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Anoop K. Reddy, M.D., P.A. 


Name: Date of Birth: Date: 


EMGINCV QUESTIONNAIRE II II 

Who is the referring doctor? _______________________ 

What is the reason you are having the test? _______________________ 


Are you currently taking Coumadin or Warfarin? DYes 0 No 
If yes please stop taking 2 days prior to test. 

Do you have any history of bleeding problems? I.E. Hemophilia. 
DYes oNo 

If yes please explain ________________________________________ 

Do you have any history of Diabetes? DYes D No 

If yes please explain _____________________________________ 


Do you have any history of alcohol abuse? DYes 0 No 

If yes please explain.~______~~~~~~~~~~~~~~__ 




Anoop K. Reddy, MD 
NEW PATIENT INFORMATION 

PERSONAL INFORMATION 


_____ .. ____ AGE: _ .. __ _NAME: ____ .. __ ~ __~____ ~ _ DATE OF BIRTH: 

SEX: D MALE D FEMALE SOCIAL SECURITY: ___ 


CURRENT ADDRESS: ___.......__.___........~.__________ APT #: 


CITY: ___________________ STATE: ______ ZIP CODE: ______.....__ 


HOME #: \ .. --1 _______ CELL #: \____~_I ___________ 

IS THE ABOVE YOUR PERMANENT/MAILING ADDRESS? 0 YES o NO 

IF NO, PLEASE LIST YOUR PERMANENT/MAILING ADDRESS: ____________ 


EMAIL ADDRESS ______..____ 

DO YOU HAVE A LIVING WILL? DYES DNO 

MARITAL STATUS: D SINGLE D MARRIED D DIVORCED D WIDOWED 0 SEPARATED 

RACE: G WHITE BLACK/AFRICAN AMERICAN HISPANIC:J ASIAN 0 OTHER 0 I DO NOT WISH TO PROVIDE 

ETHNICITY: 0 HISPANIC OR LATIN 0 NON·HISPANIC 0 I DO NOT WISH TO PROVIDE 

PRIMARY LANGUAGE: 0 ENGLISH 0 SPANISH INDIAN 0 RUSSIAN 0 OTHER 

PHARMACY NAME: _____ PHONE: ____________ 

LOCATION: ____________________________ 


EMPLOYER: ______ OCCUPATION: _________ 

NEXT OF KIN: ______________ RELATIONSHIP: ________ 

HOME # L--) ________ ALTERNATE #: ( ____________ 

IN CASE OF EMERGENCY WHO SHOULD WE CONTACT OTHER THAN SPOUSE? 

NAME: ________________ RELATIONSHIP_____________________ 
PHONE # ( __) __......___ 

PRIMARY CARE PHYSICIAN: ____________________ 

WHO REFERRED YOU TO OUR PRACTICE? _ ........_____________..______ 

OFFICE FINANCIAL POLICY 
Our goal is to deliver the highest quality medical care as efficiently and effectively as possible. To maintain 
this standard of medical care, we must operate an efficient office from a business perspective. The following 
information will provide you with some of the financial guidelines of our office: 



OFFICE CHARGES: Unless you are a patient with Medicare, an HMO, or PPO, payment is due 
at the time of service and may be made by cash, check, Visa, or MasterCard. Timely payments help us hold 
down the high cost of health care. An itemized statement will be given to you that you may attach to your 

insurance company's claim form for your reimbursement. Checks returned for.al'lyt~as<L1'l, will be assessed a 
$25.00 non refundable service charge 

If you are a member of an HMO or PPO, you will be required to make your necessary co-payment at the time 
of your visit. It is your responsibility to arrange with your primary care physician to bring your referral 
with you for visits and diagnostic testing. We are required by our HMO/PPO contracts to reschedule any 
non-emergency appointment until the proper authorization is granted. 

If you have MEDICARE, we accept assignment for Medicare claims. If you have a supplemental policy, that 
directly crosses over from Medicare, we will file this for you as well. If you do not have one of these 
supplemental insurances, or have not met your yearly Medicare deductible, we ask that you pay your co­
payment amount at the time of service. 

APPOINTMENTS NOT CANCELLED WITHIN 48 BUSINESS HOUR ADVANCED NOTICE ARE SUBJECT TO 
CHARGES TO THE PATIENT'S PERSONAL ACCOUNT. (PLEASE SEE CANCELLATION POLICY) 

Should you have any questions regarding our policies or a special circumstance that you would like to 
discuss we invite you to speak with our office staff prior to your visit. 

INSURANCE INFORMATION 
PLEASE PROVIDE ALL INSURANCE CARDS TO FRONT OFFICE STAFF SO THAT PHOTO COPIES CAN BE MADE! 
ONLY FILL OUT THE FOLLOWING IF YOU ARE NOT THE PRIMARY SUBSCRIBER TO THE INSURANCE: 

PRIMARYINSURANCE: ____________________ 

_____________ DATE OF BIRTH: _______________SUBCRIBER NAME: 

RELATIONSHIP TO PATIENT: _______________________ 

SUPPLEMENTAL INSURAN CE: 

SUBCRIBER NAME: ___________ DATE OF BIRTH: 

RELATIONSHIP TO PATIENT: _____________________ 

l~====~====~·..~~.==_=====~_========~~====_======ol 
AUTHORIZATION 

I authorize the release of any medical information acquired in the course of my examination or treatment to 
process an insurance claim and that I have read and understand the office financial policy. I certify that all of 
the information given is true and correct to the best of my knowledge. I also request that payment of 
authorized services be made on my behalf to the physician rendering services for any balance not paid directly 
by myself. I authorize you to give me reasonable and proper medical care by today's standards of care. I have 
read and/or received a copy of the practice's notice of privacy practices. 

Medicare patients: I certify that the information given to me in the applying for payment under Title XVII of 
the Social Security Act is correct. I authorize any holder of medical or other information about me to release it 
to the Social Security Administration or its intermediaries or carriers 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. I request that 
payment of authorized benefits be made on my behalf to the physician furnishing the services or authorize 
such physician to submit a claim to Medicare for payment to me. 

SIGNATURE: _ ..__..__ ______ DATE: ___.________ 

**NOTE** 
Be sure to provide ALL insurance cards and a photo I.D. to front office staff so a copy can be made 

and placed in your record. 



Anoop K. Reddy, M.D. 
4446 E. Fletcher Ave. Ste E. Tampa, FL 33613 

Ph: (813) 558-8878 Fax: (813) 558-0259 

Authorization for Release of information 

I hereby give my permission to Anoop K. Reddy, M.D. PA to request any 
medical records required for treatment from my primary care physician, 
referring physician, or any other physician involved in my treatment. 

PATIENT INFORMATION: 

Full Name 

Date of Birth 

Signalure of PalienI or Authorized RepresentaIive'" 

Date of signature: ________ 

Relationship to patient: ____________ 

*If legal guardian, administrator or executor of estate, legal proof of this 
status must accompany this authorization. 

Please fax records to number listed above, unless otherwise specified. 

This authorization will expire automatically one year after the date 
signed. You may revoke this authorization at any time by notifYing the 
office of Anoop K. Reddy, MD in writing to the address above. The written 
revocation will not affect any information already disclosed to the office of 
Anoop K. Reddy, MD pn()r to revocation. 



---------------------------

Anoop K. Reddy, M.D., P.A. 
Diplomate of the American Board ofPsychiatry and Neurology 

4446 E Fletcher Avenue, Suite E, Tampa, FL 33613 
Phone: (813) 558-8878 

Cancellation Policy 

Appointments are commitments between the patient and 
doctor to share a given time. Appointments that are not kept 
waste not only the doctor's time, but office staff and leave 
those patients with urgent healthcare needs waiting. 

We are willing to work with our patients who are willing to 
work with us. We understand that there are some 
circumstances that cannot be avoided. Ifyou have to 
cancel/reschedule your appointment it is appreciated if it is 
done as soon a possible. Patients who do not cancel within 48 
business hours prior to the scheduled time will be 
automatically billed for an office visit. This will be charged 
to the personal patient account and is not covered by 
Insurance. 

By signing this form you agree that you have been notified and 
understand the cancellation policy of the practice. 

Patients Name: 

Signature: _____________________ 

Date signed: _-I 


