___ endocrine/metabolic disease ___ cancer
Other:  Please specify: __________________________________
___ Autoimmune diseases (Lupus, rheumatoid arthritis, multiple sclerosis, etc. )
Other diseases or problems: _________________________________

____________________________________________________________

Paternal side: problems or disease: __________________________


Siblings’ Medical Problems, if appropriate: _________________________________

____________________________________________________________




Anything else the child/adolescent and/or parents feel appropriate to discuss with the physician: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
VERA ENDOCRINE ASSOCIATES, INC.

New Patient Medical History for Children


Please List any other specialist you see and the office phone number.


            1.__________________________________________________________


2.__________________________________________________________


3.__________________________________________________________


4.__________________________________________________________


5.__________________________________________________________


6.__________________________________________________________

Name of your pharmacy_____________________________________________
Pharmacy Phone Number________________ 

Vera Endocrine Associates, Inc.

1667 N. Clyde Morris Blvd.,  Suite 2

Daytona Beach, Florida 32117

386-274-1414

Your Insurance Company and Our Office
Your Financial Responsibility:

Many of the services provided in this office are covered and paid by your insurance company.  Our billing department will gladly file the claims for you so that you do not have the additional worry and effort of dealing with this during a time of illness.
It is your responsibility as the contract holder of the insurance policy to know your benefits and limitations.  It is also your responsibility to determine whether your policy requires a network physician.  We will file your insurance claim, but you are ultimately responsible for paying for services rendered in this office.
Unfortunately, not all services are paid by the insurance company.  In cases where the service has not been paid, you will be personally responsible for the bill.  Before we bill you, we will make sure that all of the information sent to the insurance company is accurate and clearly describes the services you received.

Insurance Filing and the Law:

Federal Laws require that we submit claims to the insurance company for the exact reason they were performed.  We are not allowed to change this information first so that claims can be paid by the insurance company.  Our practice is committed to these laws.

We will be glad to work with you on payment plans for non-covered services, but these arrangements must be made in advance and strictly adhered to.  If you have questions, please feel free to contact our billing department at (800) 257-1450.

We will file your insurance claim for you.  All co-payments, deductible and co-insurance amounts are due at the time of visit.  Any amounts unpaid by your insurance company within 30 days will become your responsibility and immediately due by you. Any balances that remain unpaid and are not subject to a payment arrangement with be placed with Collections after 90 days.  Balances placed in Collections may be subject to additional fees.  -- Any checks that are written to our office and are being rejected by your bank are subject to a $35.00 service fee.  If you do not make good on your check 14 business days after you have received your new statement, we will file a claim with the Office of the State Attorney.
Signature of Parent or Guardian_________________________________ Date ___/___/___
Name Printed ____________________________________________________
Vera Endocrine Associates, Inc.

1667 N Clyde Morris Blvd.  Suite 2

Daytona Beach, Fl. 32117

(386) 274-1414

RELEASE OF INFORMATION, BENEFIT ASSIGNEMENT, PAYMENT AUTHORIZATION, FULL DISCLOSURE STATEMENT, AND AGREEMENT TO PAY FOR PROFESSIONAL SERVICES.

I hereby authorize Vera Endocrine Associates, Inc. to release any information necessary to process my insurance claim, acquired in the course of my examination or treatment; to allow a photocopy of my signature to be used to process my insurance claim for the period of LIFETIME.  I claim any insurance benefits due to me for services rendered by Vera Endocrine Associates, Inc. and authorize and direct my carrier to issue payment check(s) directly to Vera Endocrine Associates, Inc. regardless of my insurance benefits, if any.  I understand that I am fully financially responsible for any fees incurred, and I agree to pay such fees in full. 

The insurance information furnished here represents a full disclosure of the insurance/third party benefits to which I am entitled.  I understand that failure to disclose pre-certification/second opinion requirements for any and all plans to which I subscribe may cause me to incur full liability for professional charges, as a result to non-payment by any carrier.

Patient’s Name: _______________________________________________________

Signature: _____________________________________  Date: _________________

Authorized Signature: __________________________Relationship to Patient: ________
For your convenience, we can bill your credit card after the insurance company has determined the amount you owe:
Copays, co-insurance and deductibles will of course still be due at the time of service rendered.


Name as it appears on card: ________________________________________________________

Credit Card Number:
_________________________________________________________
Expiration Date:
______________________
Signature of Credit Card Holder:
_____________________________________________
Today’s Date:

______________________
Vera Endocrine Associates, Inc.

1667 N Clyde Morris Blvd.,  Suite 2

Daytona Beach, Fl. 32117

(386) 274-1414

I ___________________________ understand that at the time of my appointment, I will see either Dr. Arnold Vera or a Nurse Practitioner or another Endocrinologist in the office.  In case of any emergencies, I understand there is a possibility I may have to see either physician.  

Signature of Parent or Guardian  ____________________________________Date_____________
Vera Endocrine Associates, Inc.

1667 N Clyde Morris Blvd.,  Suite 2

Daytona Beach, Fl. 32117

(386) 274-1414

Office Policy
·   All payment is due at the time of visit.

·   There will be a $25 charge added to your account if you do not show for your appointment or call 24             hours in advance to re-schedule.

·   There will be a minimum of $35 charge added to your account for returned checks.

·   Any blood work not done in our office, the patient is responsible to bring the lab results with them at the time of their appointment.

·   All blood work that is to be done in this office needs to be scheduled.  
·   Two weeks are required for any medical records requests.  The date of the request will be                                          documented in your chart.  NO WALK-INS.
·   Please do not call to inquire about lab results, prior to your appointment.  Please be advised if there are any abnormal lab values, our office will contact you directly.

·   Two weeks are required for any prescriptions.  Patients are responsible for knowing how much they have left on their prescriptions.  NO WALK-INS.

·   Patients that have mail away will be given the prescriptions, and they are responsible to mail them to the prospective mail away company.

I acknowledge that I have read & understand the above payment & office policy.

____________________________



________________________

       Signature of Patient





       Date





      ______________________





          Patient Name (Printed)

Vera Endocrine Associates, Inc. 

1667 N Clyde Morris Blvd.  Suite #2

Daytona Beach, FL 32117

386-274-1414  Fax: 386-274-2215

Summary of Privacy Practices

This summary of our privacy practices contains a condensed version of our Notices of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE READ IT CAREFULLY.

We understand that your medical information is personal to you, and we are committed to protecting the information about you. As our patient, we create medical records about your health, our care for you, and the services and/or items we to you as our patient. By law, we are required to make sure that your protected health is kept private.

How will we use or disclose your information? Here are a few examples:

· For medical treatment

· To obtain payment for our services

· In emergency situations

· For appointment and recall reminders

· To run our Practice more efficiently and ensure our patients receive quality care

· For research

· To avert a serious threat to health or safety

· For organ and tissue donation

· For workers’ compensation programs

· In response to certain requests arising out of lawsuits or other disputes

If you believe your privacy rights have been violated, you may file a complaint with the Practice or with the Secretary of the Department of Health and Human Services. To file a complaint with the Practice, contact our office manager. All complaints must be submitted in writing. You will not be penalized for filing a complaint.

You have certain rights regarding the information we maintain about you. These rights include:

· The right to inspect and copy

· The right to request restrictions

· The right to amend

· The right to accounting of disclosures

· The right to a paper copy of this notice

· The right to request confidential communications

Signature:_________________________________        Relationship:______________________
Print Name:_______________________________          Date:____________________________
Vera Endocrine Associates, Inc.

1667 N Clyde Morris Blvd.  Suite #2

Daytona Beach, FL 32117

386-274-1414  Fax: 386-274-2215

HIPPA CONSENT FORM

Patient Name:
___________________________________________

Patient Date of Birth:  ______________________________________

Patient Phone #: ___________________________________________
HIPPA – Notice of Privacy Practice

HIPPA is a federal law developed to provide a standard for the protection of your health information. The purpose of the Notice of Privacy Practice is to explain how Vera Endocrine Associates may use or disclose your health care information. The Notice also explains the rights that you are guaranteed under HIPAA  regulations. Though Vera Endocrine Associates has always taken great care to protect the integrity and confidentiality of your health care information, we are now required by the HIPAA Privacy Rule to distribute this notice to you and obtain acknowledgment that you have received the Notice. Signing below indicates that you have received the Notice of privacy Practice. 

If you have any questions, please contact our HIPAA Compliance Officer:      Helen B. Hernandez.

I hereby acknowledge that I have received a copy of Vera Endocrine Associates Notice of Privacy Practices:    

 Initials of patient/guardian    ___________________________
Permission to Share Medical Information
My Medical Information may be obtained and exchanged verbally to: 

____________________________________


Name/Relationship:                 ______________________

Initials of patient/guardian:      ______________________

Signature of Patient/Guardian:                                     Date: 




Vera Endocrine Associates, Inc.

1667 N Clyde Morris Blvd.,  Suite 2

Daytona Beach, Fl. 32117

(386) 274-1414

Patient Name: ___________________________________
  DOB: ____________________
Acknowledgement of Receipt of Privacy Notice

 I have been presented with a copy of Vera Endocrine Associates, Inc. Notice of Privacy Policies, detailing how my information may be used and disclosed as permitted under federal and state law.  I understand the contents of the notice, and I request the following restriction(s) concerning the use of my personal medical information.

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signed: _____________________________________
Date: __________________
If not signed by patient, please indicate relationship to patient (e.g., spouse)

Relationship: ___________________________   
Witnessed By: _______________________

____________________________________________________________________________________
Internal Use Only:

If patient or patient’s representative refuses to sign acknowledgement of receipt of notice, please document the date and time the notice was presented to patient and sign below.

Presented on (date and time):      __________________________________________

By (name and title): _____________________________________________________
Vera Endocrine Associates, Inc.

1667 N Clyde Morris Blvd.,  Suite 2

Daytona Beach, Fl. 32117

(386) 274-1414

agreement as to resolution of concerns

“I”, “Patient/Guardian” shall be understood to mean _____________. (Insert name of patient or guardian)
“Physician” shall be understood to mean Arnold Vera, M.D., M.Sc., F.A.C.E., C.D.E.  and/or Vera Endocrine Associates, Inc. 
Further, I understand that I am entering into a contractual relationship with Physician for professional care. I further understand that meritless and frivolous claims for medical malpractice have an adverse effect upon the cost and availability of medical care, and may result in irreparable harm to a medical provider. As additional consideration for professional care provided to me by Physician, I, the patient/guardian and/or my representative agree not to advance, directly or indirectly, any false, meritless, and/or frivolous claim(s) of medical malpractice against Physician. 

Furthermore, should a meritorious medical malpractice case or cause of action be initiated or pursued, I (the patient) and/or my representative agree to use American Board of Medical Specialties (“ABMS”) board-certified expert medical witness (es) in the same specialty as Physician. Furthermore, I agree that these expert witnesses will be active members in good standing of and adhere to the guidelines and / or code of conduct defined for expert witnesses by the American Association of Clinical Endocrinology (AACE), American Thyroid Association (ATA), National Lipid Association (NLA) and the Endocrine Society.
In further consideration for this, Physician agrees to the same stipulations.
Patient/guardian and Physician acknowledge that monetary damages may not provide an adequate remedy for breach of this Agreement.  Such breach may result in irreparable harm to Physician’s reputation and business.  Patient/guardian and Physician agree in the event of a breach to allow specific performance and/or injunctive relief.
	______________________________
	________________________________

	Physician
	Patient/Guardian

	______________________________
	________________________________

	Effective from Date of Treatment: 

	Date of Signature


Vera Endocrine Associates, Inc.

1667 N Clyde Morris Blvd.  Suite #2

Daytona Beach, FL 32117

386-274-1414  Fax: 386-274-2215

MUTUAL AGREEMENT
   
“I”, “Patient/Guardian” shall be understood to mean ____________________. 
“Physician” shall be understood to mean Dr. Arnold Vera and Vera Endocrine Associates, Inc.
I understand that I am entering into a contractual relationship with Physician for professional care.  I further understand that meritless and frivolous claims for medical malpractice have an adverse effect upon the cost and availability of medical care to patients and may result in irreparable harm to a medical provider.  As additional consideration for professional care provided to me by the Physician, I, the Patient/Guardian, agree not to initiate or advance, directly or indirectly, any meritless or frivolous claims of medical malpractice against the Physician.

Should I initiate or pursue a meritorious medical malpractice claim against Physician, I agree to use as expert witnesses (with respect to issues concerning the standard of care), only physicians who are board certified by the American Board of Medical Specialties in the same specialty as the Physician.  Further, I agree that these physicians retained by me or on my behalf to be expert witnesses will be members in good standing with AACE [American Association of Clinical Endocrinologists].
 I agree the expert(s) will be obligated to adhere to the guidelines or code of conduct defined by the AACE [American Association of Clinical Endocrinologists] and that the expert(s) will be obligated to fully consent to formal review of conduct by such society and its members. 
I agree to require any attorney I hire and any physician hired by me or on my behalf as an expert witness to agree to these provisions.

In further consideration, Physician also agrees to exactly the same above-referenced stipulations. 

Each party agrees that a conclusion by a specialty society affording due process to an expert will be treated as supporting or refuting evidence of a frivolous or meritless claim. 

Patient/guardian and Physician agree that this Agreement is binding upon them individually and their respective successors, assigns, representatives, personal representatives, spouses and other dependents.  

Physician and Patient/guardian agree that these provisions apply to any claim for medical malpractice whether based on a theory of contract, negligence, battery or any other theory of recovery. 
Patient/guardian and Physician acknowledge that monetary damages may not provide an adequate remedy for breach of this Agreement.  Such breach may result in irreparable harm to Physician’s reputation and business.  Patient/guardian and Physician agree in the event of a breach to allow specific performance and/or injunctive relief.
Patient/guardian acknowledges that he/she has been given ample opportunity to read this agreement and to ask questions about it.

	______________________________
	________________________________

	Physician
	Patient/Guardian

	______________________________
	________________________________

	Effective from Date of Treatment: 

	Date of Signature
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