Stephen J. Miller, MLD., P.A,
New Pﬁﬁenf Form

Patieat’s Full Name: N - o Age Sex:

Address:

Apt _ City: ______ '  State: ____m__,__ Zip Code:

Home Phene: _ o _ Work: | . Cell:

Social Secutity Namber: __

Date of Birth: Marital Status: Single Martied Divorced Widowed
E-Mail Address : . ‘ |

‘ PlaceofEmployment S L ' Phonc

Address: - YourPosition:

Name of Spouse/Nearest Relative: Relation;

H‘amé,i-’hone:-,_ U Other #: e

Emergency Contact:

Primary Doctor’s Name; __

Referring Physician: U - - - S

‘Wht'is the problem that you are conting to See the doctor for tod‘ay?ﬂ(ﬂ‘ea&e.sgeeiﬁr right or left side):

¥f the problem is related to an injury, please provide the following information:

NO  (fyes, please notify the frons desk)

- Date-of injury:

Did the injury oceur at woik?

T have reviewed the information on this form ful by -and cotnpletely, and cextify that I am the patient ot duly
authorized guardian and that the facts above are true to-the best of my knowledge. I ﬁnderstand that.even though
T may have insurance coverage, I am solely responsible: for paymer.t of service.

$1gnatureafPanent.orr,es.pansiblepartyi.. e, Date: _



Jate:

teason for today*s visit:
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Patient Narne! _ e

Anemia

. Blood Transfusion .
Cmcerf(:hemothefapyType/Lcrcatmn

Congenital Heart Defeqt
Emphysema

Heart Attack/ Stroke
HIVIAIDS

Miteal Valve Frdlapsa
Rheumatic/Scatler Faver
Uleers/Colitis

“Thyroid '

Gout

Blood Clots -

 Stroke/hendache! Seizure

Canger

_ Other serious medival condition:

Heart. Condmoanypertﬁnsiﬁn

Date:
D&fﬁ_ﬁ:
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ﬁeaﬂ Surgery/Facemaker

. Hemophilia

Hepatitis
High Biood Fressure
LowBlood Pressure

~ Arthritis
! Digbetly

Tnsulin: Dependent

_ omiyalga
'l’.' ub erculosis

Are you Currently Pragnanf

(Has parents or. sibhngs had")

Y N Emphysema
¥ N Disbetes ‘
Y N Thywid Disorder

Fathiei:

A Ahva

Mother:

Brother:
Blster:

HH

e

2 2 TZ

| List ALL medications you are curvently taking: . .
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N
N
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Asprin
Codeine
Tetrdcyctine
Bulpha

. Other:

LT

Drink Alpchel
Drug Abuse

- Weinhit

Packs per day:

Y- A

“Penicillin

Latex

; Emhmmyem
} ,,_-Indme

Datly Average Amouiit:

.. Pulse; Resp:

Maa



Qther

fOther .

Patient;_ sDate;
| Review of Systems -
Doyounow have any prohlems. reldted to the feﬂc,wmg systems? Circle Yas or Na
Cénstitutional Syniptoims T imegumemary B a
Féver Y- N SKin ragh * ) Y. N
Chills Y N Bolls Y N
Headache ¥ N Parsistentitch ¥
Other JOther . .
Eyes . f‘Muscqmske!atal ‘
v N | 5o v w
Jouble visior Y N Y N
Pain Y N Y N
Cfhver _ N j
Allerglc!fmmunoiogzc _ : EarfNosel“l’hmaﬂMouth .
Hay Fever Y N Ear infection - N '
Brug allergies . Y N Sorethrogt Y N
: ' Sintis problem ¥ N
Qther _____, Cther
Neurologica o ]  Genitourinary
Tremars Y. N .- § Uring retertion ¥ N
Dizzy spalis LY N £ Painful urination R N
i bnessmng!tng Y N ;.Qﬁ’naw'fmguemy ) Y N
Other . s §otner —
Endagrine . = ;Resialratuw .
Excessive thirst ¥ N § Wheezing ' Y N
| Taod toticokd ¥ N § Frequent cough Y N
. Tired/sluggish . Y N § Shortness of l:ireath Y N
Other __~ - i Other .
Gas&t;ﬁi'ntéstinéi ;’Hamatalogmlf.ymphaﬂc
Abdorminal pain Y N - Swollen glands Y i
Nausea/vomiting Y N | Blood olotfing pmblam Y K
Indigéstiontheartburn Y N |
Cither ‘ — 1 Other _ —
Cardiovascular | : § Psychiologic
Chast pain Y N | Are you unhappy with your life? ¥ N
Yarigose veins | ¥ N { Do:you feel sevargly depressad? ¥ N
High blood pressure ¥ N § Have you considered sulside? ¥ 0N




D S oo Dater |

X : | 7 — Date:,

Stephen; J. Miller, M.D., P.A. Financial Palicy

. Thank you for choosing Dr. Stephen Miller as your health care provider. We are committed to

providing you with the best possiblé care. The: following is a statement of our- financial policy
which we require you to read and sign prior to any treafivent. All patients must complete our
information and insurance forms before seeing the doctor

. PAYMENT 1S DUE AT THE TIME OF YOUR APPOINTMENT
¢« WE ACCEPT CASH, CHECKS, VISA/MASTERCARD, AMERICAN EXPRESS OR
~ DISCOVER. THERE IS A $20.00 DOLLAR RETURNED CI-IEGKFEE AND WE WILL

NO LONGER ACCEPT CHECKS IF YOURS IS RETURN

o PATIENT WITHOUT VALID INSURANCE COVERAGE OR. D WILL BE REQUIRED
TO LEAVE A $250.00 DEPOSIT PRIOR. TO SEE THE DOCTOR.

« YOU WILL BE BILLED A $25.00 CHARGE FOR APPQIN‘IMEHTS THAT ARE MADE
FOR YOU AND YOU DO NOT SHOW UP OR CANCEL THE APPOINTMENT.

As a courtesy to our patients, we accept ass:gnment of snsurance benefits, in most cases.
However, we do. require you fo pay your co-payiment, deductible or patient mspanszbility at the
time services are rendered. Any deductibles; co-payments, co-percentages and services not
goversd by your insurdnce company aré vour responsibility at thetime of yout visit. This includes
charges for office visits, supplies, and x-rays, Further, if your do not ebtam a referral for your
visit, you will be responsitile for the ha]anue of: ﬂle entire bill.

The adult aceompanymg a'minor and the parents (or legal guardian of the minot) are responsible
for full payment at'the time of service.

The medical blﬂﬁ inévirred in this office ate the sole responsibility of the:patient or legal guardian.
thereof regardess of insurance status. I understand that wnpaid ‘accounts willl be considered
default after 90 dayy of the date of treatment. In the event legal action is necessary to enforce
payment of meconut; I understand that T am redponsible for all attorney’s fees, collection
gs and cowt costs. Signing balow indicates that I understand and agree to this

~{Siguature of Pafiatt or Responsiblo Party)

Thereby duthorize payment to be made direetly to “Stephen.J. Miller, M.D., EA ” of beneﬁts due

to me from my insurance company. I understand that T.am ﬁnancxally respons:ble for charges not
covered by the insurance: company, 1 fiirther understand that if payment is sent to me by my
insurance-company, Fwill immediately pay “Stephen-J. Mlller, MD, P.A>

(Sigoature of Patient or’ Respnnsib!u Paﬂy}
L authorize the. release of any and all medical mfozmat:on to the: proper msurance company.

I hereby consent to treatment for myself or my child.

X e Date:




PA’ AC NT ormmncn OF PRIVACY PRACTICES AND
_ consm TO U&E AND DISCLOSE, HEALTH INFORMATION

review ifs praniicau hefore*signing mnumtf

b § nnderstsnd that 1 have the ﬂght to reqnut, now and 4n the: future, how protected health.
; : pseld to car treatment; payment and heslth care operatioss. 1
ic wot required. to ‘agree fo. my requested

:'Ynu must completo ﬂﬂs aeeﬁon of the form if not siguad and dated by the patient-or the patient's
‘representative, ,

Patient Name: o . Dateof Birth;

SoaaweeuﬂtyNumber . PhoneNumber: .

. Theiate thutyuu requ;ii.;.ii‘;‘f he signatare snddster . .
The reasons that the signature and davte werg not obretwed:




Date

"I have been informed that the office of Stephen J. Miller, M.D.,
P.A., will make every effort to schedule my MRV/Cat Scan/Lab
Work ‘However, I understand that if is ultimately” my
responsibility to make sufe that the test is completed. Further, I

- understand the importance of returning to Dr. Miller’s office for
my follow up appointment to discuss the test results,

I have read the above statement and I take full responsxbﬂﬂ;y for
my part in this treatment process.

%

 Patient/Gu wdian Signature

6280 Sunset Birive, Sulte: 200 South Miar, Florida 33143
Telephione: 305:668-5636 Faw: ANBARRRKRRD



PHARMACY

STEPHEN J. MILLER, M.D., P:A.

-, Surgery of the Had-and Upper Extremity:
Diplomate, Amigrican Board of OrthopagdicSurgery

- Pharmacy Name: _ .

Address: ...

Telephone:

6280 Sunset Dirlve, Stifte. 200 South Miami, Florida 13243

Talsriisve TORERR. BRI Davs T ERE i



