 FIRST COAST PULMONARY ASSOCIATES, P.A

Bernard R. Borbely, MD * Martin A. Kubiet, MD  * Ramzi M. Shaqareq, MD  

FIRST COAST MEDICAL ASSOCIATES

100 Whetstone Place, Suite 208                         6 Florida Park Drive N. Suite B
St Augustine, FL 32086                                      Palm Coast, Fl 32137

904-819-6800                                                          386-986-1422

PLEASE HAVE YOUR INSURANCE CARD READY FOR PHOTOCOPING.  

 ALL REFERRAL INFORMATION IS TO BE PROVIDED PRIOR TO YOUR APPOINTMENT.

Please Fill out Completely 

PATIENT INFORMATION 

NAME _______________________________          HOME PHONE ____________________________

STREET ADDRESS_____________________         WORK PHONE ____________________________

_____________________________________           CELL PHONE   ____________________________

CITY ____________STATE_______ZIP______       DATE OF BIRTH_____/_____/_____SEX_______

EMPLOYER/SCHOOL____________________      SOCIAL SEC.#  _________/_________/_________

OCCUPATION ___________________________   REFERRED BY_____________________________
MARITAL STATUS       S     M     W     D                DRIVERS LICENSE :________________________         PRIMARY CARE PHYSICIAN___________________________________________________________         

EMERGENCY CONTACT________________PHONE #_________________RELATIONSHIP_______

RACE:         American Indian or Alaskan Native        Asian         African American        Caucasian        Other 

                     Declined        Pacific Islander  

Ethnicity:         Hispanic         Non Hispanic         Declined

SPOUSE’S INFORMATION

PARENT’S INFORMATION, IF PATIENT IS A MINOR

NAME_______________________________           HOME PHONE_____________________________

STREET ADDRESS____________________          WORK PHONE_____________________________

CITY______________STATE_____ZIP______       DATE OF BIRTH_______/______/_______

EMPLOYER___________________________           

INSURANCE INFORMATION

PRIMARY INSURANCE COMPANY___________________________________________________
ID#_______________________________________       GROUP# _______________________________
NAME OF INSURED__________________________RELATIONSHIP TO PATIENT  _____________

SECONDARY INSURANCE_________________________________
ID#_______________________________________       GROUP # _______________________________
NAME OF INSURED_________________________RELATIONSHIP TO PATIENT_______________

Pharmacy of choice:__________________________________________
PATIENT’S NAME: ___________________________________

PLEASE LIST ANY AND ALL PERSON / PERSONS WHO WE ARE ALLOWED TO DISCUSS YOUR MEDICAL RECORDS WITH:

1._____________________________________
  2. ________________________________________

3._____________________________________         4.________________________________________

We would like to give our patients the opportunity to freely understand our office financial procedures.  ALL CO-PAYS, COINSURANCE, AND/OR DEDUCTIBLES ARE TO BE PAID AT TIME OF SERVICE.   Our Patients will be responsible for any non-covered charges.
AUTHORIZATION TO RELEASE INFORMATION: I authorize the release of any medical information, including information related to psychiatric care, drug & alcohol abuse and HIV/AIDS confidential information, necessary to process insurance claims or any medical information that is needed for any utilization review or quality assurance activities.

Signature_______________________________      Date________________________________

Relationship if not patient_________________________________

ASSIGNMENT:  I assign all medical and or surgical benefits including major medical benefits to which I am entitled to First Coast Pulmonary Assoc., P.A., on behalf of Dr. Borbely, Dr. Kubiet, Dr. Shaqareq, 
Dr. Ta. This assignment will remain in effect until revoked by me in writing.  A photocopy of this authorization shall be considered as effective and valid as the original.  I understand that I am financially responsible for any non-covered charges
Signature______________________________       Date_________________________________

Relationship if not patient___________________________________ 

PLEASE LIST ANY & ALL MEDICATIONS & DOSAGE YOU ARE CURRENTLY TAKING BELOW: (example: Lipitor 10mg 1 per day)

PLEASE LIST ANY ALLERGIES YOU HAVE TO MEDICATIONS BELOW:
