


FLORIDA MEDICAL CLI IC, P.A.
YYour Life, Our Specialty

Consent for Purposes of Treatment, Payment and Health Care Operations

I consent to the use or disclosure of my protected health information by Florida Medical Clinic, P.A. for the purpose of 
diagnosing or providing treatment to me, obtaining payment for my health care bills or to the conduct health care operations of 
Florida Medical Clinic, P.A. I understand that diagnosis or treatment of me by Florida Medical Clinic, P.A. may be conditioned 
upon my consent as evidenced by my signature on this document.

My “protected health information” means health information, including my demographic information, collected from me and 
created or received by my physician, another health care provider, a health plan, my employer or a health care clearinghouse.  
This protected health information relates to my past, present or future physical or mental health or condition and identifies me, or 
there is a reasonable basis to believe the information may identify me.

I understand I have a right to review the Florida Medical Clinic, P.A. otice of Privacy Practices prior to signing this document.  
The Florida Medical Clinic, P.A. otice of Privacy Practices has been provided to me.  The otice of Privacy Practices describes 
the types of uses and disclosures of my protected health information that will occur in my treatment, payment of my bills or in the 
performance of health care operations of Florida Medical Clinic, P.A.  The otice of Privacy Practices for Florida Medical 
Clinic, P.A. is also provided at 38135 Market Square, Zephyrhills, FL  33542.  This otice of Privacy Practices also describes my 
rights and the duties of Florida Medical Clinic, P.A. with respect to my protected health information.  Florida Medical Clinic, 
P.A. reserves the right to change the privacy practices that are described in the otice of Privacy Practices.

Lifetime Authorization:  By signing below 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 the billing agent 
or this physician or supplier, 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 to myself or to the party who accepts 
assignment.  The original authorization will be kept on file by Florida Medical Clinic, P.A.

I may obtain a revised otice of Privacy Practices by requesting in writing from Florida Medical Clinic, P.A. or asking for one at 
the time of my next appointment.  

Financial Responsibility

I understand that insurance billing is a service provided as a courtesy and that I am at all times financially responsible to Florida 
Medical Clinic, P.A. (FMC) and or its affiliated entities for any charges not covered by healthcare benefits.  It is my responsibility 
to notify FMC of any changes in my healthcare coverage.  In some cases exact insurance benefits cannot be determined until the 
insurance company receives the claim. I am responsible for the entire bill or balance of the bill as determined by FMC and/or my 
healthcare insurer if the submitted claims or any part of them are denied for payment.  I understand that by signing this form that I 
am accepting financial responsibility as explained above for all payment for medical services and/or supplies received.

Assignment of Benefits

I authorize direct remittance of payment of all insurance benefits, including Medicare, if I am a Medicare beneficiary, to Florida 
Medical Clinic, P.A. (FMC) for all covered medical services and supplies provided to me during all courses of treatment and care 
provided by FMC and/or its affiliated entities or otherwise at its direction.  I understand and agree this Assignment of Benefits 
will constitute a continuing authorization, maintained on file with FMC, which will authorize and allow for direct payment to 
FMC of all applicable and eligible insurance benefits for all subsequent and continuing treatment, services, supplies and/or care 
provided to me by FMC.

Initials ________



Ownership Disclosure

I understand that Florida Medical Clinic, P.A. is a physician-owned medical practice comprised of the offices of primary care 
physicians, specialty care physicians and associated ancillary services.  These ancillary services include laboratory, pathology, 
radiology/diagnostic, physical therapy, pharmacy and ambulatory surgery center services.  During the course of my care, I may be 
referred to one or more of these ancillary departments.  I have the right to choose where to receive these services.  I understand I 
am not obligated to receive these services at a Florida Medical Clinic ancillary department.

Acknowledgement of Receipt 
otice of Privacy Practices

I acknowledge that I have received a copy of Florida Medical Clinic’s otice of Privacy Practices, which describes how 
FMC will use and protect my health information.  This otice describes my rights under the Health Insurance Portability 
and Accountability Act (HIPPA) and FMC’s policies on use and disclosure of my protected health information.

______________________________ _________________________________
Name of Patient Name of Guardian or Personal Representative

______________________________ _________________________________
Signature of Patient Signature of Guardian or Personal Representative

__________________________________ Florida Medical Clinic, P.A.
Date Zephyrhills, FL  33542

cg / FMC Consent for Treatment, Payment & Health Care Operations







38135 Market Square Zephyrhills, FL 33542 
AUTHORIZATION TO COMMUNICATE PROTECTED HEALTH INFORMATION 

(PHI) via ELECTRONIC MEANS

PATIENT INFORMATION
Last Name First Name Middle Initial 

DOB Account #

COMPLETE ONLY IF THE PERSON AUTHORIZING COMMUNICATION IS NOT THE PATIENT
Name of Representative

Relationship to Patient (parent, health proxy, etc.) Phone #

Email Address

I AUTHORIZE FLORIDA MEDICAL CLINIC, PA TO COMMUNICATE WITH ME VIA THE 
FOLLOWING ELECTRONIC MEANS:
METHOD CONTACT INFORMATION
�� TEXT
�� EMAIL
�� VIDEO CONFERENCE
�� I do not authorize Florida Medical Clinic, PA to communicate with me via electronic means
This Authorization to Communicate PHI via electronic means expires 
�Upon written revocation           Automatically one year from the date of signing

Another date/event:
I understand by selecting the method of communication above and signing below, I authorize Florida Medical 
Clinic, to share/communicate PHI information via electronic means to myself or my designated representative
described above. 
My signature on this Authorization indicates that I am giving permission for Florida Medical Clinic to
communicate with me via the method checked above. 
I understand Florida Medical Clinic may communicate to me information such as when I have an upcoming 
appointment, services recommended by my doctor (i.e. flu shot), medication refills, new services offered,

and new locations/providers at Florida Medical Clinic.
I understand that according to HIPAA Privacy Rule § 164.501, Florida Medical Clinic cannot sell or distribute 
my communication method or information with any third-party without my prior consent. 
I understand that, by federal law, the Florida Medical Clinic may not use or disclose my health information 
without my authorization, except as provided in Florida Medical Clinic’s Notice of Privacy Practices.
I hereby release Florida Medical Clinic and its employees from any and all liability that may arise from the
release of information as I have directed.
I understand that I have the right to revoke this Authorization at any time, if I do so, it must be in writing and
address it to the person or institution named above. The revocation will not apply to any information already 
released as a result of this authorization.  
I understand that I may refuse to sign this Authorization, and that I cannot be denied or refused treatment, 
payment, enrollment in a health plan, or eligibility for benefits if I refuse to sign. 
Signature Date

Print Name: Signature by:  Patient Legal Guardian Proxy
Legal Representative



38135 Market Square Zephyrhills, FL 33542 

REVOCATION TO COMMUNICATE PROTECTED HEALTH INFORMATION
(PHI) via ELECTRONIC MEANS

PATIENT INFORMATION
Last Name First Name Middle Initial 

Street Address

City/State Account #

Phone # Email Address

COMPLETE ONLY IF THE PERSON AUTHORIZING COMMUNICATION IS NOT THE PATIENT
Name of Representative

Relationship to Patient (parent, health proxy, etc.) Phone #

Email Address

I DO NOT WISH FLORIDA MEDICAL CLINIC, PA TO COMMUNICATE WITH ME VIA THE 
FOLLOWING ELECTRONIC MEANS:
METHOD CONTACT INFORMATION
�� TEXT
�� EMAIL
�� VIDEO CONFERENCE
I understand by revoking the method of communication above and signing below, I revoke Florida Medical 
Clinic, to share/communicate PHI information via electronic means to myself or my designated representative
described above. 
I understand Florida Medical Clinic will no longer communicate to me information such as when I have an
upcoming appointment, services recommended by my doctor (i.e. flu shot), medication refills, new services
offered, and new locations/providers at Florida Medical Clinic. 
I understand Florida Medical Clinic, PA may be required by law to communicate with me about my lab 
results and other pertinent clinical information.
I understand that according to HIPAA Privacy Rule § 164.501, Florida Medical Clinic cannot sell or distribute
my communication method or information with any third-party without my prior consent. 
I understand that, by federal law, the Florida Medical Clinic may not use or disclose my health information 
without my authorization, except as provided in Florida Medical Clinic’s Notice of Privacy Practices.
I hereby release Florida Medical Clinic and its employees from any and all liability that may arise from the
release of information as I have directed. 
I understand that I have the right to reinstate this Authorization at any time, if I do so, it must be in writing and
address it to the person or institution named above.  
I understand that I may refuse to sign this Revocation, and that I cannot be denied or refused treatment, 
payment, enrollment in a health plan, or eligibility for benefits if I refuse to sign. 
Signature Date



Florida Medical Clinic, P.A.

Authorization to Share Protected Health Information

I authorize FLORIDA MEDICAL CLINIC to share protected health 
information with the following persons:

Patient Name: Second Form of Identification
(DOB/Account#)

This includes (please check all areas that apply)

All Medical Information
Lab  Results
X-ray Results
Medication (Rx Renewal and Pickup)
Telephone Consults

Hospital Information
Insurance Information
Dialysis Clinic Information
Appointment Information
Other (please specify)

This authorization will be in effect until authorization is revoked.

Patient’s Signature ______________________________________ Date _______________

FMC Personnel_________________________________________ Date _______________

Last Name First Name Relationship Phone #

1.

2.

3.
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