Jesse Salmeron, M.D., F.A.C.S., F.A.A.O.A.
3363 NE 163rd Street, Suite 505, North Miami Beach, Florida 33160

Patient Demographics

Date
Name
Last Name First Name Middle Name Jr. Sr.
Gender Female Male
Date Of Birth Primary Care Physician
Name
Home Phone Address
Work Phone Address
Cell Phone Phone
Fax
Race Circle one from the list below
_ White Home Address
American Indian/ Alaska Native Address
Black/African American City, State
Native Hawaiian/Pacific Islander Zip Code
Asian Other Unknown
Ethnicity Circle from the list below Social Security No.
Hispanic or Latino
Non-Hispanic or Latino Smoking Status: Circle One from the list below
Heavy Tobacco User Never Smoker

Language Circle One from the [ist below

English Russian  German  OCther
Spanish  Dutch Chinese
French Italian Japanese

We Should Contact You By, Circle One:
Phone, Mail, Email
Email

Authorize Us To Speak With,Circle your choices.

Light Tobacco User Former Smoker
Every Day Smoker
Current Status Unknown

Some Day Smoker

Are you Pregnant: Yes or No.
Self Pay: Circle one, Yes or No.
Insurance:

Spouse Voice Mail

Name:

Name:

Leave Test Results With, Circle your choices.
Spouse Family  Voice Mail

Name:

Name:

Family

Patient Signature:

Does your insurance have a copay? Yes or No
Does your insurance have a deductible? Yes or No
Does your insurance pay 80% and you pay 20% Yes/No

Pharmacy

Phone

Address

Fax

Date:




Jesse Salmeron, M.D., P.A., F.A.C.S.
Ear, Nose, & Throat
Surgery
Diplomate, American Board of Otolaryngology

Date:

Fecha

Patient Name;__ . DOB;

Nombre Fecha de Nacimiento

CURRENT MEDICATIONS / Lista de Medicamentos

Including prascription, over the counter, herbal, vitamin/mineral/distary supplements
Incluyiendo medicamentos sin recetas, hierbas, vitaminas Yy suplimentos

Medications Dosage  Route | eg: by mouth, inhale)  Frequency
Medizcamento Dasis Ruta [Por t Por boca, | Inhalar  Frecuencla

DRUG ALLERGIES / ALERGIAS DE MEDICAMENTOS

Patient Signature |
Firma Del Paclente excel

3363 NE 163" Street , Suite 505, North Miami Beach, Florida 33160
Phone (305) 652-8151 » Fax (305) 651-7257
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ACKNCWLEDGMENT OF RECEIPT DF
NOTICE DF PRIVAOY PRACTICES

‘.““-Y'ou may refuse 1o slgn.this qcknowiadgment sas

o . . have racaived a copy of this

offica’s Netjes of Privacy Practices,

I;Iar;n'aa'

Signature

[ ’
FOROFFICE U§E ONLY . -

We altempted to obtalnwritien acknowiedgman of tecaipt.of ous Notica of Privacy
Pradloes but acknowdedgmen ould npt be oblgined becausa:
Individuel-refused to sign _
Communication barriers prehibifad obtaining the acknomqumem

An emergency-situation prevented us fram otitaining
acknowisdgment

‘Other




Jesse Salmeron, M.D., P.A., F.A.C.S.
Ear, Nose, & Throat
Surgery
Diplomate, American Board of Otolaryngology

Patient Responsibility Form

Patent Name: DOBE;

Dear Pauceat;

{tis your resporsibility to know and undersiand any information regacding youe insusance
deducdble/coinsurince/co-payments, Co-payments are your tesponsibility acd are expected pdor o

secvices being tendeced. In addidon, you are responsible tor paying for services that fall under vour
deductible /coinsurance. -

As 1 pardeipating provider, miy physician or healthcare practidoner will subsmit the claim oa my behalf
for services rendeted, directly to my insurance catrier. All offics procedures are considered sutgery.
Upon receipt of my Explanadon of Benefits from my insurance carder, | understand that [ am
responsible for any applicable deducdble/coinsurance and | must provide payment directly to my
provider, I have agreed to pay for any applicable deductible/eoinsurance. If 1 do not pay, [ understaad
that my provider may seck aliernative methods to collect these monies.

Iunderstand that [ am cesponsible (or paying my peovider directly for any applicable
deductible/coinsurance/co-payment. This is a mandatory requirement when receiving
healtheace services. [ understand that if | do not fulfill this requirement, my provides may notify
my insurance catrice, und seck alemative methods of colleetion, Failure to mect my obligations
is a violatfon of my apgreement with my insurance currier and the carrder may take additional
action, 1 also understand that If ] have longstanding unpaid deductibles/cotnsurance/co-
payments owed to my provider, my provider may terminate the doctor/patent relationship as a
resull, subject to the requitements of state and /or federal law.

[ further understand that if my provider colleets uny applicable deductible/coinsurance from me
and is ulso reimbursed diteety from my Insutance carrer, that [ will be relmbursed from oy
provider any overpayment owed to me.

Putient] Guandinn Signotire: i

3363 NE 163" Street , Suite 505, North Miami Beach, Florida 33160
Phone (305) 652-8151 « Fax (305) 651-7257



Jesse Salmeron, M.D., P.A,, F.A.C.S.
Ear, Nose, & Throat
Surgery
Diplomate. American Board of Otolaryngology

"AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

1 herehy authoetz the release of nformation from the medical reaard of)

Lo¥ Neme First Nerme : MI  Dato of Birth Social Secumiy B

¥ ; — - - . j
Adtirass . " Phons 4
Information Released Yo: - From:

3 " . . - 1
Nanme ' oL Namie
‘Addtess . . RN TR " )
Ty, S Oy, 5iake, 25
v .

Phone ¢" oo \ Phosg & )
o — ¥ CFEA —
Information Requested) ‘-
~ProblemLin ' __ Dischwge/Transfer Summery - __dT Scan Report
__ Propress-Notes _._LabReqlts” * ___MRIRzport

Medication List _._Patholagy Repoit ___Hehoourdiogram
o History/Bhyslol Rxsrm ___X«Ray Repurt —5281dlug Strest Test
.Consultation Reports LUBKG . ) . Other, o
— Opérative Reports em Ulizgcund Report ! ,
Information T Bei

Cfxed  _ Msiled  _ Other

-

1 uaderptand thia Information fe confidential and therw shall be no further disclostirs vithaut the vaitten authorlation of the patien
ashar lagal repeasentative, This euthorizetonds valld untit {ano yesr from date of wignuturs {f not speeified). 1
undersiend [ Gave the right 1o revoke thia suthorization at any time, ! undarstund i { tavoke thls authorizatiod, I must do 5o 16 welting
Tundorstand tho ravecation will nat applyto information that hag already been yelzased in rasponse to this suthorlzstion,

L understand that-authorizing the disclosure of thia health laformation Is voluntary, { ¢an rofuva 1o slgn this sutborzation. [ nezd no:
" gign this form In orderto arsure treatment. 1 undeditnad I iy inspost or receive sapies of the information 18 Yo disclosed. I
undstetund duy disslosure of lnfosmutlon sardes with If the porential for en unauthorized ra-dlsc}lunummd tha information may nos

protocted by feders) confidenslolity rules,

Sro oo

KATagonibip -

TDste T Signdare : T Frimied Name |
) ' - (if efghed by ather then path

3363 NE 163" Street , Suite 505, North Miami Beach, Florida 33160
Phone (305) 652-8151 ¢ Fax (305) 651-7257



