Broward Medical & Urgent Care, Inc. Martin M. Roche, Sr., M.D.
103 S.E. 20th Street « Ft. Lauderdale, FL 33316

WELCOME TO OUR OFFICE

PATIENT INFORM “—ON FOR } " ICAL ~~CORDS (PLEASE PRINT)
NAME O Mr. O Mrs. O Miss

LAST FIRST "MIDDLE INTTIAL
MARITAL STATUS: M S D W REFERRED BY:
SOCIAL SECURITY # - . BIRTH DATE — / — / R AGE
HOME ADDRESS:
CiTY STATE ZIP
HOME PHONE WORK PHONE _
OTHER PHONE EMAIL
EMPLOYER: OCCUPATION
WORK ADDRESS:
CITY STATE ZiP
SPOUSE’'S NAME: _
WORK PHONE OTHER PHONE
WHO TO NOTIFY IN AN EMERGENCY. RELATIONSHIP
PHONE OTHER PHONE

ACKNOWLEDGMENT OF NOTICE
By signing this | understand that | am financially responsible for all charges including medication, taboratory test and/or
procedure(s) received and/or performed.

PERS ™'/ "7 "LIHINSURAN ~": Our office currently accepts assignment on AETNA, BC/BS, CIGNA, HUMANA,
MEDICARE, unITED, TRICARE, wORKERS COMP, and PIP.

Your insurance carrier will determine your eventual reimbursement. Our office will not accept responsibility for negotiating a
settlement on a disputed claim. You are responsible for knowing and following through on your insurance claim if it is denied.

PRIVACY PRACTICES: | acknowledge that | was provided a copy of the Notice of Privacy Practices and that | have read
them or declined the opportunity to read them and understand the Notice of Privacy Practices. | understand that this form
will be placed in my patient chart and maintained for six years.

M, TICT "'SURANCE: Under Florida law, physicians are generally required to carry medical malpractice insur-
ance or oinerwise aemonstrate financial responsibility to cover potential claims for medical malpractice. However, certain
part-time physicians who meet state requirements are exempt from the financial responsibility law. MARTIN M. ROCHE,
SR. MEETS THESE REQUIREMENTS AND HAS DECIDED NOT TO CARRY MEDICAL MALPRACTICE INSURANCE.
This notice is provided pursuant to Florida law.

PLEASE SIGN AND R™™"IRN TQ RECEPTIONIST (ALL PATIENTS MUST SIGN BELOW)

I, the undersigned, have insurance coverage with the above noted insurance company and assign directly to MARTIN
ROCHE, MD all surgical and/or medical benefits, if any otherwise payable to me for services rendered. | understand that
I'am financially responsible for all charges whether or not paid by insurance. | hereby authorize the doctor to re-
lease all information necessary to secure payment of benefits.

Date Signature
"PLEASE COMPLETE THIS ENTIRE FORM BEFORE RETURNING IT TO OUR STAFF - THANK YOU







