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

HOow 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 SEcC # 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. | UNDERSTAND AND AGREE THAT REGARDLESS OF MY INSURANCE
STATUS, | AM ULTIMATELY RESPONSIBLE FOR THE BALANCE OF MY ACCOUNT FOR
ANY PROFESSIONAL SERVICES RENDERED. | HAVE READ ALL THE INFORMATION ON
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BOTH SIDES OF THIS SHEET AND HAVE COMPLETED THE ABOVE ANSWERS. | CERTIFY
THIS INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE. | 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 , ]| 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. | 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 | 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 PoLiICY
NAME:

INSURANCE PoLiICY
NUMBER:
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