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Nephrology — Hypertension of Naples, P.L.
PATIENT INFORMATION SHEET  DATE:

LAST NAME FIRST NAME MIDDLE INITAL PATIENT ID # (to be filled out by office staff)
/ /

PATE OF BIRTH S0CIAL SECURITY NUMBER AGE SEX MARITAL STATUS

ADDRESS STREET APT. # cITy STATE ZIP

( ) . — _ ___

HOME PHONE CELL REFERRING PHYSICIAN PRIMARY CARE PHYSICIAN

SECONDARY ADDRESS: STREET iy STATE ZiP

DO YOU LIVE HERE: FULL TIME OR PART TIME. If Patt time, how may months?

EMERGENCY CONTACT RELATIONSHIP EMERGENCY

NEAREST FRIEND OR RELATIVE NOT RESIBING WITH YOU RELATIONSHIP TC PATIENT PHONE

PHARMACY MOST COMMONLY USED PHONE

PRESCRIPTION DRUG COVERAGE PLAN:

MEDICAL INSURANCE INFORMATION — Please show the receptionist your card.

PRIMARY CARRIER SECONDARY CARRIER

SUBSCRIBER NAME DATE OF BIRTH SUBSCRIBER NAME DATE OF BIRTH
SGCIAL SECURITY NUMBER RELATIONSHIP TO PATIENT SOCIAL SECURITY NUMBER  RELATIONSHIP TG PATIENT
INSURANCE COMPANY POLICY # GROUP # INSURANCE COMPANY POLICY # GROUP #
COMPANY ADDRESS PHONE NUMBER COMPANY ADDRESS PHONE NUMBER
FINANCIAL AGREEMENT:

|/ We {Patient) and {Guarantor) agree to be

financially responsible for the cost of all medical services rendered to the Patient by Nephrology-Hypertension of Naples, P.L. The cost of these services
shall be in accordance with the fee schedule in effect at the time of service. The undersigned agree(s) to pay, in addition to the dactor's fees, any and all
costs of collecting the amount due on that date. |/ We acknowledge receipt of a copy of this agreement and fully agree to and understand the condition
set forth regardiess of any insurance coverage, court litigation, or other party involvernent.

NOTE: Nephrology-Hypertension of Naples, PL will bill your primary insurance. If the information given to the office is no longer valid, or has been
provided o us incorrectly, you will be responsible for alt charges incurred at the time of service, You will also be responsible for any non-covered service
by your insurance company. You agree to cover these charges regardless of any insurance coverage, court litigation, or other party involvement.

SIGNATURE OF PATIENT (OR LEGAL GUARDIAN) DATE

WITNESS DATE



To All ’Nephrolg'gv Hypertension of Naples PL Patients -

Starting J anuéry 1, 2011 our office will incorporate a new policy.

BLOOD WORK OR RADIOLOGY RESULTS OR REPORTS
WILL NOT BE GIVEN OVER THE TELEPHONE
TO ANY PATIENT.

Your laboratory and/or radiology results and reports
will be discussed with you in person
on the date you have scheduled your follow up office visit, unless Dr. Sterrett dzscusses
. otherwise.

- Your reports will not be available before that time, unless there is an urgent reason
and immediate action is required,-or Dr. Sterrett has made other arrangements.
In that event the ofﬁce will contact you.

If you would like a copy of your results on the day of your visit, feel free to ask one of

our associates or the doctor, and we will be happy to provide you with them.
Thank-you for your understanding.

Please sign in acknowledgement below:

X e : “Date:




Nephrology-Hypertension of Naples, PL
6101 Pine Ridge Road Desk 32

Naples, FL. 34119

(239) 348-8804

(239) 348-8836 (fax)

RELEASE OF HEALTH REIATED INFORMATION

Patient Name:
Patient ID #:

I authorize Nephrology-Hypertension of Naples, PL to release information
about my health condition to the following family members/ friends:

Name Relationship

I authorize Nephrology-Hypertension of Naples, PL to leave messages on
my answering machine/ voice mail regarding health information and/or
reminder calls for my appointments.

O YES o NO
Please sign below:
Name Date Witness Date

Legal Representative/Guardian  Date



Nephrology-Hyvpertension of Naples, PL
6101 Pine Ridge Road Desk 32

Naples, FL 34119
Phone: (239) 348-8804
Fax: (239) 348-8836

AUTHORIZATION TO RELEASE OR OBTAIN MEDICAL RECORDS

Date:

I Authorize

To release information from the medical record of:

Name:
DOB:
SSN:
TO: Nephrology-Hypertension of Naples, PL,
6101 Pine Ridge Rd, Desk 32
Naples, F1. 34119

Phone: 239-348-8804
Fax: 239-348-8836
Information to be released:

Complete medical file excluding psychiatric, substance abuse, HIV/AIDS related information.

Complete medical file including psychiatric, substance abuse, HIV/AIDS related information.

Other:
Patients Signature: Date:
Patients Legal Representative: Relationship to Patient:

Witness:

It iz my intent that information furnished is probibited for any purpose sther than for the purpose state abore. I understand I mray revoke this consent at any time
befare the infermarion has been released. AL copy of this authorization will be accepted as the original. 1 authorize the lisied parties to release or olbtain records
Jramf to the partier Bsted above, and thus relase the arganization vorhiying with this request of all resporsibility for loss of confidentiality by access andf or copies

of records. This request will expire mithin 180 days of its signed date.



Nephrology-Hypertension of Naples, PL
6101 Pine Ridge Road  Desk 32

Naples, FI, 34119
Phone: (239) 348-8804
Fax: (239) 348-8836

AUTHORIZATION TO RELEASE OR OBTAIN MEDICAL RECORDS

Date:
I Authorize Nephrology-Hypertension of Naples, PL
6101 Pine Ridge Rd, Desk 32
Naples, FI1. 34119

Phone: 239-348-8804
Fax: 239-348-8836

To release information from the medical record of:

Name:

DOB:

SSN:

Reason:

Seasonal / Seeing another physician
Permanently leaving Practice
Referral

Other:

oo

TO:

Phone: Fax:

Patient’s Signature: Date:

Patient’s Legal Representative: Relationship to Padent:

Witness:

Please allow 48-72 hours for request to be completed. If you have any questions or need

this to be completed immediately, please contact the office.

B is my duteatt that informetion furaished is probibiied for any parpose other than far the purpose stated abore and that 1he recpient is probibited from disclosing rhis information to
any ether parfy to whone disclosiere is nat necesseny or reguaved for the prrpese stated above. I nndersiaud I may reroke this conseit af any tiwe before the information bas been
rebeased, A capy of this authorisation ¥ be aecepred as the original, 1 aitborvise the Sxted parsies 1o velease or obiain records fronsf fo the parsies sted aboze, and this release the
arganiation complying with vhis request of afl respousibility for toss of confidentiafity by access andf or tapies of records rebeased in compliancs to this mitharization. 1 Jurther direct

that i phatacepy of this antborigaiion be grauted the same anthority as the eriginal. This request wild expive within 180 days of its signed dote.



Nephrology-Hypertension of Naples, PL
6101 Pine Ridge Road  Desk 32
Naples, FI. 34119
Phone: (239) 348-8804
Fax: (239) 348-883¢

AUTHORIZATION TO RELEASE OR OBTAIN MEDICAL RECORDS

Date:

I Authorize:

HMA, Physicians Regional Medical Center Pine Ridge,

Physicians Regional Medical Center Collier Bivd,

Physicians Regional Medical Group, James Reid Sterrett, MD

To release information from the medical record of:

Name:
DOB:
SSN:
TO: Nephrology-Hypertension of Naples, PL.
6101 Pine Ridge Rd, Desk 32
Naples, F1. 34119

Phone: 239-348.-8804
Fax: 239-348-8830
Information to be released:

Complete medical file excluding psychiatric, substance abuse, HIV/AIDS related information.

Complete medical file including psychiatric, substance abuse, HIV/AIDS related information.

Other:
Patients Signature: Date:
Patients Legal Representative: Relationship to Patient:

Witness:

It s myy intent that information firnished is probibited for any purpose other than for the purpose siated above and that the recipient is probibited from diselosing
this informaltion to any other party to whom discloinre is not mecessary or requived for the purpose stated above. T understand I may revoke this consent at ary lime
before the information has been released. A copy of this anthorication will be avcepied av the original. I anthoricy the listed parties to refease or ablaci records
[from/ ta the parties listed above, and thus refease the organizution complying with this request of all responsibility for foss of confidentiality by access and{ or copies
af records releaved si compliance to thiy authorization. I further direct rhat a photocopy of this authorization be granted the same anthority as the eriginal, This

request will expire within 180 dayy of its signed date.



