West Coast Obstetrics & Gynecology

Michede LeMay MDY, Karen Matts-Toomey MDD, John David Hansill M. Rosabelle Campos MD
543 Manatee Ave E Bradenton 'L 34208

Phone gq1-745- 1606 Fax og1-748 1807
Registration Form

Fotienl BNanwe; Micknnme;
Address:
iy, B b, Fipe____

— . Mlarilnl Stabs:

Dateof birgh: A __ Social Security #:

Haome Ph: Work FFhe_ Cell Ph:

Frimary Doctor:_ S Pharmncy:

Emplover: Cecupation: How long:
Alergics:

Email:

Insurance Company: Insurnies [.I.

Insuranee Cand Holder (please eheck one) SELF | JSPORSE JOTHERS )

Frimary Insured Narme — ; [H: REe

Spouse name: I Oecupobion: N Work Phzi{_ ) =
Cavrdiam / Parenl Information If Palient is o Minor;

Mame of parentip): Felaliomship;

Sovinl Socuritne: = _ Date of Birth:

Flome Phe ( 1 Wark Ph( ) =

All professional sorviens rendored are chorged to the petient. Macassary forms will ba completed to halp expoditn inauranes earrior Taymants
Henseres, the pationt s pepoisilde for ol faos repardiess of insuranes voverape. It s abie suslamary Lo pay or sarvioes when misdersd unless
ather arrsngements have baon made in advanes with cur offics baskkeapar. [ request Lhnt posment of nuthorizod imnemos company bimefits b
niade sither to me or an my behalf fo West Coast OB 'CYH for any services furnished to me by that party whe sccepts assignnsents; physisian
regulations prtaining bo Medisarg sesiginieid of bosefils appely. 1 authorize any holder of medicsl or cther information sboul me o psses b
the Sociad Serurity Adminidration and Heslth Caro Finaneing Adminidration ar @3 inbermedirios ar saeriors any infarmation needed g thiaar
o related Insaranon Company eladm, | parmit a copy of this autlorization o be used in place of thw ariginel, snd request payment of medicnl
insurancs benelRs silber to mysell or Lo the party that acoapts sssiprment. | understand it is m nnehistory o polify Ube health care provider of any
othor pardy who may ha m:}o-?_ur:lnihln for paying for my breatment Caection 11288 of the Socil Seeurity Act and 31 1750 3Boi-3Baz provides
penalties withhobding this i abom]l

SIGNATURE: - ! DATE:



West Coast Obstetrics & Gynecology

Michele LeMay MDD, Karen Malls-Toomey 8D, John David Hansill MIY, Bosnbelle Campos MDD
513 Manntee Ave E Bradenton FL aqz08

Phone gqi=7g5-1000 Fax L 1781807

I wish to ba contacted in the fellowing manner {check all that apply):

{ ) HOME TELEPHOMNE [ ) WATTTEN COMMUMNICATION

[ LEAVE DETAILED MESSAGE [] MATL T HOME ADDRESS

[] LEAVE CALL BACK MUMBER, CMLY [] MaILT0 WoRK ADDRESS
i ) WORK TELEPHOME { ) RELEASE TO) [MMEDIATE FAMILY

[] LESVE DETAILED MESSAGE [1 LEAVE DETAILED MESSAGE

[} LEAVE CalL BACK MUMBESR ONLY [1 LEAVE CaALL BACK HUBMBER ORLY
{ JCELL PHOME CYFAXTHIS HUMBER_

[1 LEAVE DETAILED: MESSAGE [] LEAVE DETAILED MESSAGE

[1 LEAVE CALL BACK MUMEER ONLY [1 LEANE CALL BACK NUBMBER OMLY

Emargency contact to leave call back information (if unable to reach you):

MAME RELATTOMEHIP

PRIMARY FHOME NO, ATERNATEPHOMENOD.

I UNDERSTAND THAT ALL PERSOMNAL RECORDS AMD IMFORMETION [S KEPT COMNFIDENTIALLY THROUGH
WEST COAST OBAGYN. THE ABOVE INFORMATION 15 APPROVED BY MY PERCON.

PATIEMT SIGHNATURE DaTE

PRINT PATIENT MAME_ noB




West Coast Obstetrics & Gynecology
Miclwbe Ledday MIY, Karen Matta-Toomey MD, John David Hansill M, Rosabelle Campos MDD
513 Manatee Ave E Eradenton FL n4208

Phone gg1=745-10006 Fax e 1-7 - 180

Patient Auth tion For Use And Disclosure
8] cted H In i

BY SIGNING THIS AUTHOREATION, | AUTHORIZE WEST COAST OB/GYM TO USE ANDVOR DISCLOSE CERTAIN
PROTECTED HEALTH INFORMATION (PHI) ABOUT ME. THIS INFORMATION MAY INCLUDE INDIVIDUAL IDENTIFIABLE

HEALTH INFORMATION SUCH AS DATES OF SERVICE TYPE OF S8ERVICES, LEVEL OF DETAIL TO BE RELEASED,
ORIGIN OF INFORMATION, AND ANY/ALL TREATMENT

THE INFORMATION SHALL BE USED OR DISCLOSED FOR THE FOLLOWING PURPOSE:
Request of Patient

Pabtient is 3 Mior

e

Cifar

THIS AUTHORIZATION WILL EXPIRE ONE YEAR FROM DATE SIGNED

T MAY BE SUBJECT TQ REDISCLOSURE BY THE RECIPENT AND MAY NO LONGER BE FROTECTED BY THE FEDERAL
HIPPA PRIVACY RULE | HAVE THE RIGHT TO REVOKE THIS AUTHORIZATION IN WRITING EXCERT TO THE EXTENT
THAT THE PRACTICE HAS ACTED M RELIANCE UPON THIS AUTHORIZATION. MY WRITTEN REVOCATION MUST BE
SUBMITTED TO THE PRIVACY OFFICER AT

313 MANATEE AVE E. BRADENTOMN, FL 34208

Patient Signature: Date:

Patient Nama

PERSON(S} TO WHOM INFORMATION MAY BE RELEASED:

MNanme Relabonship

Namea: Relationehip:;




West Coast Obstetrics & Gynecology

Michele Lekiny MD. Knren Matta-Toomey MDD, Juhn Dinvid Hinsill M1, Rosalulke Campas M0
513 Manatee Ave E Bradenton L 34208

Phone 041-745-1616 Fax g41-748-18q7
Financial Policy
We are here o provide vou the highest quality care. Your clear understanding of our professional fees is

imporlonl. Flease understand as your health care providers, we are committed to you, nol your insurance
COmpany.

Flease review our policy:
* Payment is due at time of service, including co-payments and deductibles
« Weaccept cash, checks, Visa, Mastercard, and Discover
* ILis your responsibility to verify our participation with your health insurance plan
*  Please make sure your insurance plan covers the services provided bv us
& Itis your responsibility to provide us with correct and complete insurance infarmation
* Your insurance card is needed at the time of check-in in order for us Lo provide vou care
* Please inform our office of any changes in your insurance

» Failure to notify us at least 24 hours in advance of appointment cancellation will result in a $35.00
charge

L agree Lo Lhe linancial policy explained shove,

Patient Signature: Drate:

Receipt of Notice of Pri actice n Ac sdgemen 1

I have seen a copy of the West Coast Ob/Gyn Notices of Privacy Proctice

(Loeated on office bulletin board)

Paticnt Signature Date

Print Name




(@) westcoast
1 DESTOTRIEA A GYTHICOLD G 1

EFFECTIVE MARCH 7, 2018

Missed Appointment Policy

A missed appointment is when you fail to show up for an
allotted appointment time, without a phone call or cancellation
notice of at least 48 business hours.

Remember this time was reserved especially for you, therefore,
we request at least 48 business hours’ notice in order to utilize
this time for another patient.

If you are unable to keep your scheduled appointment, please
call our office at least 48 business hours in advance to avoid a
missed appointment fee of $35 for Office Visits, $75 for
Procedures and $50 for Ultrasounds.

This charge is NOT covered by insurance.

Also, we ask that you arrive on time for your appointments.
When you arrive late for an appointment we may have to
reschedule you to another day.

Patient Signature:
Please print name:
Date Of Birth:




