
 
ACCESS PRONTO FAMILY MEDICINE, P.A. 

 

PATIENT INFORMATION 
 

        
Last Name First Name Middle Sex 
 
          M S    W    D    O  
Date of Birth  Age Soc. Security # Race Marital Status 
 
  
Address 
 
  
City State ZIP 
 
        
Home Phone # Work Phone # Pager # Cell Phone # 
 
     Y    or    N    
Referring Physician Primary Care Physician Athlete Date of Accident 
 

GUARANTOR  
 
      
Last Name First Name Middle 
 
        
Address City State Zip 
 

HEALTH INSURANCE INFORMATION * Complete only the parts that are NOT on your insurance card. 
 
    
Primary Carrier Phone # 
 
        
Address to Mail Claim City State Zip 
 
          
Name of Ensured Sex Date of Birth Social Security # Relationship to Patient  
 
          
Effective Date Policy Number Group Number Co-Pay Authorization # 
 
  
Employer Name  
 
    
Secondary Carrier Phone # 
 
        
Address to Mail Claim City State Zip 
 
          
Name of Ensured Sex Date of Birth Social Security # Relationship to Patient  
 
          
Effective Date Policy Number Group Number Co-Pay Authorization # 
 

NEAREST RELATIVE NOT LIVING WITH YOU 
 
      
Name Phone # Relationship 
 
        
Address City State Zip 
 
*Copy Insurance Card and Driver’s License   



 
ACCESS PRONTO FAMILY MEDICINE, P.A. 

 

PATIENT MEDICAL HISTORY 
 
 

Patient Name:    Date of Birth:   Today’s Date:    
 
How did you hear about us?    
 
MEDICAL HISTORY:   
 
Past and present medical problems and year of onset? _____________________________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 
Previous Surgeries or Injuries? _______________________________________________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

____________________________________________________________________________ 

 
Current Medications with dosages and directions? Example: lisinopril 5 mg take 1 per day 
_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________  

 
Allergies or Reactions To Medications? _________________________________________________________ 

__________________________________________________________________________________________ 

 
SOCIAL HISTORY – Please circle all that apply. 

 
Have you ever smoked  tobacco:   Yes  No How much per day?    When did you quit?    
 
Are you currently taking any non prescribed drugs?   Yes No What:    
 
Do you consume alcohol:         Yes       No How much:   ______________________________________________ 
 
Occupation:    

 
FAMILY HISTORY: 
 

Anyone in your immediate family with: diabetes, high blood pressure, cancer, heart disease, or other inheritable/ 

contagious diseases? ________________________________________________________________________ 

_________________________________________________________________________________________ 



 
ACCESS PRONTO FAMILY MEDICINE, P.A. 

 

ASSIGNMENT OF BENEFITS 
 

I,   hereby authorize   

 (Name of Insured/Patient) (Name of Insurance Carrier) 

to make medical benefits payments, otherwise payable to me for services rendered by  Hanson Nguyen, M.D. 
and his staff payable to and mailed directly to: 

Access Pronto Family Medicine, P.A. 

 3004 17th Street 
            Saint Cloud, FL  34769 

Furthermore, I hereby IRREVOCABLY ASSIGN to Access Pronto Family Medicine, P.A. the rights and benefits 
under any policy of insurance, indemnity agreement, or any other collateral source as defined in Florida 
Statutes for any service and/or charges, provided by Premier Medical Care. 

Furthermore, the undersigned by these presents does hereby make, constitute and appoint Access Pronto 
Family Medicine, P.A. and any of its duly authorized agents and employee as and to be the undersigned’s true 
and lawful attorney for and in the undersigned’s name, place and stead to endorse any and all checks, drafts 
or money orders which are made payable to the undersigned alone or to the undersigned and the said Access 
Pronto Family Medicine, P.A.’s which checks, drafts or money orders are made payable for services which 
have been made by Access Pronto Family Medicine, P.A., at the request or with the knowledge and approval 
of the undersigned and/or the maker of the check, draft or money order. 

Furthermore, the undersigned allows Access Pronto Family Medicine, P.A. or any of its agents to sign any 
paper that will be necessary to enhance, expedite and/or allow payment to said provider.  This may include 
insurance forms and other statements. 

The undersigned does hereby ratify and confirm any and all actions taken by the said attorney in accordance 
with this special power and which the said attorney shall do or cause to be done by virtue of these presents. 

MEDICAL RELEASE 

 
Furthermore, a photocopy of this document shall be sufficient to authorize any person having records of 
medical treatment, services, or supplies pertaining to me to release true copies of same to Access Pronto 
Family Medicine, P.A.’s or any insurer providing coverage to me in connection with the processing of any claim 
for benefits made by me or by the assignee herein.  A photocopy of this document shall be binding as an 
original signature page. 
 
IN WITNESS WHEREOF the undersigned have hereunto set their hands, this _____ day of ______, 20____. 
 
      

PATIENT’S SIGNATURE PATIENT’S PRINTED NAME DATE 

 
      
WITNESS SIGNATURE PRINTED NAME DATE 
 
 
 



 
ACCESS PRONTO FAMILY MEDICINE, P.A. 

 

 

AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 
 
I hereby give my consent for Access Pronto Family Medicine, P.A. to use and disclose protected health 
information (PHI) about me to carry out treatment, payment, and healthcare operations (TPO).  (Access Pronto 
Family Medicine, P.A.’s Notice of Privacy Practices Provides a more complete description of such uses and 
disclosures.) 
 
I have the right to review the Notice of Privacy Practices prior to signing this consent.  Access Pronto Family 
Medicine, P.A. reserves the right to revise its Notice of Privacy Practices at anytime.  A revised Notice of 
Privacy Practices may be obtained by forwarding a written request to:  
 
Access Pronto Family Medicine, P.A. 
3004 17th Street 
Saint Cloud, FL  34769 
 
With this consent, Access Pronto Family Medicine, P.A., may  
 
[  ]  call my home or __________________ and leave a message on voice mail or in person in reference to any 
items that assist the Practice in carrying out TPO, such as appointment reminders, insurance items and any 
calls pertaining to my clinical care, including laboratory results among others. 
 
[   ]  release my PHI to (name and relationship)       
             
             
 
By signing this form I am consenting to Access Pronto Family Medicine, P.A.’s use and disclosure of my PHI to 
carry out TPO. 
 
I may revoke my consent in writing except to the extent that the practice has already made disclosures in 
reliance upon my prior consent.  If I do not sign this consent, or later revoke it, Access Pronto Family Medicine, 
P.A. may decline to provide treatment to me. 
 
 
                           
Print Name (Patient or Legal Guardian)       Signature (Patient or Legal Guardian)   Date 
 
 
             
Print Witness Name Signature of Witness  Date 
 
 

 

 
 

 

 

 

 

 



 
ACCESS PRONTO FAMILY MEDICINE, P.A. 

 

ADVANCED DIRECTIVE 

 
In the event you become unable to tell your physician and family how you want to be treated, federal and state laws 
provide ways for you to make your wishes known, the Federal Patient Self Determination Act states that each competent 
adult patient has the right to prepare a written “advanced directive” regarding healthcare decisions, the advanced directive 
is typically expressed in one or more of three basic types or forms; a Living Will declaration, a Durable Power of Attorney 
for healthcare, or a Designation of Healthcare Surrogate, or representative to make healthcare decisions for you, the 
patient when the patient becomes incapable of making those decisions. 
 
The Living Will enables you to indicate your wishes regarding healthcare treatment and life-prolonging procedures and the 
circumstances under which you wish these procedures to be withdrawn or withheld and you may also designate a 
Surrogate to carry out your wishes. 
 
Through a Durable Power of Attorney you can name a person to communicate your wishes regarding medical, legal, and 
financial matter should you become incapacitated. This may include authorizing medical treatment and administration of 
drugs. 
 
Designation of a Healthcare Surrogate allows you to name a person who will make healthcare treatment decisions on 
your behalf should you become incapacitated. Healthcare surrogates must be named by you before you become 
incapacitated but surrogates do not assume responsibility until after you become incapacitated to make decisions 
regarding medical treatment. 
 
Advanced directives can help protect your right to make medical choices that can affect your life. The stress on your 
family during a difficult time can be considerably reduced because your family will be relieved of the responsibility of trying 
to decide what your wishes would be. Your family and physician will have clear guidelines concerning your wishes for your 
care. 
 
I, _____________________________________________, understand the above information and do affirm that: 
 
At this time, I have not prepared a 
_____ Living Will. 
_____ Durable Power of Attorney for Healthcare 
_____ Designation of a Healthcare Surrogate. 
 
I have prepared a 
_____ Living Will, 
_____ Durable Power of Attorney for Healthcare, 
_____ Designation of a Healthcare Surrogate, 
and have provided a copy to _____________________________________________, understand the information I have 
provided may be modified or changed at any time and I must provide another copy after any changes in the future. 
 
I have prepared a 
_____ Living Will, 
_____ Durable Power of Attorney for Healthcare, 
_____ Designation of a Healthcare Surrogate, 
but have not provided a copy to my physician at this time. I understand it is my responsibility to provide my physician a 
copy of my advanced directive. 
 
________________________________                                                                  ___________________                
PATIENT SIGNATURE                                                                                                                                            DATE 

________________________________                                                                  ___________________ 
WITNESS SIGNATURE                                                                                                                                           DATE 

 

 

 


