Printed Name of Patient/Responsible Porty:

ELIAS KANAAN M.D. P.A.
1173 Turner St, Clearwater, FL 33756
F®(727)208-8496  C(727)445-7566
patient Registration Form Date:
Last Nome: Frst Nome: M1
Tigling Address:
c :
% Cliy/Stole/Tip:
§ l Home Phone: : Cell Phone: Work Phone:
Q
9o .
= Fﬂo ol Birth: Sex . Marital Stotus:
- - 2
€ COmale  OFemale
% Sociol Securly #: Employed: Pharmocy:
& OYes ONo
Emaill: Can we leave you volcemais?
ClYes CINo
Emergency Contact: Phone: Relatlonship:
5
% insurancg Company: Insuronce Company:
: X0 =
ID/Polcy #: c 7 \D/Pol\:N:\
S ome e & '
S W@ S(j o \
Ol r\\f - -
o [Pl Holder: Policy Holder: \
S .
E Relationship 1o Policy Reider: Relationship 1o Policy Holder: \
E D Check If Respolnsible Party Information Is same as Patient Inforfnoﬁon
.E, ([Last Name: First Nome: ML
[}
2 lIMating Address:
c
g_ City/State/Dp:
8 é
oz |Date of Birih: S_oc&al Security #:
signature of Peflent/Responsible Party:




Podent Information Shaet

- |Date of Birth:

~ PERSONAL MEDICAL HISIORY: (Plecse chock all that opply)

[J ADHA [{OJHeadcches [J Pulmonary Embolist (PE)
- (O Heart Attack (M1) () Rheumatoid Arthritls

[(JHecrt Disease - [ Seizure Disorder

(O Hepatitls ' [Osteep Apnea

[ Hiatal Hernia (O Stroke [CVA)

(0 High Blood Pressure [ Thyroid Disorder

(1 High Cholesterol O Uicerative Colitis

OwHv Other Medicai Problems Not Listed Above
[ imitable Bowel Syndrome

[0 Bladder Problems/incontinence [OJKidney Disease

CJxidney Stonss

[uiver Disease

Olupus

[J Moculer Degeneration

O Neuropathy

(0 Osteopenic/Osteoperosis

Type il [JParkinson's Disease
(JPeptic Vicer

(Biood Ciot) (O Peripheral Vascuiar Disease

O [Acid Reflux) [ Psoriasls

ot A s e R

: Pleass [ist all surgeries and month/yeor performed

specicllsts and Other Medical Providers vou see: {l.e. Cerdicloglst, Nephrologlst, Rheumatologist, Neuroiogist, Psych, etc)

olonoscopy ~ Dote: O Normal Dexa Date:

I Normal
mmogram  Date: ONomal PAP Dote:

[ Normol




Ecu

Are

afionleve:  [JElementary (O High School O Vocational ] College

ed Language: Race/Ethnicity:

here ony imitations to understonding/following instructions (written or verbal)2  [JYES  [JNO

Currpn! Housing Sifuation: (Please check of that opply)

O

independently (O with Spouse [ With Family
le Fo Skilled Nursi Assist
Sk:igome Y L Apcriment 2 F:SIIM;J e b Foce;fvahg [ Shelter [JHomeless
globacco Use: ONever O Curent [OPast  # of Yeors:
ype: (JCigorettes [JChew [JSnutt (O Electronic/Vape Amount:

ONever O Current OPast Amount:
Recrectional Drug Use: O Never O Curent OPast  Type:
sexvally aclive? OYES [INO '

FATHER: [Ouving [JDeceased Age:

Condiflons:
MOTHER: (JlMng []Deceased Age:

Conditions;
SIBLUNGS:

CHI!WDRBI: (ONone Daughter(s): Son(s);




Meldlcoﬂon List

Name:
m
Date of Birth :
Medication ~_Strength Frequency |

0] 1xday [J 2xday [J 3xday [J 4day [J pm

O Ixdoy OJ 2xday [J 3xday [J 4&day [J pm

O !xday [J 2xdoy [J 3xdoy [ 4xday [J pn

O Ixday [ 2xday [J 3xday [J 4day Jpm

O xday [J 2xday [J 3xday (] 4xday [J pm

0 ixday [J 2xday [J 3xday [J éxday [J pm

O xday (] 2xday ] 3xday O 4xdoy [J pm

[ Ixday (] 2xday [ 3xdey [] 4xdoy [ pm

O xcay (J 2xday [ axday O «xday ] pn

0 xdoy [J 2xday [] 3xday [J 4xday [J pm

O ixdoy [J 2xday [ 3xday [] 4xday O pmn

[ Ixdoy [ 2xdoy [ 3xday (0 4xday J pmn

0 Ixdoy [J 2xday [J] 3xday [J 4xdoy [ pm

[ Ixday O 2xday [] 3xday [ 4xday Opem

O xday [J 2xday [ 3xdoy [] dxday ] pm

O Ixday (] 2xday [J 3xday [ 4xday [J pm

0 xday  2xday [J axday [ 4xday [J prn

0 1xdoy [J 2xday [ 3xdoy [] 4xday [] prn

OJ xday [J 2xday [J 3xday [J 4xdoy [] prn 1

0 Ixdoy [ 2xday [J 3xday [J 4xdey [] pm |

O Ixday [ 2xday O 3xday [J 4xdoy [ pn

D Ixdoy O 2xday [J 3xday [ 4xdoy [] pm

0 xday [ 2xday [J 3xcoy [J 4xday [J pm

0 xday 7] 2xday [ 3xdoy [J 4xday (] pm

() xdoy [J 2xday [] 3xday [ #xcday ] pmn




PATIENT CONSENT FORM

I understand that, under the Health Insurance Portabllity & Accountabllity Act of 1996 (HIPPA), |

have certain rights-to privacy regarding my protected health information. | understand this
information can and will be used to:

>

" = Conduct, plan and direct my treatment and foliow-ub among the muitiple healthcare
" providers who may be Involved in that treatment directly and Indirectly,

¢ Obtaln payment from third-party payers.

Conduct normal healthcare operations such as quality assessments and physician
certifications.

I have been informed by you of your Notice of Privacy Practices containing a more complete
desalption of the uses and disclosures of my heaith Information. | have been glven the right to
review such Notice of Privacy Practices from time to time and that | may contact this

organization at anytime at the provided address/phone number to obtain 2 current copy of the
Notice of Privacy Practices.

-lunderstand that | may request In writing that you restrict how my private Information Is used

or disclosed to carry out treatment, payment or health care operations; | also understand you
are bound to abide by such restrictions.

| understand that | may revoke this consent In writing at any time, except to the extent that you
have taken action relying on this consent,

Patlepts Name

Signature

Date



ELIAS KANAAN M.D, P.A.

Ellas Kanaan, M.D,
Mouna Bachea, M.D.
Nicole Garlend ARNP
Wendy Reitz, ARNP
1173 Turner St.
Clearwoter Fl, 33756
(PH) 727-298-8496 (FAX) 727-445-7566

[tIs with pleasure that we welcome you to the office of Dr's Elias Kanaan and Mouna Bacha. We strive to
exceed your expectations and provide you with the best service possible.

APPOINYMENTS

For urgent, but non emergency situation, we will make every effort to ensure that you see you physician
promptly, in case of medical emergency, always call 311. Qur answering service will handle all calis
received after normal business hours, We have a physician on cali 24 hours a day, 7days a week, for your

convenience. Please remember that the answering service should only be used for emergencies or
urgent issues.

To schedule or change an appointment, please call 727-298-8496, if you will be late for an appointment,
we will see you no later than 15 minutes after your appointment time. if you need to iss your
appointment, we ask that you notify us as early as possible or at least 24 hours in advance so that we
can better serve our patlents. Any appolntments not cancelled 24 hours in advance or if you are later
than 15 minutes for your appolntment, you will be considered 3 “No-Show”,

Because cancellations adversely affect our ability to serve our patients appropriately, we charge a

$25.00 fee for appolntments that are patient no-show, cancelled or rescheduled with less than 24 hours
notice.

This fee Is not billable to your Insurance company and will need to be pald prior to your next
appointment. If you miss two appeintments by cancelling within 24 hours notice, or no-show, it wil
require us to discharge you from the practice. THANK YOU FOR YOUR COOPERATION!!I

Patlent’s Name:

Patient Signature;

Date:

1173 Turner St - Clearwater, FL - 33756
Phone: 727-298-8496 Fox: 727-445-7566



Medical Information Release Form
(HIPAA Release Form)

| Name: _ . - Date of Birth: -
(1  lauthorize the release of information including the dlagnosis, records:

* examination rendered to me and claims information. This Information may be released
to:

{1Spouse
(] Child(ren)
[] Cther.

[]  Information’ls not to be released to anyone,

&

This Releaso of Information vil remain In effect until terminated by me In writing.
Please cali  [] my home (I mywork _ []my cell Number:
If unable to reach me:

[} you may lsave a det@iled messags

[]please leave a message asking me to retum your call

(] H

~ The best time to reach me is (day) betwsen (time)

Signed: Date: / /-
Witness:_ | Date: / /




ELIAS KANAAN M.D, P.A.

Ellas Kenaan, M.D.

Mouna Bacha, M.D.

Nicole GarlendARNP
Wendy Reltz, ARNP

1173 Turner St.
Clearwater Fl, 33756
(PH) 727-298-8496 (FAX) 727-445-7566

Chronic Care Management t

Name:

This new service will allow your primary care physician to manage your medical problems.

Your PCP or his staff, would be able to refill your medications to the pharmacy electronically,
review your medications, review and discuss your medical reports coming from other
spécialists, respond t your concerns, review your labs, medication reconcliliation, arrange for

preventive services remotely, offer patient/family education, respond to patlent/family
questions, communicate with home health or pother providers.

s

By signing this consent, you give us permission to provide CCM seryvices to you,

Please be advised that only one primary care physician at a time can furnish CCM for you. :
Medlcare/Insurance billing rules will apply to this service. Please note that at any time, you can

revoke this agreement upon written request, and will stop this service in the beginning of the
following month.

Patient name:

Patient Signature:

Date:

1173 Turner St~ Clearwater, FL — 33756
Phone: 727-298-8496 Fax: 727-445-7566



ELIAS KANAAN M.D. P.A.
1173 Turner St, Clearwater, FL 33756
B(727)298-8496 &(727)445-75_66

RATIENT NAME:
DATE OF BIRTH: SS#:

authorlze Ellas Kanaan M.D. P.A. to [ ] Disclose to ] obtain from: and send to
low requestor,

me: Eli3s Kangan M,D, P.A.

Address: 1173 Tumer Street, Clearwater, FL 33756
Phone: (727) 298-8496

Fax: (727) 445-7566
PROVIDER:
() Eas Xanaan, MD [IMouna Bacha, MD []Nicole Garland, ARNP

[Iwency Reltz, ARNp |

:d)ease furnish the following information specified below. (étetk appropriate boxes)

Abstract of Record (Dlctated Reports, laboratory, cardiology, radiology) [Jemergency Department Records Discharge [
pummary Operative Reportis) (] History & Physical (] Ladoratory Reports ([ sining Records [Jrathology Report
U Radlology Reportis) [Jcompiete chart [Jother:

7 Request for Access and Authorization for Use and/or Disclosure of Protected Heaith Information

| understand that the protected health Information specified below may include mental
drugs, alcohol) MIV/AIDS status information, and diagnostic and treatment records,

| have read and understand the following statements:

heaith, substance abuse (eg.,

1. I mayrevoke this authorization at any time by netifying the office In writing. -

2. lunderstand that my revocation does not affoct any disclosure made prior to the revocation being received and processed.

3. Iunderstand the Information disclosed may be subject to redisclosure and no longer be protected by federal or state
privacy laws.

4. Tunderstand that | am signing this form voluntarlly and 1 am signing this under my own free will, Elias Kanaan M.D. P.A. will
not condition my treatment, payment enroliment i health plans or my eligibliity for benefits by signing this form.

5. lunderstand that | can request to recelve a signed copy of this form,

| further agree to pay charges to provide the Information request per Florids Statute 395.3025,

A nwilt t:plreuponthefollowugdam, event or condition:
- I no expliration date, event or condition Is noted this autherkzation will explire 1 year from the date

o

D | 3m the patient and | understand and agree to the provisions of this form/authorization

()1 understand and agree to the provisions of this form on behalf of the Individual Indicated below to be the patlent, |
have signed my name Individually as the representative of the patient and have attached 3 copy of the court order

designating me as the guardian of the patient, or documentation designating me as the Legally Authorized Person (LAR)
of the patient. 3 -

Printed Name: Signature;

Date:




-“"i% BayCare

Health System

Electronic Medical Records

Detalls About Your Health Information in BayCare eHX and the Consent Process:

1.

How Your Heaith Information Wili Be Used: Your health Information will be used by members of the
BayCars eHX only:

+ To provide you with medical treatment and related secvices

* To check whether you have health Insurance and what [t covers

« To evaluate and improve the quality of medical care provided to all patients

+ For administrative management of the BayCare eHX

What Types of Hoalth Information About You Are Included: If you glve consent, members of the
BayCere eHX may access ALL of your health Information available through the BayCare eHX. This
Includes information created before and after the date of this Consent Form. Your health information
available through the BayCare eHX will include all of your demographic, insurance and medical
information. For example, your health Information may inciude a history of ilinesses or injuries you have
had (Fke diabetes or & broken bone), test results (like X-rays or blood tests), and lists of medicines you

have taken. As part of this Consent Form, you speciiically consent to the release of haaith information
that may relate to sensitive health conditions, including but not limited to: '
+ Substancs abuse

*» HIV/AIDS

» Paychlatric/mental health conditions

+ Birth control and abortion (family planning)
* Genetic (inherited) diseases or lests

+ Sexually Iransmitted diseases

Where Health Information About You Comes From: Health Information about you comes from
places that have provided you with medical care or health insurance. These may Include hospitals,
physicians, pharmacles, ciinical laboratories, health insurers, the Medicald/Medicare program and
other health ocrganizations that exchange health information electronically.

Who May Access Information About You, if You Give Consent: Access to the BayCare eHX will be
limited to only those members of the BayCare eHX who have agreed o usa the BayCare eHX
consistent with your parmission as set forth In this Consent Form and who have agreed to the overall
terms and conditions established for use and operation of the BayCare eHX,

Improper Access to, or Use of, Your Information: If at any ime you suspect that someone who
shouid not have seen or received access to your health Information has done so, please contact the
BayCare Privacy Depariment &t (727) 820-8024.

Ro-disclosure of Information: Any electronic health information about you may be re-disclosed by
members of the BayCare eHX 10 others only to the extent permitted by state and federal laws and
regulations, This is also true for health Information about you that exists in a paper form. You

undersiand that the protected health information disclosed pursuant o this Consent Form may not be
protected by foderal law once it is diaciosed by your physiclan.

Eftective Period: This Consent Form will remain in effect until the day you withdraw your consent,
Withdrawing Your Consent: You can withdraw your consont at any time by glving written notice to
Chris Eakes, Manager of eHX, BayCare Health System, 17757 U.S. Highway 19 N., Sulte 500,
Clearwater, FL 33764, Organizations that access your health Information through the BayCare eHX
while your consent is In effect may copy or include your health Information in thelr own medical records.

Even il you later docida 10 withdraw your consent, they are not required to return It or remove your
health Information from thelr records.

Copy of Form: You are entitled to get a slgned copy cof this Consent Form after you é.lgn t

§CI00343-0710



Health System

Electronic Medical Recorde

Consent to Share My Health Information With the BayCare Electronic Health
Exchange

The BayCare Electronic Health Exchangs (BayCare oHX) Is an exciting program designed to improve your
heauh’gfro and make office visits easier and more convenient. This authorization will allow &l of your doctors

denled consent, you understand that your health information will not be a

If you chack the "I GIVE CONSENT" box below, you are saying *Yos, members of the BayCare ¢HX may soe and
got access to all of my heaith Information through the BayCare eHX.* X

if you check the | DENY CONSENT* box below, you are saying "No, members of the BayCare sHX may not be
given socess to my health Information through the BayCare oHX for any purpose.*

Please carefully read the Information on the back of this form before making your declision.

Your Consent Cholces: You can flll out this form now or in the future. You have two choices:

O YES, | GIVE CONSENT for my doctors to enroll me in the BayCare eHX and for the members of the
BayCare oHX to access ALL of my health information as set forth In this Consent Form.

O NO, 1 DENY CONSENT for my doctors to enroll me In the

BayCaro eHX and for the members of the
BayCare oHX to access ALL of my health Information as set

forth In this Consent Form.

Printed Name of Patient/Representative Signature of Pationt/Representative
AUTHORITY OF REPRESENTATIVE:

Date

ln
behalf of the patient on the following basls:

~ o hereby state that | am authorized to sign this permission on

Relstionship to Patient:

$CI00345.0710



ELIAS KANAAN M.D, P.A,

Ellas Kanaan, M.D.,
Mouna Bacha, M.D.,
Nicole Garand, ARNP
Wendy Reltz, ARNP
1173 Turner St,
Clearwater Fl, 33756 .
(PH) 727-298-8496 (FAX) 727-445-7565 ¥

nco I twee : ANCE CARRIER. Our office will submit
electronically, insurance information submitted to our office by you, the patient. Health Care Insurance

Is Intended to cover a portien, but not ali, of the costs of your medical care treatment. Failure to provide

delay clalms and cause larger
if you have Insurance questions,
sure accuracy,

patlent responsibiiity. Please contact our bllling office or office manager
Please be prepared to present your Insurance cares at each visit to en

CASH PATIENTS: Cash Patlents should bs prepared to pay at the time of service, when services are
rendered. Should you need a payment plan, please contact our office prior to your appointment and

speak with our Administrator/Office manager. Payment plans are avallable and must be made prior to
services being rendered.

Please speak with our billing office If you have additlonal questions.

Oue to the constant changes In medical Plans, Please help our office to 3ssist you by making sure our
insurance Information Is correct therefore reducing cost to You at every visit by presenting your
Insurance card. Qur patlent portal, designed for your convenience, gives you the abllity to update your

address, contact number, Insurance Information, pharmacy Information, emergency contact Info and
other vital information at any time 24/7, tl

or ed

1173 Turner 5t - Clearwater, £L - 33756
Phone: 727-298-8496 Fox: 727-445.7566



