Lake Internal Medicine Associates
Lake Family Wellness

Robin Nielsen, APRN 2101 Prevatt Street
Elizabeth Shirley, APRN Eustis, FL 32726
Tina Walker, APRN Phone (352) 589-4774
Patient’s Name: . Date of Birth: Date:
Patient’s Preferred Local Pharmacy: Preferred Mail Pharmacy:

Birth and Development:
Birth Weight Ll vaginalbirth [ c-section/for what reason

LI fullterm [ premature/weeks gestation [1 oxygen needed at birth/how long

L] baby jaundiced/yellow [ antibiotics given in nursery/for what

Age when 1" walked: Speaking ability for age: (] average [ above average [ below average

Are there any other problems or concerns we should know about regarding birth or development:

Patient’s Past Medical History:
Patient’s Significant Health Problems:

Patient’s Hospitalizations (Please list reason for hospitalization, date and hospital)

Childhood liinesses in Family (Please list type of family member also ~ grandparent, parent)

Allergies to medications LY  [OON  Hyes, pleaselist

Allergies to food Oy [ON  IHyes, please list

Airborne allergies Oy [ON  Ifyes, please list
Hospitalizations Oy [ON  ifyes, for what and dates
Serious accidents oy [JN Ifyes, injuries and dates
Operations y [IN Ifyes, please list with dates
Ear Infections Yy [ON  Ifyes, how often and last date
Pneumonia Yy [IN Ifyes, please list dates
Bronchitis Ly L[IN  Ifyes, please list dates
Asthma LY LIN  Ifyes, age when first diagnosed
Urinary tract infection Yy [ON Ifyes, please list dates
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Lake Internal Medicine Associates
Lake Family Wellness

Robin Nielsen, APRN 2101 Prevatt Strest
Elizabeth Shirley, APRN Eustis, FL 32726
Tina Walker, APRN Phone (352) 589-4774
Patient’s Name: Date of Birth:

Medications (Please list all medications/supplements with dosage and frequency):

Current Formula;

Formula tried/failed in the past:

Allergies to Medications:

Patient’s Family History:
Br s & Sisters Birth Dates School a Health Problems

Allergies/ Hay Fever Thyroid Disease

Cystic Fibrosis Kidney Disease

Tuberculosis TB Bleeding Disorder/hemophilia

Lung Disease Sickle Cell Disease or Trait

Heart Disease Cancer

Intellectual Disability Childhood Onset Diabetes

Mental lllness Adult Onset Diabetes

Seizures Other Diseases

Social History:

Are parents [ married [ divorced/if divorced who has custody [ separated [ single

Where do you live? ] apartment [ single-family home [ with relatives [ with friends

Does your home have [ window air conditioning [J central heat/air [ space heaters [] wood heating
[ city water/what city Tl wellwater [ bottled water [ bottled water
[J pets in home/if yes what kind and how many
1 smokers in the home/if yes who
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Lake Internal Medicine Associates
Lake Family Wellness

Robin Nielsen, APRN 2101 Prevatt Street
Elizabeth Shirley, APRN Eustis, FL. 32726
Tina Walker, APRN Phone (352) 589-4774
Patient’s Name: Date of Birth:

Any Current Concerns you would like to discuss:
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Lake Internal Medicine Associates
Lake Family Weliness

Robin Nielsen, APRN 2101 Prevatt Street
Elizabeth Shirley, APRN Eustis, FL 32726
Tina Walker, APRN Phone (352) 589-4774

ANNUAL CONSENT FORM FOR TREATMENT OF MINOR CHILD (UNDER AGE 18)

The state of Florida has enacted a new law that imposes additional obligations on healthcare providers when
obtaining consent to treat a minor child. This form seeks to comply with our obligations under this new law,
including obtaining written consent to prescribe, where medically indicated, medical drugs needed by minor child
identified below. The new law also states that written consent must be obtained from a parent who has legal
custody of the minor child or is the legal guardian of the minor child.

By signing below, | represent that | am either a parent with legal custody or the legal guardian of the minor
child named below.

| give Lake Internal Medicine, nurse practitioners, other medical professionals, students, and Lake Internal
Medicine employees, contractors, and personnel consent to provide, solicit and arrange for health care services,
and prescribe medicinal drugs when necessary, to the minor child named below.

**Note - {/we have been informed that medical care and treatment of my/our child at well exams and other times
deemed necessary, typically include, as determined by the health care practitioner, a full physical examination
including an external genital examination. Florida Statues Section 456.51 {Consent for Pelvic Examinations)
requires written consent by the patient or the patient’s legal representative before a health care practitioner may
perform any type of pelvic examination on a patient including an external genital examination. This Permission to
Treat expresses my/our consent that an external genital exam may be performed on my/our child/children as part
of their medical care and treatment.

THIS CONSENT FORM HAS BEEN EXPLAINED TO ME AND MY QUESTIONS HAVE BEEN ANSWERED.
Name of Minor:

First Name: Last Name:
Date of Birth of Minor: Age of Minor:

Name of Parent/Legal Guardian:
First Name: Last Name:
Relationship to Patient:

Signature Date
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Lake Internal Medicine Associates
Lake Family Wellness

Robin Nielsen, APRN 2101 Prevatt Street
Elizabeth Shirley, APRN Eustis, FL. 32726
Tina Walker, APRN Phone (352) 589-4774

Complete section or cross out any section that is not wanted.

Section 1: Authorization to Leave Medical Information on Voicemail
I authorize Lake Internal Medicine (Robin Nielsen APRN, Elizabeth Shirley APRN, Tina Walker APRN) to leave any
medical information about myself/my child on my voicemail.

Signature Date:
Print Name: Relationship to Patient

Section 2: Authorization to Share Medical information

If you are unable to attend your child’s appointment, we must have written authorization for anyone besides the
documented parents or guardians, unless they are listed below. If they are not listed below, a new, signed consent
must be brought to the appointment, with the patient, authorizing this person to bring the patient for treatment. If
this is to be temporary, please note the end date.

All individuals must bring a proper ID. There are no exceptions.

By allowing someone else to bring my child in, | am acknowledging that ! am giving the consent to make medical
decisions for this appointment.  will not hold Lake Internal Medicine (Robin Nielsen APRN, Elizabeth Shirley
APRN, Tina Walker APRN) responsible for any medical decision made on my behalf by the listed individuals.
Initial here

| authorize Lake Internal Medicine (Robin Nielsen APRN, Elizabeth Shirley APRN, Tina Walker APRN) to share my
child/child’s medical records with the following persons and/or authorize this person to brig my child to Lake
Internal Medicine for treatment.

Authorize to Share copies of  Expiration
Bring In Med Records Annual (circle)
Name Relationship Yes/No Yes/No Exp Annual
Name Relationship Yes/No Yes/No Exp Annual
Name Relationship Yes/No Yes/No Exp Annual
Name Relationship Yes/No Yes/No  Exp Annual

B R R R R R e e R R e R b b S R R b ek S e R R e R b R R Rt e L e T

I am the parent or legal guardian for this child and | understand that if | want to change this authorization to include
or exciude anyone or anything, at any time, | need to fill out a new authorization form and have it placed in my
child/child’s chart.

Patient Name: Date of Birth:
Parent/Guardian Name: Relationship to Patient:
Signature: Date:
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PLEASE COMPLETE ALL QUESTIONS. PLEASE PRINT.

Child’s Name:

DATE:

Child’s Street Address:

Child’s Date of Birth:

Child’s Social Security #:

Child’'s Race:

Child’s Sex: Male/Female/ Other

Child’s Religion:

Ethnicity:

Guardian/Mother’s Name:

Preferred Language:

Child’s Place of Birth:

Child’s School/Daycare:

Address:

Driver’s Lic #

Employer/job Title

Address:

DOB: SS #:
Phone
State Alternate Phone
Work Phone
Guardian/Father’s Name DOB SS#
Phone
State Alternate Phone

Driver’s Lic #

Employer/job Title

Work Phone

Email Address (Please Print):

Party Responsible for Payment (otherthaninsurance):

EMERGENCY CONTACT INFORMATION: This person is for emergency contact when you and/or your
spouse/significant other cannot be reached. THIS PERSON SHOULD NOT LIVE WITH YOU OR SHARE A
PHONE NUMBER WITH YOU.

Name: Relationship to You:
Complete Address:
Home Phone: Work Phone: Cell Phone:




Lake internal Medicine Associates
Lake Family Wellness

Robin Nielsen, APRN 2101 Prevatt Street
Elizabeth Shirley, APRN Eustis, FL 32726
Tina Walker, APRN Phone (352) 589-4774

LIFETIME INSURANCE AUTHORIZATION
GUARANTEE OF PAYMENT

Patient’s Name: Date of Birth:
Insured’s Name: Date of Birth:
Insurance Company Name:

**Copy of card will be collected**
| authorize Lake internal Medicine Associates to file my/my child’s insurance.

I request that payment of all authorized benefits be made either to me or on my behalf to
Lake Internal Medicine Associates for any services rendered. | authorize any holder of
medical information about me to release to my insurance company and it’s agents any
information needed to determine these benefits.

I understand that my signature requests that payment be made and authorizes release of
medical information necessary to pay the claim. If payment has been made by me for this
claim, benefits should be sent to me; but medical information necessary to process this
claim may be released to my insurance company.

lunderstand and agree that | am responsible for any deductibles or fees that my insurance
company does not pay. If my insurance company pays me directly, | agree to immediately
forward the total payment to Lake Internal Medicine Associates. | understand that any
portion of a claim that my insurance does not pay is my responsibility.

If 1 do not have insurance, at the time of service, | agree to pay Lake Internal Medicine

Associates directly for services rendered at the time of service unless arrangements have
been made ahead of time.

Insured’s or Authorized Person’s Signature:

Printed Name: Date:




Lake Internal Medicine Associates

Lake Family Wellness
Robin Nielsen, APRN 2101 Prevatt Street
Elizabeth Shirley, APRN Eustis, FL 32726
Tina Walker, APRN Phone (352) 589-4774

Patient Email Documentation

The following information applies to Email communication with Lake Internal Medicine
Associates/Lake Family Wellness:

1. The office will not communicate any HIPAA protected information via regular email. This
may include, but not be limited to, the following types of items:

%+ Office progress notes

% Consultation reports

% Lab reports

% Xray reports

*+ Prescription information

2. The office may communicate non-HIPAA protected information via regular email. This
could include items such as:
++ Notification to check the Patient Portal
¢ Patient educational material or links to educational material

% Notification for general information such as: Flu shots are available

3. Patients will not be able to communicate with the office through regular email. You can
communicate with the office by message through our patient portal.

4. It will be the responsibility of the patient to notify the office if your email address is
discontinued or changed.

Please PRINT your email address:

Patient Printed Name

Patient Signature Date



