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CLINICAL HISTORY FORM (Continued)

PATIENT NAME: TODAY’S DATE

OTHER INFORMATION (Please write below any other information not covered in this Clinical History
Form that you feel the doctor or surgical staff should know about)

PATIENT’S SIGNATURE

I certify that, to the best of my knowledge, the above information is complete and accurate.

Patient’s Signature:

Today’s Date:

Thank you for choosing Surgical Associates of West Florida to provide your surgical care.

sn Surgical Associates of West Florida

Dedicated To Delivering Quality Surgical Care

Visit Our Web Site at www.WestFloridaSurgery.com

Countryside Location Dunedin Location Trinity Location Clearwater Location

1840 Mease Drive, Ste 301 646 Virginia Street, Suite 201 2102 Trinity Oaks Blvd, Suite 204 430 Morton Plant St, Suite 301
Safety Harbor, Florida 34695  Dunedin, Florida 34698 New Port Richey, Florida 34655 Clearwater, Florida 33756
(727) 712-3233, Phone (727) 712-3233, Phone (727) 712-3233, Phone (727)712-3233, Phone

(727) 712-1853, Fax (727) 712-1853, Fax (727) 712-1853, Fax (727)712-1853, Fax

Physician’s Initials
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GENERAL PATIENT / PHYSICIAN AGREEMENT

Please read the following paragraphs, initial below each paragraph that you have read, understand, and agree to the same.

CONFIDENTIALITY:

In an effort to provide the most efficient and effective healthcare, your treating physician will diagnose your illness according
to your complaints, symptoms, test results, and medical history. In order to treat the patient appropriately, the patient
understands and authorizes treating physician and/or facility to obtain any and all medical records relating to the patient and to
communicate with previous physicians by any method, and/or any physician that can assist with the care of the patient, as long
as confidentiality is kept at the physician level. I have read, understand, and agree with the above.

Patient/Guardian Initials: Date:

FAILURE TO FOLLOW PHYSICIAN ORDERS:

“Physician Orders” are meant to improve and/or resolve the patient’s medical condition and/or symptoms. The patient is
expected to follow orders given. In the event the patient does not follow orders given, the patient may be discharged from the
treating physician care and/or facility, thus releasing treating physician and/or facility from any injury or illness claim
resulting from the patient’s failure to follow orders. Not following orders given can included but is not limited to missing,
postponing or refusal of additional tests to rule out, confirm or discover illness. I have read, understand, and agree with the
above.

Patient/Guardian Initials: Date:

FORM COMPLETION POLICY
The ever increasing time and cost burden required to complete the multitude of forms being requested by our
patients requires Surgical Associates of West Florida to implement the following charge policy for all forms.

o A fee of $25.00 for each request
Forms that will be accessed a form completion fee include FMLA (Family & Medical Leave Act) forms, Disability forms,

Back-To-Work forms, and miscellaneous forms. Fees DO NOT apply to Surgical Associates of West Florida’s internal
forms, such as the patient questionnaire.

When your forms are completed, Surgical Associates of West Florida will contact you to let you know that your forms are
complete. Prior to the completed forms being distributed to patients, Surgical Associates of West Florida will collect the
related fee via cash, money order, personal check, credit card, or debit card (MasterCard or Visa logo).

Patient/Guardian Initials: Date:
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NOTICE OF PRIVACY PRACTICES

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

At Surgical Associates of West Florida, we have always kept your health information secure and confidential. The Health
Insurance Portability and Accountability Act requires us to continue maintaining your privacy, to give you this notice and to
follow the terms of this notice. The law permits us to use or disclose your health information to those involved in your
treatment. For example, reviews of your file by a specialist doctor whom we may involve in your care. We may use or
disclose your health information for payment of your services. For example, we may send a report of your progress to your
insurance company.

We may use or disclose your health information for our normal healthcare operations. For example, one of our staff will enter
your information into our computer. We may use your information to contact you. For example, we may send newsletters or
other information. We may also want to call and remind you about your appointments. If you are not home, we may leave
this information on your answering machine or with the person who answers the telephone. In an emergency, we may
disclose your health information to a family member or another person responsible for your care. We may release some or all
of your health information when required by law. If this practice is sold, your information will become the property of the
new owner.

Except as described above, this practice will not use or disclose your health information without your prior written
authorization. You may request in writing that we not use or disclose your health information as described above. We will let
you know if we can fulfill your request.

You have the right to transfer copies of your health information to another practice. We will mail your files for you. You
have a right to receive a copy of your health information, with a few exceptions. Please provide us with a written request
regarding the information you want to have copied, however, we may charge you a reasonable fee for the copies.

You have the right to request and amend your health information. Please provide us with your request to make changes in
writing. If you wish to include a statement in your file, please provide it to us in writing. We may or may not make the
changes that you request, but will be happy to include your statement in your file. If we agree to an amendment or change, we
will neither move nor alter earlier documents, but will add new information.

You have a right to receive a copy of this notice.

If we change any of the details of this notice, we will notify you of the changes in writing.

You may file a complaint with the Department of Health and Human Services, 200 Independence Avenue SW, Room 509F,
Washington, D.C. 20201. You will not be retaliated against for filing a complaint. However, before filing a complaint, or for
more information or assistance regarding your health information privacy, please contact our Officer Manager: Pam Taylor at

(727) 712-3233. This notice went into effect on April 14, 2003.

Acknowledgement: I have received a copy of Surgical Associates of West Florida’s Notice of Privacy Practice.

Patient / Guardian (Please Print Name) Patient / Guardian (Signature) Date
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AUTHORIZATION FOR RELEASE OF
MEDICAL INFORMATION

Patient Name:

Address:

City: State: Zip:

I hereby consent to the release and disclosure of my personal health information to:

Name (Individual or Organization):

Address:

City: State: Zip:

I authorize the use or disclosure of the above named individual’s health information as described below. Surgical
Associates of West Florida is authorized to make this disclosure for the purpose of :

Continuing Medical Care Personal Use
Information for Insurance Co. Information for Attorney
Other (please specify)

This authorization for release includes my personal health information consisting of:

Initial Evaluation Operative Reports Medical Status
Progress/Office Notes Discharge Summary Work Status
Diagnostic Imaging Reports Laboratory Reports

Other (please specify)

(initial) I have carefully read and understand the above statements, and do herein expressly and voluntarily consent to
disclose of the above information about or medical records of my medical condition to those persons or agencies named
above. I understand that the disclosure of my personal health information as provided for herein will now constitute an
authorized use or disclosure of my personal health information (PHI) pursuant to 45 C.F.R. § 164. I also understand, upon
disclosure to the above recipient, my PHI will no longer be protected by the federal regulations governing the privacy of
individual identifiable health information and that Surgical Associates of West Florida will not be able to restrict the
disclosure of the my PHI by the intended recipient who is not affiliated with Surgical Associates of West Florida.

This authorization will expire one vear from the date of this request. This authorization is not valid if not filled out
completely.

Signature of Patient, Guardian, or Personal Representative Date

Date of Birth:
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Patient Signature Date

Surgical Associates of West Florida
Communication Release Form

Patient Name (Printed)

In regards to my protected health information, | authorize SAWF to:
Check all that apply:

Call me at work. Phone #

Call me at home and leave message on voice mail. Phone #

Call my cell phone and leave voice mail. Phone #

Send message to my e-mail. E-mail address

Speak to the following family member(s) or friend(s):

Name Phone #
Name Phone #
Name Phone #

The above information can be changed at any time in writing by sending a letter to:
Surgical Associates of West Florida
1840 Mease Drive, Suite 301
Safety Harbor, FL 34695
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IMPORTANT NOTICE — PLEASE READ

Surgical Associates of West Florida

Surgical Assistants

What is a surgical assistant?

In almost every surgery there is a need for an assistant. Most of the surgeries performed by
our physicians are complex in nature and require more than one pair of hands. Your physician
will choose an appropriate assistant for your surgery.

Will my insurance cover the surgical assistant charges?

All surgery charges will be billed to your insurance carrier. Sometimes the assistant may not be
contracted with your insurance company and therefore, you may have additional costs. Please
understand that should your insurance deny payment on a surgical assist, you will be held
responsible for the unpaid balance.
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