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PATIENT ACKNOWLEDGMENT OF FINANCIAL RESPONSIBILITY
1. (If Applicable, Initial Here ______ ) SOCIAL SECURITY MEDICARE (NON HMO)                                                                      I, the undersigned, certify that the information given by me and applied under TITLE XVIII of the Social Security Act is correct. By initialing the above classification, I acknowledge that I am not a member of Medicare HMO. I further authorize any physician, affiliate, or staff to release to Social Security Administration, or its intermediaries any and all information needed to process this or any other Medicare related claim. I request and assign that payment to authorized benefits be made on my behalf to Rafael Antun, M.D. hospitals, and other locals of service. I understand that I am personally and fully responsible for any non-covered services, denied services, health insurance deductibles, and co-insurance payments. In addition, subsequent rejection of Medicare claims, as a result of enrollment in a Medicare HMO, will constitute responsibility for payment on my part.    
2. (If Applicable, Initial Here ______ ) MEDICAID                                                                                                                                      I, the undersigned, by initialing to the above classification, certify that I am a recipient of the Medicaid Program, TITTLE XIX. I authorize Rafael Antun, M.D., affiliate, or staff to release any and all requested information concerning medical insurance and financial records relating to my hospitalization and/or outpatient care to the State of Florida. 
3. (If Applicable, Initial Here ______ ) COMMERCIAL INSURANCE AND ASSIGNMENT                                                         By initialing the above classification, I hereby authorize, request, and irrevocably assign payment directly to those organizations and/or physicians who provided services covering this period of treatment and past and future treatment if related to the incident or condition giving rise to the present illness and/or medical condition, from all insurance carriers whom I have coverage or from whom benefits are, or may become payable to me, including settlements on judgment flowing from the incident for which I am receiving treatment . This authorization shall include all benefits specified and/or master medical benefits otherwise payable to me, but shall not exceed the regular charges for this and any other period of treatment. I understand that I am personally and fully responsible for any non-covered services, denied services, health insurance deductible, and co-insurance payments. It is further agreed that any credit balance resulting from overpayment of insurance or other sources may be applied to any other accounts owed to Rafael Antun, M.D. by his/her family. 
4. (If Applicable, Initial Here ______ ) HMO/PPO/MEDIPASS MANAGED CARE PARTICIPATION                                        By initialing the above classification, I, the undersigned, understand that I am certifying that I am a member of an HMO/PPO/MEDIPASS or other Managed Care Organization to receive care from this facility and its providers. I further acknowledge that if I choose to receive services at this facility without proper authorization from my Managed Care Organization, I will be fully responsible for payment of my bill. I realize that it is my responsibility as the patient to know whether a service, procedure, and/or test, etc. is covered by my Managed Care Organization. (As the patient, I may contact my Managed Care Organization to appeal their decision not to authorize services.)     
5. GUARANTOR AGREEMENT                                                                                                                                                        By signing this form Patient/Parent/Guardian/Agent or Guarantor, spouse or agent  of the aforementioned parties, I hereby agree that any and all charges that arise within the treatment, past or future treatment if related to the incident or condition giving sire to this service, not covered by any insurance, program, sponsorship, or third party coverage I may have are due and payable by me at the time of discharge or discontinuation of treatment. I hereby acknowledge that Rafael Antun, M.D., have agreed to bill my insurance or other third party carrier and have agreed to do so as a courtesy. Rafael Antun, M.D. has the right to demand payment in full from me at any time prior to full payment from any insurance carrier or third party unless it is contractually stated that I will not be billed. I hereby acknowledge that I have been told, prior to receiving treatment that I may be billed by Rafael Antun, M.D.
I further agree that if I am more than thirty (30) days late in the payment of any bill which I am responsible, connected with this treatment, and past and future treatment if related to the incident or condition giving rise to this admission or service, a finance charge of 1.5% month will accrue on the unpaid balance; and if the delinquent account is referred to an attorney, I agree to pay attorney’s fees, court costs, and collection agency fees associated with collection process.

I hereby acknowledge that I have read this form and I understand its contents and agree to all of the provisions contained herein.
___________________________________________                                                           _______________________   
             Signature of Patient/Guardian                                                                         Date       
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“Under Florida Law, physicians are generally required to carry medical malpractice insurance or otherwise demonstrate financial responsibility to cover potential claims for medical malpractice. YOUR DOCTOR HAS DECIDED NOT CARRY MEDICAL MALPRACTICE INSURANCE. This is permitted under Florida law subject to retain conditions. The Florida law imposes penalties against non-insured physicians who fail to satisfy adverse judgments arising from claims of medical malpractice. This notice is provided pursuant to Florida law.”

F.S 458.320

I attest that I have read and understand the above statement.

“Bajo las Leyes del Estado de la Florida, los médicos generalmente deben poseer un seguro de mala práctica médica o de lo contrario demostrar responsabilidad financiera para cubrir los posibles reclamos en caso de mala práctica médica. SU DOCTOR HA DECIDIDO NO TENER SEGURO DE MALA PRACTICA MÉDICA. Esto es permitido bajo las Leyes del Estado de la Florida bajo ciertas condiciones. Las leyes de la Florida imponen penalidades a los médicos sin cobertura que fallan en satisfacer sentencias adversas por reclamos de mala práctica médica. Se provee esta información de acuerdo a las Leyes del Estado de la Florida”.

F.S 458.320

Yo hago constar que he leído y entendido lo explicado en la anterior nota.

Patient’s Name/ Nombre del paciente



Patients’ Signature/ Firma del Paciente

______________________________                                     _____________________________
Date
__________________________
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MEDICATION AVAILIBILITY/DESPONIBILIDAD DE MEDICAMENTO

·  ASK YOUR DOCTOR REGARDING GENERIC/ LESS EXPENSIVE FORMS OF MEDICATIONS AVAILABLE

· CONSULT WITH YOUR DOCTOR REGARDING ANY QUESTIONS PERTAINING TO YOUR MEDICATIONS

· BE ADVICED THAT MEDICATIONS PRESCRIBED BY YOUR DOCTOR ARE AVAILABLE ON THIS BUILDING AND AT ANY LOCAL PHARMACY

· PREGUNTE A SU MEDICO EN RELACION A LAS FORMAS DISPONIBLES DE MEDICAMENTOS GENERICOS/MAS BARATOS

· CONSULTE CON EL MEDICO ACERCA DE CUALQUIER PREGUNTA RELACIONADA A SUS MEDICAMENTOS

· DEBE SABER QUE LOS MEDICAMENTOS RECETADOS POR SU MEDICO ESTAN DISPONIBLES EN ESTE EDIFICIO O EN CUALQUIER FARMACIA LOCAL

________________________________________



 _____________________
PATIENT SIGNATURE OR LEGAL GUARDIAN/




DATE/ FECHA

FIRMA DEL PACIENTE O GUARDIAN LEGAL:
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PHYSICIAN-PATIENT ARBITRATION AGREEMENT

Preface: I, Dr. Rafael Antun, have decided under Florida Law to practice without Malpractice Insurance. Under this practice, this Arbitration Agreement (“Agreement”) should be read carefully and fully understood. If you have any questions before or after reading and signing this statement please ask the staff or my office manager. Please read this document clearly. Thank you for your consideration.

Article I: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is, as to whether any medical service rendered under this contract were unnecessary, authorized or were improperly, negligently, or incompetently rendered, will be determined by submission to arbitration as provided by the Florida Arbitration Code, Chapter 682, and not lawsuit except as Florida law provides for judicial review of arbitration proceedings. Both parties to this contract, by instead are accepting the use of arbitration.

Article II: All Claims Must be Arbitrated:  It is the intention of the parties that this Agreement bind all parties whose claims may arise out of or relate to treatment or services provided by the physician including any spouse or heirs of the patient and any children, whether born or unborn, at the time of the occurrence giving rise to any claim. In the case of pregnant mother, the term “patient” herein shall mean both the mother and the mother’s expected child or children.


All Claim for monetary damages exceeding the jurisdictional limit of the small claims court against the physician, and the physician’s partners, associates, association, corporation or partnership, and the employees, agents and estates of any of them, must be arbitrated including, without limitation, claims for loss of consortium, wrongful death, emotional distress or punitive damages. Filing of any action in action in any court by the physician to collect any fee from the patient shall not waive the right to compel arbitration of any malpractice claim.

Article III: Procedures and Applicable Law: A demand for arbitration must be communicated by writing to all parties and must be made within the time frame set forth in F.S 95.11 dealing with medical malpractice. Each party shall select an arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by arbitrators appointed by the parties within thirty days of a demand for a neutral arbitrator by either party. Each party to the arbitrator by either party shall pay such party’s pro rata share of  the expenses and fees of the neutral arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not including counsel fees or witness fees, or other expenses incurred by a party for such party’s own benefit. Arbitration shall take place within 30 days after the completion of discovery as provided in the Florida Rules of Civil Procedures (Rules 1.280-1.390) and the decision of the arbitration panel shall be binding upon the parties for all purposes. The time for responding to recovery requests shall be 10 days. All discoveries shall be completed within 2 months after the appointment of the panel of arbitrators, unless the time for discovery is extended for good cause by the panel. The arbitration panel shall decide any disputes regarding discovery. The arbitration panel is expressly authorized to award all reasonable fees and costs, including attorney’s fees, to the prevailing party against any party who has violated this agreement. The parties agree that the arbitrators have the immunity of a judicial officer from civil liability when acting in the capacity of arbitrator under this contract. This immunity shall supplement, not supplant, any other applicable statutory or common law provisions.

Either party shall have the absolute right to arbitrate separately the issues of liability and damages upon written request to the neutral arbitrator. The parties consent to the intervention and joinder in this arbitration of any person or entity which would otherwise be a proper additional party in a court action, and upon such intervention and joinder any existing court action against such additional person or entity shall be stayed against arbitration.

Article IV: General Provisions: All claims based upon the same incident, transaction or related circumstances shall be arbitrated in one proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would be barred by the applicable Florida statue of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with procedures prescribed herein reasonable diligence. With respect to any matter not herein expressly provided for, the arbitrators shall be governed by the Florida Rules of Civil Procedure provisions related to arbitration. 

Article V: Retroactive Effect: If patient intends this Agreement to cover services rendered before the date is signed (including, but not limited to, emergency treatment) patient should initial below:

Effective as of the date of first medical services 




____________________________________









                Patient’s or Patient’s representative’s Initials

If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and effect and shall not be effected by the invalidity of any other provision. 

I understand that I have the right to receive a copy of this Arbitration Agreement.






PATIENT INTERVIEW

REASON FOR VISIT:

ALLERGIES:

SOCIAL HISTORY:

TAB:

ETOH:

FATHER HISTORY:

MOTHER HISTORY:

PAST MEDICAL HISTORY:

