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 Bradenton Pain & Wellness Center
2105 Manatee Avenue 
Bradenton, Florida 34208

Dear New Patient:

Welcome to Bradenton Pain & Wellness Center. We are pleased you have chosen Robert Ycaza, M.D. to be your primary Pain Management care provider and look forward to providing consistent high quality medical care and related services to you. To avoid confusion about your insurance coverage, we ask that you contact your insurance company prior to your appointment to understand your specific plan benefits and coverage. Please be aware that we will bill you privately for any charges not covered by your plan, so time taken now on your part will eliminate unexpected expenses to you later.

Please complete the enclosed new patient packet prior to your consultation with Robert Ycaza, M.D.  We will be happy to assist you with any questions you may have regarding your new patient packet. Services, procedures and the purpose of your subsequent visits will be discussed at the time of your consultation.  Depending on the complexity of the case, this process may take up to (60) minutes. For this reason, we have a 24-hour cancellation policy for all patient visits.

We make every attempt to keep our schedule timely, but please understand that

Because of unforeseen medical emergencies, the schedule may be disrupted.  Therefore, we ask that you keep your available time very flexible, especially for your first visit.

Pease bring the following, if applicable to your visit:

· All medications that you are taking (bring the bottles if possible)

· Any recent test results or medical reports that you may have, including -

( Lab Studies

( EKG, Stress Test

( X-Ray, MRI, Reports

( Bone Density

Please give these results/reports to the front desk receptionist when you arrive.  Copies of the reports will be made and placed in your medical chart, along with a copy of your insurance cards and driver’s license or photo ID.   If you have an out of state license or if your driver’s license address does not match your current address please bring a copy of a utility bill, in your name with your correct address. 

Bring a close friend or family member who aids in your personal health.
We are looking forward seeing to you and hope to be of assistance in your journey to get

Healthy, and stay healthy.

Sincerely,

Bradenton Pain & Wellness Center
Patient Name: __________________________________________________________

Address: _______________________________________City: _____________________

Zip Code______________ Hm #______________________Cell#__________________

SS#______________________ Birth Date_________________ Sex: F/M

Marital Status M/S/D/W Email _____________________________________________

Employer Name: ________________________________________________________

Address: __________________________________________City__________________

Zip: _____________________WK #____________________

Occupation________________________________________

Primary Insurance Co Name: _____________________________________________

Policy I.D#___________________________GRP #______________________________

Insured Name______________________________ Birth Date_____________________

Relationship to Patient_______________________SS#___________________________

Secondary Insurance Co. Name: ______________________________________

Policy I.D#____________________________GRP #_____________________________

Insured Name______________________________ Birth Date_____________________

Relationship to Patient_______________________SS#___________________________

Emergency Contact:

1) Name of person to call in an Emergency? ____________________________________

Address___________________________________________City___________________

State/Zip_____________________________Phone #____________________________

Cell#__________________Relationship to Patient:______________________________

2) Name of nearest Relative, not living with you: ________________________________

Address___________________________________________City___________________

State/Zip_____________________________Phone #____________________________

Cell#__________________Relationship to Patient: ______________________________

Responsible Party (If other than Patient)

Responsible Party’s Name: ______________________________D/O/B_______________

Address: ___________________________________City/Zip_______________________

Phone #___________________________________SS#__________________________

Employer_________________________________Employer’s #____________________

Please select the following referral source.
Physician:  __________________ Friend/Relative:  _______ Web/Internet ______

Insurance carrier ______ Other: ___________________

          AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

________________________________________________________________________ (Patient Name)                                                                           (Main Phone Number)

________________________________________________________________________

(Address)                                                   (City)                             (State)          (Zip Code)

 (Birth Date) 

I hereby authorize the Bradenton Pain & Wellness Center to release of all my medical records, reports, labs, to any of my other attending physicians and or attorneys’.

________________________________________________________________________

Signature                                            Date                                            Witness

This authorization may be revoked, in writing, at any time except to the extent that information has already been released or disclosed. Any authorization for release or disclosure of drug and alcohol abuse records shall end when the purpose for the release has been achieved. This authorization will expire automatically. 

Authorization for Release of Protected Health Information (PHI)

Patient Name







                Date of Birth
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Address







Telephone Number

I, ____________________________________________________hereby authorize my health care records to be released to the Bradenton Pain & Wellness (Robert Ycaza, M.D.).


Description of Information to be released: (check all that apply)

___ All Medical Records                                 ____ Laboratory Reports


___ MRI Reports                                             ____Medications                                                                

I understand that the information in my health record may include information relating to communicable disease, Acquired Immunodeficiency Syndrome (AIDS), or Human Immunodeficiency Virus (HIV), genetic testing or screening, behavioral or mental health, alcohol/drug (substance) abuse or any such related information.

I understand this agreement is valid for the duration of my duration of healthcare needs provided by Dr. Robert Ycaza.      

___________________________    ___________________________                  

                 Print Name                                                    Date




          

_____________________________________________      ______________________

Printed name of Patient or Patient’s Representative                              Date

_____________________________________________      ______________________

                Witness                                                                                   Date                                                                    

                         Patient Request for Confidential Communication:

In general, the HIPAA privacy rule gives the individuals the right to request a restriction on uses and disclosures of their protected health information (PHI). The individual is also provided the right to request confidential communications or that a communication of PHI be made by alternative means, such as sending correspondence to the individual’s office instead of the individual’s home.

I wish to be contacted in the following manner (check all that apply):

Home Phone Cell Phone Work Phone Other: __________________________

If we are unable to reach you reach by phone, it is ok to (check all that apply):

Leave a message on the Answering Machine YES ____________ NO __________

Send U.S. Mail YES_________________ NO _____________________

Send E-mail (This option may be available in the future) YES _____ NO _______

I wish my protected health information be released to the following individuals:

Name: _________________________ Relationship: ___________________

Name: _________________________ Relationship: ___________________

Name: _________________________ Relationship: ___________________

The HIPAA privacy rule generally requires health care providers to take reasonable steps to limit the use or disclosure of, and requests for protected health information (PHI) to the minimum necessary to accomplish the intended purpose. These Provisions do not apply to uses or disclosures made pursuant to an authorization requested by the individual.

Bradenton Pain & Wellness Center

2105 Manatee Avenue

Bradenton, Florida 34208

Phone: 941-803-8395 Fax: 941-803-8158

                          AUTHORIZATION PRESCRIPTION PICK-UP
I, __________________________________________ authorize the release of my 

Prescription’s to be picked up by _______________________________________.

A current driver’s license or photo id of the authorized person must present at the pick-up time.

Authorized persons must be 21 years of age. Under no circumstances will any medications be released to anyone other then the assigned parties above.

________________________ ____________________ __________________________
Patient Name (printed)                  Date of Birth                            Date                            

_____________________________________________ __________________________
Signature Witness                                                                           Date












Bradenton Pain & Wellness Center 2105 Manatee Ave East             Bradenton, Florida  34208
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