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LENITA HANSON, M.D., P.A. dba Ultracare Endocrine and Diabetes 
Consultants 

389 Commercial Ct, Ste A, Venice, FL 34292 
Tel: 941-484-1200   Fax: 941-484-1244 

 

PATIENT INFORMATION FORM  
 
Name: _______________________________________Home Phone:________________ 
 
Home Address: ___________________________________________________________ 
 
City: ___________________Zip:___________            Marital status: __M  __S  __D  
__W   
 
Date of Birth: ____________  Social Sec#   _______-_______-______    Gender:  
__M  __F     
 
Race: __Caucasian    __African American    __Asian    __Hispanic    __other 
_________________ 
 
Occupation: _________________________Employer: 
_____________________________ 
 
Work phone:_____________ Cell Phone: ____________ Email: 
______________________ 
 
Name of person (s) whom you authorize us to discuss your protected 
health information: 
Name: _______________________________________Home Phone:________________ 
Home Address: ___________________________________________________________ 
City: _________________________________________Zip:_______________________ 
Relationship to you: ______________________________________________________ 
Name: ___________________Home Phone: 
_____________Relationship____________ 
Home Address: ___________________________________________________________ 
City: _________________________________________Zip:_______________________ 
Relationship to you: ______________________________________________________ 
 
Please check if you have any of the following: __ advance directive  
__living will  __ surrogate 
Who will be responsible for your bill? ____self   ___insurance    
__other_________________ 
How will you be paying your co-pay/ deductible/portion of your bill? 
__cash    __check (there is a $25:00 service charge for returned checks)   
___credit card 
Are you the insurance subscriber? if not please give name of subscriber: 
___________________ 
Date of Birth of subscriber: _____________ Soc Sec # of 
subscriber:___________________ 
I hereby authorize and direct payment to Lenita Hanson, M.D., P.A. for 
all medical benefits, if any, otherwise payable to me under the terms of 
my insurance. I understand and agree that regardless of my insurance 
status, I am ultimately responsible for the balance of my account for 
any professional services rendered. I have read all the information on 
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both sides of this sheet and have completed the above answers. I certify 
this information is true and correct to the best of my knowledge.  I will 
notify Lenita Hanson, M.D., P.A. of any changes in my status or the 
above information.  
 
Signature : ________________________________________Date: 
_________________________                   
Signature of parent( if minor)__________________________Date: 
_________________________    
 
I have also read and have received a copy of the practice HIPAA Notice of Privacy Practices and 
I hereby consent to the use of my Protected Health Information as outlined in the Notice of 
Privacy Practices. 
Signature : ________________________________________Date: 
_________________________                   
Signature of parent( if minor)__________________________Date: 
_________________________    
                                                                      

 
LENITA HANSON, M.D., P.A. dba Ultracare Endocrine and Diabetes 

Consultants 
389 Commercial Ct, Ste A, Venice, FL 34292   Tel: 941-484-1200   Fax: 941-

484-1244 

 
 

LIFETIME MEDICARE B SIGNATURE AUTHORIZATION  
If you are covered by Medicare, Please complete 

 
 
For services beginning_______________, I authorize any holder 
of medical or other information about me to release to the 
social security administration and Health Care Financing 
Administration or its intermediaries or carriers, or to other 
billing agents of Lenita Hanson, M.D., P.A. any information 
needed for this or a related Medicare claim. I permit a copy 
of this authorization to be used in place of the original and 
request payment of medical insurance benefits, either to 
myself or to the party who accepts assignment. 
 
Patient signature: 
________________________________________________ 
 
Health Insurance claim? Medicare number: 
______________________________ 
 
If someone other than patient is signing; By: 
_____________________________ 
 
Reason patient is unable to sign: 
_____________________________________ 
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MEDIGAP INSURANCE 
 
I request that payment of authorized Medigap benefits be 
made on my behalf to Lenita Hanson, M.D., P.A. for services 
furnished to me by Lenita Hanson, M.D., P.A. 
I authorize any holder of medical information about me to 
release to Lenita Hanson, M.D., P.A. any information needed 
to determine these benefits or the benefits for related 
services. 
I understand that I do not need to provide my supplemental 
insurer with information concerning this Medicare claim, 
because my signing this authorization will cause Medicare 
payment information to “cross - over” automatically. 
 
Patient 
Signature:________________________________________________ 
 
Insurance Policy 
name:____________________________________________ 
 
Insurance Policy 
Number:__________________________________________    
                  


