
Name 

APEX Pain Care 

1164 E. OAKLAND PARK BLVD 

SUITE 201 

OAKLAND PARK, FL 33334 

Date: I I 

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

Address 
---------------------------

City ________ State ________ Zip Code ______ _ 
Hoine Phone ______ Cell__ Work Phone ____ _ 
Social Security# ________ D.O.B ______ Age _____ _ 
Sex Marital Status 

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

Name of Employer __________ Occupation _________ _ 
E-Mail Address ___________ Referred by ________ _
Emergency Contact __________ Phone# __________ _
Prin1arv Care Doctor Phone# 

'-' ----------

H O'W did you hear about our office? Please Circle Answer 
Friend/Patient ·---- Internet Y ello,v book Self-Referral 
Physician_______ Radio Yellow Pages Other ____ _ 

Insurance Information: 
([you are a 1�1EDICARE patient indicate what state you first received it from: ______ _ 

Prin1ary Carrier ___________________________ _
Policy# _____________ Group# ___________ _ 

Secondary Insurance 
Prin1ary Carrier ___ _ 
Policy# _____________ Group# _____________ , 

Patient Signature: ____ _ Date: 











Acknowledgement of Receipt of Notice 

Apex Florida, LLC 
1164 E Oakland Park Blvd, Ste 202, 

Oakland Park, FL 33334

I hereby acknowledge that I have received a copy of this practice's Notice of Privacy practice 

Print nan1e:
------------

Telephone number: _______ _ 

Signature: ___________ _ Date: 
-------

If not signed by the patient, please indicate: 

Relationship(ptease circle): 

., Parent or guardian of minor patient 

• Guardian or conservator of an incompetent patient

• Beneficiary or personal representative of deceased patient

Name of Patient: 
------------------------

For office use only: 

Signed form received by: ________ Date: _______ _ 

Acknowledgement refused: ________________ _ 

Reason for refusal: 
--------------------





APEX FLORIDA, LLC 

Consent for Purpose of treatment, payment or Health Care Operations 

I consent to the use or disclosure of my protected health information by Apex Florida, LLC, for the purpose of 

diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct health care 

operations of Apex Florida, LLC. 

I understand that diagnosis or treatment of my by Apex Florida, LLC may be conditioned upon my consent as 

evidenced by my signature on this document. 

I understand that I have the right to request a restriction as to how my protected health information is used or 

disclosed to carry out treatment, payment or health care operations, Apex Florida, LLC is not required to agree to 

the restrictions that I may request. However, if Apex Florida, LLC agrees to a restriction that I requested, the 

reliance on this consent. 

My" protected health information" means health information, including my demographic information collected 

from me and collected or received by my physician, another health care provider, a health plan, my employer or 

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 Apex Florida, LLC Notice of Privacy practices prior to signing this document. 

Apex Florida, LLC Notice of Privacy has been provided to me. 

The Notice of Privacy Practice for Apex Florida, LLC describes the types of uses and disclosures of my protected 

health information that will occur in my treatment, payment of my bills, or the performance of health care. 

A summary of the Notice of Privacy Practices for Apex Florida, LLC is also posted in waiting room. 

This Notice of Privacy Practices also describes my rights and the duties of Apex Florida, LLC with respect to my 

protected health information. 

Apex Florida, LLC reserves the right to change the privacy practices that are described in the Notice of Privacy 

Practice. 

I may obtain revised Notice of Privacy Practices by contacting Apex Florida, LLC 1164 E Oakland Park Blvd, St 202,

Oakland Park, FL 33334

Name of patient or Representative(Please print) Date 

Signature of Patient or Representative Employee Initial 





Apex Florida, LLC 

1164 E Oakland Park Blvd, Ste 202, Oakland Park, FL 33334  Tel: 954-678-1074 Fax: 954-938-2127 

Authorization to Release or Obtain Medical Records 

Date: ________ _ 

Patient Name: __________________________ Date of Birth ________ _ 

Address. ________________________________________ _ 
I authorize the use/disclosure of health information about me as described below from: 

To: 

AMERICAN PAIN EXPERTS/ APEX PAIN CARE   1164 E Oakland Park Blvd, St 202, Oakland Park, FL 33334 

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

Complete Medical Record 
Abstract of Medical Record 
History & Physical (H&P) 

Consultation/Operative Reports 
- X-Ray and Imaging Reports 

Progress Notes 
Discharge Summary - laboratory Test Results 

Immunization Records 
Other (please specify) __ 

I understand that the information in my hea\th record may include information relating to sexually transmitted disease 
Acquired Immunodeficiency Syndrome 01· human Immunodeficiency Virus. It may also include information about behavioral or 
mental health services and treatment of alcohol abuse. 
This information is being provided to you from records whose confidentiality may be protected by State and/or Federal law 

I unde1·stand according to Florida Statures, there will be a charge for medical records copied and released to patients. There is 
no charge for copies to physicians form continuation of care. 
This information may be disclosed to ;;nd used by the above facilities for purpose of: 

Further Medical Care Insurance Eligibility/Benefits - Other (specify) ___ _ 
Legal Investigation or Action Personal 
Changing Physicians Inspection/Copying of records 

unde1·stand I have the right to inspect and obtain a copy of my protected health information in the designated sets you or your 
business associates maintain. I understand however I am not entitled to inspect or obtain a copy of an psychotherapy notes or 
any information compiled in anticipation of use or for any civil, criminal, or administrative action or proceeding, any 
information not subject to disclosure under the Clinical Laboratory Improvements Amendments of 1988 (42 UCS Section 263 (a) 
and certain other records. 

understand that I may refuse to sign this authorization and that my refusal to sign will not affect may ability to obtain 
treatment or payment or my eligibility for benefits. I may inspect or copy any information used or disclosed under this 
authori:ation as described above. 

I unde1·stand that the information disclosed to pursuant to this authorization may be subject to re-disclosure by the recipient 
and no longer be protected under the terms of this authorization. 

I release the organization complying with this request of all responsibility for loss of confidentiality by access and/or copies of 
1·ecords released in compliance with this authorization. 

I understand that I may 1·evoke this authorization I writing at any time. To understand that if I revoke this authcrization I must 
do so in writing and present my written revocation to the Health Information Management Department. I understand that the 
revocation will not apply to information that has already been released in response to this authorization. This authorization 
e>:pires with 90 days unless othervvise specified. 

Signature of patient (if signed y person other than patient state relationship) Date 

Name of Patient (Please Print) Social Security Number 
Patient is: - Minor - Incompetent -Disabled -Deceased 

Legel Authority: - Parent - Legal Guardian - Executor of Estate of Deceased - Power of Attorney -Authorized Legal Representative 

Signature of Witness Date 

The documents accompanying this transmission contain confidential information that is !ega/!y privileged. This information is intended only for the use of the 

individual or entity named above. The authorized recipient of this information is prohibited from disclosing this information to any other party and is request to 

destroy the information after its stated need has been fulfilled. If you are not the intended recipient you are hereby notified that any disclosure copying distribution 
or action taken in reliance on the contents of those documents is strictly prohibited. If you have received this in error, please notify the sender immediately to 

arrange for the return of these documents. 




