PERSONAL INFORMATION (Please Print)
Name: Date:
Date of Birth: / / Age: M/F: Social Secunity # . .

Address: City: Zip Code:
Phone: Home #: { ) Cell #: { )

Employer: Work Phone #:
Employer Address:

Marital Status: {1 Single 01 Married [t Child 0 Widowed O Divorced

Complete if under 18 years or a Student

Father: Employer: Phone #:
Address/Phone # (if Different):

Mother: Employer: Phone #:

Address/Phone # (if different):

Referred by: 1 Friend/Relative: 2 Doctor:

{1 Yellow Pages [l Insurance Participating [. Other:

INSURANCE INFORMATION (Insurance Card(s) will be copied at Time of Appointment)

1 Pnmary Insurance O Secondary Insurance

Insured Relationship Date of Birth
Are you personally responsible for the payment of your fees? O Yes O No  If not, who is?
Name: Relationship: Phone #:
Address (if different):

Who to notify in case of emergency (nearest relative of friend)

Name: Relationship: Phone #;

FINANCIAL ASSIGNMENT AND AGREEMENT:

1. Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for
payment. Some insurance companies pay fixed allowances for certain procedures, and others pay a percentage
of the charge. It is your responsibility to pay any co-pay, deductible amount, co-insurance, or any other balance not
paid for by your insurance company.
2. In Order To Control Your Cost of Billing, We Request that all ce-pays, deductible amount, and ce-insurance Be Paid At the
Conclusion of Each Visit, unless previous arrangements were made prior to your visit. (See Billing Representative)
I request that payment of authorized Medicare and/or insurance benefits be made on my behalf for any services furnished to me.
I authorize any holder of medical information about me to release to the Health Care Financing Administration, its agents, or any
Insurance carrier [ may have, any information needed to determine these benefits or the benefits payable for related services.
4. This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is 1o be considered as
valid as an original. [ understand that I am financially responsible for all charges whether or not paid by said insurance. |
hereby authorize said assignee to release all information necessary to secure the payment.

[

Pattent Signature Date:
{Or Parent if patienit 1s a minor)

Mark W. Minor, MD * 2290 W. Eau Gallie Blvd, Ste 205, Melbourne FL 32935 * (321) 757-5550 * (321) 255-5552/Fax




Mark W. Minor, M.D.

TO BE COMPLETED BY PATIENT ALLERGIC PROBLEMS
YES NO (Check all items)
NAME AGE Asthma
BIRTHDATE OCCUPATION Hospital visits for Asthma
HOBBIES Any other breathing problems
DESCRIBE THE REASON FOR YOUR VISIT Hay fever (runny, stuffy,

itchy nose, sneezing)

Hives or swelling

HAVE YOU HAD A PAST ALLERGY WORK UP? YEAR Eczema or other rashes

DOCTOR WHERE Frequent infections

RESULT: INJECTIONS? HOW LONG? HELPFUL? Food reactions

SPECIAL DIET: Drug reactions
SUCCESSFUL? Insect reactions

INSECT ALLERGY Latex Allergy

DATE OF INSECT STING Previous sinus x-rays

LOCATION OF STING
REACTION(HOW SOON AFTER STING)
TYPE OF TREATMENT FOR PREVIOUS STING REACTIONS

SNBEZENG .coooinnnns annd) ] (MR [ 1] [ 1]
ITCHY EYES ....oovvsmreminensf ddives [ ] ERE [ ] [ 1]
FTCHENORE 1 .covivahvnibvaniid [ 1] L) [ ] =" ]
TTEHYSRHROAT . ... o s oy | fsd F* & =]
BTHEEYNOSE ..coioionescers sotiin [ 1] [ ] F -] [ ]
RUNNY NOSE ... e ] [ ] [ ] [ 1]
COUGH ......ooovieieeiieeaeas e, [ 1 [ 1 [ 1] [ 1]
WORSE WITH EXERCISE/ACTIVITY fakil e =] [ 1]
WORSE AT NIGHT [ ] [ 1] [ o5l [ 1]
WHEEZE IN CHEST .......... ....... T | [ 1] [ 1 [ ]
BYE IRRITATION ..o 505 [ 1 L4 'S [ 1
POSTNASALDRIP ............ ....... [ 1 [ ] [ ] [ 1]
SORE THROAT ......cociiiiinv csvins [ ] [ ] [ ] [ ]
MUCUS ...oooneeieeeeeeeeeiieeee e [ 1] i =] [ ] g |5
CLEARING OF THROAT .... ....... [ ] [ 1] [ ] [ ]
HOARSENESS .......cccvoevevnnnnnnnn, [ 1] [ 1] [ ] [ 1]
RASH ..o e, i iy [ ] [ 1 [ 1]

Do you wheeze?

Do you cough?
Color of sputum (cough secretions) SENSE OF SMELL
Is there chest pain? HEADACHES

DISCOLORED NASAL DRAINAGE
Any weight change in the past 6 months?

Describe any food reactions:




[ ] INDOOR DUSTS [ ] ANIMALS

[ ] OUTDOOR DUSTS [ ] INSECTICIDES

[ ] FUMES [ ] DETERGENTS

[ ] DAMPNESS [ ] PAINTS

[ ] MILDEW [ ] CHALK

[ ] CHEMICALS [ ] ODORS

[ ] COSMETICS [ ] OTHER:

[ ] TOBACCO SMOKE

Age of home you live in [ JHouse [ JApt. [ ]

Your home is in the: [ ] City [ ] Country

Cooling athome: [ ] Air Conditioner [ 1 Water Cooler
Heating: [ ] Forcedair(gas) [ ] Electric [ ] Wood
Filters changed: [ 1 Regularly [ ] Irregularly

Number of beds in bedroom:

Type of bed(s): [ ] Springs [ 1 Waterbed

How old is mattress?

Pillows: [ ] Synthetic [ ] Feather

Is there carpeting in bedroom? if so, how old?

How dusty isbedroom? [ ] Not [ ] Somewhat [ | Very
How cluttered is bedroom? [ ] Not [ ] Somewhat [ ] Very

City, State
Significant illnesses the first year of life

Birth weight

[ ]HOUSE DUST [ ]FOODS [ ] DAMPNESS

[ ]TREES [ JCOSMETICS [ ]DRYNESS

[ ] WEEDS [ 1GARAGE [ ]TOBACCO

[ ]GRASSES [ JOPENFIELDS [ ]CLOTHING

[ ]FLOWERS [ ]ALCOHOL [ ]FARMS

[ ]MOLDS [ ]ODORS [ ] WEATHER CHANGE

[ ]ANIMALS [ ]SUN [ ] TEMPERATURE CHANGE
[ ]UPSET FEELINGS [ ]OTHER

SURGERY

ALLERGIES

MEDICATIONS

ILLNESSES:

[ 1Glaucoma [ ]Diabetes

[ ]Kidney trouble [ ]Heart Trouble
[ ] Ulcer [ ] Measles

[ ] Heartburn [ ] Chicken Pox
[

e — — —

] High Blood Pressure

] HEAT
] COLD

] WIND

] ASPIRIN

] SULFITES
1 MSG

Types of animals

How much indoor contact? Outdoor contact?

Number of years smoked Average packs/day Date stopped

Do you have smokers cough? Does anyone in the family smoke?

Who? Most recent chest x-ray

Alcohol consumption per week

What season(s) is condition WORSE?

What season(s) is condition BETTER?

MOTHER

Approximately total days absent from school or work in the past 12 months due to illness?

Condition is worse [ ] Day [ ]Night [ ]Indoors [ ] Outdoors

FATHER

Hay Fever

Asthma Sinus Headaches

Food




MEDICAL ASSOCIATES A Multi-Specialty Group Practice
e OF BREVARD, PA. MARK W. MINOR, M.D.

BOARD CERTIFIED INTERNAL MEDICINE
ALLERGY AND IMMUNOLOGY

Patient Name

As a courtesy to you, we send copies of your records to doctors who have referred you to this
office, doctors to whom we have referred you, and doctors who provide your primary care.
Please tell us how we can best serve you.

Send copies of my records to:

Do not send my records to any doctor unless I sign a release form.

Signature Date

Witness Date

2290 W. Eau Gallie Blvd., Suite 205 * Melbourne, Florida 32935 « (321) 757-5550 * Fax (321) 255-5552




MEDICAL ASSOCIATES A Multi-Specialty Group Practice

OF BREVARD, P.A. MARK W. MINOR, M.D.

BOARD CERTIFIED INTERNAL MEDICINE
ALLERGY AND IMMUNOLOGY

NOTICE OF PRIVACY PRACTICE

Dear Patient:

This office gives a “Notice of Privacy Practice” to each individual we treat. This notice describes how health information
about you may be used and disclosed and how you can get access to this information. This notice is mandated by HIPAA
(Health Insurance Portability and Accountability Act).

The government has sought to standardize and protect the privacy of each individual’s healthcare information in this age of
electronic exchange. This has challenged our office to review not only how information is used within our computers but also
with the internet, phone, faxes, copy machines and charts. It has disciplined us to put in writing the policies and procedures
we use to ensure the protection of your health information.

We want you to know about these policies and procedures, which we developed to make sure that your health information will
not be shared with anyone who does not require it. Our office is subject to State and Federal laws regarding the confidentiality
of your health information and in keeping with these laws, we want you to understand our procedures and your right as a
patient.

We will use and communicate your HEALTH INFORMATION only for the purposes of providing you treatment, obtaining
payment, and conducting health care operations. Your health information will not be used for other purposes unless we have
asked for and been given your written permission.

HOW YOUR HEALTH INFORMATION MAY BE USED

TO PROVIDE TREATMENT

We will use your information within our office to provide you with the best care possible. This may include administrative
and clinical procedures designed to optimize scheduling and coordination of care between physician, nurse, medical assistant,
and business office staff. In addition we may share your health information with referring physicians, clinical and pathology
laboratories, pharmacies, diagnostic facilities, or other health care personnel providing you treatment.

TO OBTAIN PAYMENT

We may include your health information, with an invoice, to collect payment for treatment you receive in our office. We may
do this with insurance forms filed for you in the mail or sent electronically. We will be sure to only work with companies with
a similar commitment to the security of your health information.

TO CONDUCT HEALTHCARE OPERATIONS

Your health information may be used during performance evaluations of our staff. Health information may be included in
training programs for students, intern, associates and business and clinical employees. It is also possible that health
information will be disclosed during audits by insurance companies or government appointed agencies, as part of their quality
assurance and compliance reviews. Your health information may be reviewed during the routine process of certification,
licensing, or credentialing activities.

IN PATIENT REMINDERS

Because we believe regular care is very important to your health, we will remind you of a scheduled appointment or that it is
time for you to contact us to make an appointment. Additionally, we may contact you to follow up on your care and inform
you of treatment options or services that may be of interest to you.

These communications are an important part of our practice to ensure that our patients receive the best preventative and
curative care we can provide. They may include cards, letters, telephone reminders, or electronic reminders such as e-mail
(unless you tell us that you do not want to receive these reminders).

ABUSE OR NEGLECT
We will notify government authorities if we believe the patient is a victim of abuse. neglect or domestic violence. We will

make this disclosure only when we are compelled by our ethical judgment, when we believe we are specifically required or
authorized by law or with the patient’s agreement.

2290 W. Eau Gallie Blvd., Suite 205 * Melbourne, Florida 32935 « (321) 757-5550 * Fax (321) 255-5552










