SuncoasT ENT SURGICAL SPECIALISTS

OTOLARYNGOLOGY/HEAD AND NECK SURGERY * BOARD CERTIFIED

SANFORD R. DoLaGIN, ML.D. Kevin J. DONNELLY, M.D. Dean G. Davis, ML.D
DANIEL A. VINCENT, J R., M.D. ScotT R. ANDERSON, M..D.

4714 N. ARMENIA AVENUE, Sutte 200 4655 KEYSVILLE AVENUE

Tamea, FLoripa 33603 SprinG HiLL, FLoripa 34608

(813)872-8794 ] . (352)688-0800

Fax(813)879-1652 Patient Information Fax (352) 688-0468

Today’s Date

Patient: Last Name: First: MI: Age:

Address: City: State: Zip:

Telephone: ( ) Soc. Sec. #: DOB: _ Male/Female

Cellular Phone: ( ) Email;

Marital Status: Single Married Divorced Widowed

Employer: Occupation:

Work Address: City: State: Zip:

Work Telephone: ( )

Referred by: ? Primary Physician:

Spouse: Last Name: First: MI Age

Address: City: State: Zip:

Telephone: ( ) Soc. Sec. #: DOB:

Employer: Occupation:

Work Address: City: State: Zip:

Work Telephone: ( )

Emergency Contact (other than persons listed elsewhere on this page)

Last Name: First: MI:

Address: City: State: Zip:

Telephone: ( ) Relationship:

If patient is a minor, please complete the following.

Guardian: Last Name: First: MI Age

Relationship to Patient (circle): Parent Legal Guardian Other:

Address (if different): » City: State: Zip:

Telephone: ( ) Cell Phone: ( ) Email:

Social Security #: DOB:

Employer: Occupation:

Work Address: City: State: Zip:

Work Telephone: ( )

Signature of Parent/Guardian Thank You!
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SANFORD R. DoLGin, M.D. KeviN J. DoNNELLY, ML.D. DreAN G, Davis, MLLD
DANIEL A. VINCENT, JR., M.D. ScotT R. ANDERSON, M.,

Consent to Use and Disclose Protected Health Information

HOW WE MAY USEAND DISCLOSE YOUR HEALTH INFORMATION

Your protected health information will be used by Doctors Dolgin, Donnelly, Davis, Vincent & Anderson or
disclosed to others for the purposes of treatment, obtaining payment, or supporting the day-to-day health care
operations of the practice.

THENOTICE OF PRIVACY PRACTICES

Doctors Dolgin, Donnelly, Davis, Vincent & Anderson are required to provide to you a notice that describes how
information about you may be used and disclosed. Additionally, we must provide you information on how you may
get access to this information. These policies and practices are defined in the “Notice of Privacy Policies and
Practices” brochure provided to you.

PLEASEREVIEW ITCAREFULLY.

YOUMAY PLACE RESTRICTIONS ON THE USE OR DISCLOSE OF YOUR HEALTH INFORMATION.

You may request a restriction on the use or disclosure of your protected health information. However, Doctors
Dolgin, Donnelly, Davis, Vincent & Anderson may or may not agree to your request to restrict the use or disclosure
request. Please consult with a practice representative or Doctors Dolgin, Donnelly, Davis, Vincent & Anderson if
you would like additional information or clarification.

1t is a violation of the federal privacy standards if Doctors Dolgin, Donnelly, Davis, Vincent & Anderson agree and
fail to comply with your request. The restrictions requested will not affect use or disclosure of your information
before the date of your request. If you still have questions after reviewing the Notice of Privacy Brochure, please
consult with a practice representative or Doctors Dolgin, Donnelly, Davis, Vincent & Anderson at the location and
contact information listed on the back of the brochure.

YOUMAYREVOKE THIS CONSENTATANYTIME

You may revoke this consent at anytime; however, Doctors Dolgin, Donnelly, Davis, Vincent & Anderson require
that you must revoke this consent in writing. If you chose to revoke this consent, the revocation will not affect use
and disclosure of your information before the date of your request.

CHANGES TOPRIVACY PRACTICES
Doctors Dolgin, Donnelly, Davis, Vincent & Anderson reserve the right to change or modify the privacy practices
outlined in the Notice of Privacy Brochure. Doctors Dolgin, Donnelly, Davis, Vincent & Anderson will notify you of

any changes of privacy practices either by mail, at your next appointment, or any other pre-approved method that
you request.

SIGNATURE

I have reviewed this consent form and give my permission to Doctors Dolgin, Donnelly, Davis, Vincent & Anderson
to use and disclose my health information in accordance with this consent. The “Notice of Privacy Policies and
Practices” brochure is available in the office:for patients upon request. )

Name of Patient (Print) , Signature of Patient/Date

If Patient is Minor Parent/Guardian , Signature of Parent/Guardian Date

Relationship to Patient
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3 4714 NORTH ARMENIA AVE, SUITE 200 0O 4655 KEYSVILLEAVE.

TAMPA, FL 33603 SPRINGHILL, FL 34608
(513 761682 FAX SANFORD R. DOLGIN, M.D. (352) G66.0468 FAX
(813) 998-0121 FAX KEVIN J. DONNELLY, M.D.

DEAN G. DAVIS, M.D
DANIEL A. VINCENT, iR., M.D.
SCOTT R. ANDERSON, M.D.

PERMISS!ON FOR TREATMENT
I, the undersigned, hereby voluntarily consent to medical care/diagnostic treatment and or minor surgical treatment by
DOCTORS DOLGIN, DONNELLY, DAVIS, VINCENT, AND ANDERSON deemed advisable and necessary
in the diagnosis and treatment of my condition. Iam aware that the practice of medicine is not an exact science and I acknowledge
that no guarantees have been made to me as a result of treatment or examination in the office. I authorize the release of any of my
past/current medical records that are needed for my treatment from any prior healthcare providers.

Signature: Date:
AUTHORIZATION AND ASSIGNMENT

I request that the payment of Authorized Medicare/Insurance Benefits be made either to me or on my behalf for any services

furnishedby DOCTORS DOLGIN, DONNELLY, DAVIS,; VINCENT, AND ANDERSON | authorize any

holder of medical information about me to release to CMS/Insurance Carriers and its agents any information needed to determine

these benefits or benefits related to services.

I hereby authorize DOGCTORS DOLGIN, DONNELLY, DAVIS, VINCENT, AND ANDERSON to fumish
information to CMS/Insurance carriers concerning my medical condition, illness and treatment to determine the benefits for related
service. I hereby authorize (assign) my Insurance Carrier(s)/CMS to make payment directly to DOCTORS DOLGIN,
DONNELLY, DAVIS, VINCENT, AND ANDERSON for medical/diagnostic surgical benefits payable for the services
rendered. Tunderstand that any unpaid balance not covered by this policy will be payable by me. Tunderstand and agree
(regardless of my insurance status), that I am ultimately responsible for the balance of any professional services rendered. 1
understand that [ am responsible for any charges incurred if my account is sent to a coilection agency and for any returned checks.
I understand that CMS and/or other insurance carriers do not cover all office services/procedures. I agree to take full
responsibility for any unpaid balances and that such payment will be made to this physician’s office for
services rendered. I certify that the information I have given here is true and correct to the best of my knowledge. Iwill also
notify you of any changes in my status or changes in the above imformation.

Signature: Date:

DESIGNATED RELATIVE

I Authorize Discussion and release of My General Medical Condition and Diagnosis (including treatment, payment and health care
operations) with: () Spouse { )Children ( )Other
Please list the family members or significant others, if any whom We May Inform about Your Medical Condition, and/or in Case of
an Emergency:

Name: Relationship: Phone Number:
Name: Relationship: Phone Number:
Name: Relationship: Phone Number:
Name: Relationship: Phone Number:

Messages May be Left on My Answering Machine Regarding My Health & Appointments Made: U Yes U No

Signature: Date:
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Drs. Dolgin, Donnelly, Davis, Vincent, and Anderson

4714 N. Armenia, Suite 200, Tampa, FL 33603 _ 4655 Keysville Avenue, Spring Hill, FL 34608
Phone (813)872-8794 Fax (813)879-1652 Phone (352) 688-0800 Fax(813)688-04568
RELEASE OF CONFIDENTIAL INFORMATION

I , SS#
(Patient's Name})

Date of Birth Phone:

Address:

Authorize

(Name of Who Is to Release Information)

To Release Information from my Medical Records requested medical information, including:

Q Office Notes, Lab Work, Testing & X-rays QO Psychotherapy Notes/Drugs and Alcohol

Q HIV Antibody Test results/AIDS records O Communicable Disease (Hepatitis, etc.)

Q Other

To: : (Recipient of Record)
Phone: Fax:

The information Will Be Used for the Following Purpose:
Continued Medical Care - Insurance Legal Follow-Up
Personal Information . Disability Other

The information to be released also shall include:
| hereby authorize the use or disclosure of my individually identifiable heaith information as described above. |
understand that this authorization is voluntary. | understand that if the organization authorized to receive the

information is not a health care provider, the released information may no longer be protected by federal privacy
regulations.

| understand that this consent shall be valid for a period of 1 year from the date of authorization and may be
revoked at any time upon written notice, except to the extent that the information has already been released in
reliance upon this authorization.

I understand that | may revoke this authorization at any time by notifying the providing organization in writing, but
if | do it won't have any affect on any actions they took before they received the revocation.

I further understand that the confidentiality of this information may be protected by Federal Regulations (42CFR,
Part Il) prohibiting any further disclosure of this information without specific written authorization of the
undersigned, or as otherwise regulated.

Patient’s Signature ' Patient Representative Signature
Date of Signature Relationship to Patient
Witness

RELEASE OF CONFIDENTIAL INFORMATION
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Briefly describe the reason for today’s visit:

Page 1 of 3

MEDICAL HISTORY

SURGICAL HISTORY

Check all items that apply to you.
Give approximate date of diagnosis.

YES

DATE

Check all items that apply to you.
Give approximate date of procedure.

YES| DATE

Heart Attack

you

High Blood Pressure Ear Surgery

Heart Rhythm (fast, slow, irregular) Tonsils

Heart Valve Problem Adenoid

Antibiotics for your heart for dental work Deviated Nasal Septum

Heart Catherterization and/or Stents

Sinus Surgery

High cholesterol Thyroid Surgery
Pneumonia Neck Mass Removed
Asthma Neck cyst Removed
Emphysema or COPD vocal Cord Surgery
Reflux (GERD) Tracheotomy

Hiatal Hernia Pacemaker

Ulcer Heart Bypass
Hepatitis Heart Valve

Trritable Bowel Syndrome Carotid Artery
Diverticulitis Appendix

Men: Prostatitis Gallbladder
Women: endometriosis Colon Surgery
Kidney Infection Hemia Repair

Kidney Stone

Women: Tubes tied

Thyroid problem Women: Hysterectomy
diabetes Women: Breasts Lump
Carotid Artery Blockage Men: Vasectomy
Aneurysm of Aorta Men: Prostate surgery
Clots in Legs or Lungs Spine Surgery, Neck
Stroke or TIA (“mini stroke™) Spine Surgery, Back
Anemia Arthroscopy

Sickle Cell Disease or Trait Joint Replacement
Neck or Back Probiems Cataract Surgery:
Anxiety and/or Depression

Eating Disorder Colonoscopy

Treated for Alcoholism or Substance Abuse Esophagus Scope Exam
Head Injury Other not listed:

Sleep Apnea

Arthritis and/or Gout

Parkinson’s; Tremor; or movement problem

0 Check here if NO items above apply to you

Lupus, Sjogren’s, or Wegener’s

ANESTHESIA HISTORY

HIV

Difficult Intubation

Cancer (Indicate site and type):

Fever related to anesthesia

"ISlow to awaken from anesthesia

Excessive nausea from anesthesia

Q Check here if NO items above apply to

Family with anesthesia problem

Dr.’s Dolgin, Donnelly, Davis, Vincent, Anderson

Patient Name:

Date:
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MEDICATIONS, ALLERGIES, HABITS

MEDICATIONS

ALLERGIES

Please list ALL medications that you take,
with dosage and how often you take each one.
(Include non-prescription medicines.)

ALLERGIES TO MEDICATIONS: REACTION:

Q) T have NO allergies to medications

U I DO NOT use any medications regularly

INHALANTS ALLERGIES: (Circle)

Pollen  Trees Grass Weeds Dust Mold

Cats Dogs Feathers

FOOD ALLERGIES: (Circle)

Nuts Egegs Wheat Mitk Shellfish

INSECT ALLERGIES: (Circle)

Bees Wasps  Other:

OTHER ALLERGY TRIGGERS: (Circle)

Smoke  Perfume Cleaners Chemical fumes  Weather Changes

Have you been on allergy shots? No Yes If Yes, when?

SOCIALINFORMATION AND HABITS

Marital Status;  Married Single Divorced Widowed

Your Occupation:

If retired, what was occupation?

How much water do vou drink?

How much caffeine do you drink?

Do you currently smoke? Yes No

How much per day? How many years?

If you quit smoking, when?

How much did you smoke? How many years?

Do you drink alcohol? No Yes How much?

Dr.’s Dolgin, Donnelly, Davis, Vincent, Anderson

Patient Name:

Date:
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