
 

 
 

 
Date:  __________________________Email:__________________________     

 

Name:_________________________________       DOB____________________ 

 

Address: _________________________________________________________ 

 

City/State/Zip:____________________________________________________ 

 

Phone #’s   

Cell: _ ____________      Home:________________       Work:  _________________ 

 

Emergency 

Contact:________________Relationship____________Phone#_________________ 

 

 

Pharmacy name & Phone Number_______________________________________ 

 
 

***WE WILL REMIND YOU OF APPOINTMENTS & PAP SMEAR RESULTS BY EMAIL & TEXT*** 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

FINANCIAL RESPONSIBILITY AGREEMENT  
The undersigned agrees, whether he/she signs as parent, spouse, guarantor, guardian, or patient, that in consideration of 

the services to be rendered to the patient, he/she hereby individually obligates himself/herself to pay the account. Should 

the account be referred to an attorney for collection, I authorize the attorney to obtain my credit report; and the 

undersigned shall pay reasonable attorney's fees and collection expenses. 

 

PHYSICIAN’S RELEASE AND ASSIGMENT 
I hereby authorize payment directly to the physician of all benefits applicable and otherwise payable to me from my 

insurance carrier, HMO or the other third party payer, for services rendered by the physician. I understand that I am 

financially responsible to the physician for any and all charges that the carrier declines to pay. I hereby authorize the 

release of my medical records as deemed necessary for payment of insurance benefits.  
 

Malpractice Statement 
We have elected not to carry Medical Malpractice insurance or otherwise demonstrate financial responsibility. However, 

we agree to satisfy any adverse judgments up to the minimum amounts pursuant to S.458.320 (5) (g).Florida Law 

imposes penalties against non-insured physicians who fail to satisfy adverse judgments arising from claims of medical 

malpractice. This notice is pursuant to Florida Law. 

 

 Notice of Privacy Practices 
Physicians have always protected the confidentiality of health information and have refused to reveal such information. 

Today, state and federal laws are also attempting to ensure the confidentiality of this sensitive information. The federal 

government recently published regulations designed to protect the privacy of your health information. This “privacy rule” 

protects health information that is maintained by physicians, hospitals and other health care providers and plans. The new 

regulation, effective April 14, 2003, protects virtually all patients, regardless of where they live or where they receive 

their health care. Every time you see a physician, are admitted to a hospital, fill a prescription or send a claim to a health 

plan, those professionals will need to consider the privacy rule. All health information, including paper records, oral 

communication and electronic formats (such as E-mail and electronic claim filing) are protected by the privacy rule. The 

Notice of Privacy Practices, which is available in our waiting room, contains information about how your confidential 

health information is protected by this office and describes how you can exercise your rights with regard to your health 

information. The privacy rule provides you certain rights, such as the right to have access to your medical records; 

however, because there are exceptions to these rights, they are not absolute. We encourage you to read the Notice of 

Privacy Practices as your signed consent is required. Please let us know if you have any questions about the Notice of 

Privacy Practices. To contact our Privacy Officer, call (305) 665-9644. 

 

Consent for Treatment 

Effective July 1, 2020 Per Florida Senate Bill 698  we are now required to obtain your consent for pelvic examinations. 

I hereby consent to the provision of care, diagnosis and/or treatment and/or a medically indicated examination including 

but not limited to a pelvic and digital rectal exam by the physicians and nurse practitioners of South Miami Women’s 

Health 

ACKNOWLEDGMENT 
I have read and understand the financial responsibility agreement 

I have read and understand the Physician’s release and assignment 

I have read and understand the Malpractice Statement 

I have read and understand the Notice of Privacy Practices 

I have read and understand the Consent for Treatment 

I hereby acknowledge that such consents will remain in effect   until I cancel such consent in writing. 

 

 

Signature____________                 ______ ______________Date______________ 
 



 

 

 

 

 

 
 

YEARLY APPPOINTMENT REMINDER 

**your appointment reminder will be emailed and texted** 

If this is NOT OK please advise front desk 

 

 
      DATE:   ___________________ 

     
      NAME:__________________________________________ 

               
      DATE OF BIRTH:  __________________      

    

     EMAIL: __________________________________________   

 

_____________________________________________________ 

 

PAP SMEAR RESULTS 

**your pap result will be emailed and texted** 

If this is NOT OK please advise front desk 

 

 
      DATE:   ___________________ 

     
      NAME:__________________________________________ 

               
      DATE OF BIRTH:  __________________      

    

     EMAIL: __________________________________________     

 

 

 

 

 

 



 

 

 

 
 

South Miami Women’s Health 

7000 SW 62 Avenue, Suite 350 South Miami, Fl. 33143 

 

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION 

 

Name____________________________       DOB_________________ 

  

Please select all that apply:  

o You have my permission to leave a detailed message or via unencrypted email test results: 

                       Tel_______________________ - Email:______________________________                              

    _       Please DO NOT release ANY medical information to anyone other than myself. 

             I authorize this office to discuss my medical care with the following: 

             Name________________________________ Relationship__________ 

             Tel: _________________________ 

             Name________________________________ Relationship__________  

             Tel: _________________________ 

 

HIPAA ACKNOWLEDGEMENT 

By signing below, I acknowledge that I have read and understood the Notice of Privacy Practices of the Federal 

HIPAA Privacy Rule. 

 ___________________________________ ______ ______ / _ _________ 

Patient Signature                                                                                     Date 

 

 

 



 

 

 

 

 

 


