
Suncoast Urgent Care Centers, LLC   New Patient Registration Forms
Suncoast Urgent Care Trinity Urgent Care

PLEASE PRINT

Today's Date: ___________________REASON FOR TODAYS VISIT:_______________________________

Patients Last Name ______________________________First_____________________________MI________

SS#_____________________D/O/B:_________________Gender:_______Marital Status:__________

Address:___________________________________City:___________________State:_____Zip:_________

Home Phone:__________________Cell Phone:_________________E-Mail:_____________________________

Do you have a primary care physician?__________________________________________________________
                                                                                      (Name and Phone Number, Fax Number if Known)
Please tell us how you heard about our office:______________________________________________________

*********************************************************************************************
(       )  I am providing a copy of my insurance card 

Primary Insured Name:_______________________________Primary Insured D/O/B:_______________________
Relationship to Insured:_____self______spouse______parent______other
Insurance company:___________________Insurance ID#:____________________Group Number:____________
Is there other insurance secondary to your primary coverage?__________________________________

  (Name Of Secondary Insurance)
*********************************************************************************************
If Worker's Comp Injury, I have reported this claim to my employer   (      )  Yes          (     ) No
Employer's Name:__________________________________Phone#:___________________________
Date of Injury:_________________Claims Adjuster:____________________________

*********************************************************************************************
PLEASE READ CAREFULLY AND SIGN BELOW

Insurance Policy: If your insurance coverage is with a plan that we have a participating agreement with, we will file
a claim on your behalf.  Please provide a copy of your insurance card to us for verification of coverage.  We will do
our best to determine your coverage and/or co-payment for today's visit, however it is the patients' responsibility to
be familiar with their individual insurance benefits.  Co-payments will be collected at check-in and any remaining
balance due after your insurance has paid will be billed to you. If your insurance company requires an authorization
for services provided to you from a provider within your insurance network, it is your responsibility to initiate the
referral process in order to ensure you receive the maximum insurance benefits. Furthermore, you are hereby
authorizing Suncoast Urgent Care Centers, LLC to apply for insurance benefits on your behalf for the services
rendered and authorize benefits to be paid directly to our office. I certify that the information reported with regard to
my insurance coverage is correct and further authorize the release of any necessary information, including medical
information for this and any future claims. By signing this form I am also requesting medical care from the
physicians and staff of Suncoast Urgent Care Centers, LLC and hereby consent to treatment as recommended.  I
permit a copy of this authorization to be used in place of the original:

___________________________________      X ________________________________      ________________
  PRINT PATIENT NAME                                     Patient Signature or Parent Signature if a minor                       Date

****** PLEASE COMPLETE BOTH PAGES******
Suncoast Urgent Care   4112 Mariner Blvd., Spring Hill, FL  34609    (352) 684-3288 

Trinity Urgent Care    10730  State Road 54., Suite 104 New Port Richey, FL  34655   (727) 372-3888



Patient Receipt of HIPAA Privacy Notice
Suncoast Urgent Care Centers, LLC

Trinity Urgent Care
Suncoast Urgent Care

Suncoast Urgent Care, Centers, LLC is committed to maintaining the integrity of your protected health information
and complies with all applicable state and federal regulations.

The federal privacy regulations of the Health Insurance Portability and Accountability Act (HIPAA) have taken
effect April 14, 2003.  In support of our policy of complying with all applicable regulations, Suncoast Urgent Care  
Centers, LLC provides patients with the HIPAA Notice of Privacy Rights.

While not required in order to receive treatment at Suncoast Urgent Care Centers, LLC, we are obligated under the
federal regulations to ask that you sign an acknowledgment of the HIPAA Privacy Notice being made available to
you.

It is the office policy of Suncoast Urgent Care Centers, LLC not to release confidential and/or unauthorized
information by home telephone, answering machine, work telephone, voice mail, or cell phone.  When returning
telephone calls, if your answering machine picks up, we cannot leave a message unless the name and telephone
number is on the recorded message identifying your residence.  Also, information will not be left with an
unauthorized person who may answer your telephone.

I authorize Suncoast Urgent Care Centers, LLC staff to leave medical information pertaining to my care by the
following methods and will assume responsibility of notifying Suncoast Urgent Care Centers, LLC, in writing, if
this information changes.

Home Phone                   ___yes  ___no                  Cell Phone       ___yes   ___no
Answering Machine       ___yes  ___no                  Voice Mail        ___yes   ___no

Please list names of people authorized to receive your health information

Name__________________________________________Relationship__________________________
Name__________________________________________Relationship__________________________

RECEIPT OF HIPAA NOTICE

I acknowledge receipt of the Notice of Privacy Rights with detailed information about how Suncoast Urgent
Care Centers, LLC may use and disclose my protected health information.  I understand that Suncoast
Urgent Care Centers, LLC reserves the right to change the privacy notice and that a copy will be made
available to me.

___________________________________________________________________________________
Printed Patient Name
X__________________________________________________________________________________
Signature of Patient or Parent/Guardian

*********************************************************************************************

OFFICE USE ONLY: (To be completed only when patient declines to sign acknowledgment)

____Check here if patient declined to sign acknowledgment 
Staff signature_____________________________________________________Date______________

To be filed in patient's record


