












PLEASE COMPLETE ALL QUESTIONS.  PLEASE PRINT.
 
 
NAME: ____________________________________________________  DATE: __________________ 
 
Florida Street Address: __________________________________________________________________ 
 

City: ______________________  State: _________________  Zip Code: __________ 
 

Home Phone: _______________________________     Cell Phone: ______________________________ 
 

 
 

 
 
 
Northern Street Address: ________________________________________________________________ 
 
City: _______________________ State: ________ Zip Code:_____________ Phone: _______________ 
 
 
Email Address (Please Print): ____________________________________________________________ 
 
Preferred Pharmacy (including city): _______________________________________________________ 
 
 
 
Race: _______________  Ethnicity: ____________________ Preferred Language: __________________ 
 

Date of Birth: ____________________ Marital Status: _________________ 
 

Social Security  #: __________________Medicare  #:___________________ 
 
 
 
Employer Name and Address: ____________________________________________________________ 
 
Employer Phone: ________________________          May we contact you at work?_________________  
 
 
 
Party Responsible for Payment: ________________________ Relationship to You: _________________ 
 
 
 
EMERGENCY CONTACT INFORMATION:    
 
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 MEDICARE AUTHORIZATION

I request that payment of authorized Medicare benefits be made either to me or on my 
behalf to Lake Internal Medicine Associates/Lake Family Wellness for any services 
furnished to me by providers at Lake Internal Medicine/Lake Family Wellness. I authorize 
any holder of medical information about me to release to the HealthCare Finance 
Administration and its agents any information needed to determine these benefits.

I understand my signature requests that payment be made and authorizes release of medical 
information necessary to pay the claim.  In Medicare assigned cases, the provider agrees 
to accept the charge determination of the Medicare carrier as the full charge, and the patient 
is responsible for the deductible and co-insurance and noncovered services.  On assigned 
Medicare cases the Medicare benefits will be sent directly to Lake Internal Medicine 
Associates/Lake Family Wellness

______________________________________________               __________________
PATIENT SIGNATURE DATE

LIFETIME AUTHORIZATION FOR:
COMMERCIAL INSURANCE  -- MEDICARE SUPPLEMENTS  -- CHAMPUS

NAME OF INSURANCE COMPANY: _______________________________________

I request that payment of all authorized benefits be made either to me or on my behalf to 
Lake Internal Medicine Associates/Lake Family Wellness for any services furnished to me 
by providers at Lake Internal Medicine Associates/Lake Family Wellness. I authorize any 
holder of medical information about me to release to my insurance company and its agents 
any information needed to determine these benefits.

I understand 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 agency.

_______________________________________________              __________________
PATIENT SIGNATURE 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 


