JUAN C. PEREZ-MORALES MD

NEW PATIENT INFORMATION

INFORMACION DEL PACIENTE
Date
Fecha
Name Date of Birth
Nombre Fecha de Nacimiento
Address City State Zip Code
Direccién Ciudad Estado Correo Postal
Phone Alternate Phone
Teléfono

Teléfono adicional

Social Security

Age Marital Status S M D W

Seguro Social Edad Estado Civil
E-mail:
Correo Electrénico
Emergency Contact Phone
Contacto de Emergencia Teléfono
Occupation Company Phone
Ocupacidn Compafifa
Referred by Preferred Language
Referido por Idioma Preferido
Primary Insurance: Policy Number
Seguro Primario Ndmero de Péliza

Medicare Medicaid

PHYSICIAN RELEASE AND ASSIGIVIENT:

| HEREBY AUTORIZE PAYMENT FOR BENEFITS DIRECTLY TO DR. JUAN C. PEREZ-MORALES FOR SERVICES RENDERED. |
FURTHER AUTHORIZE THE RELEASE OF ANY MEDICAL INORMATION REQUIRED BY MY INSURANCE CARRIER(S). A COPY OF THIS
AUTORIZATION MAY BE USED IN LIEY OF THE ORIGINAL.

| AUTHORIZE ANY HOLDER OF MEDICAL OR OTHER INFORMATION ABOUT ME TO BE RELEASED TO THE SOCIAL SECURITY

ADMINISTRATION AND HEALTHCARE FINANCING ADMINISTRATION OR ITS INTERMEDIARIES OR CARRIERS, ANY INFORMATION
NEEDED FOR THIS OR A RELATED MEDICARE CLAIM.

| UNDERSTAND THAT | AM FINANCIALLY RESPONSIBLE TO THE PROVIDER FOR CHARGES NOT COVERED BY MY BENEFIT
PLAN.

PATIENT SIGNATURE

7765 SW B7 AVE. SUITE 110 A
MIAMI, FL 33173-2535
PH. (305) 395-1441 FAX: (888) 975-1250



PHARMACY NAME/NOMBRE DE FARMACIA

PHARMACY NUMBER/NUMERO TELEFONO DE SU FARMACIA

PHARMACY ADDRESS/DIRECCION DE SU FARMACTA



JUAN C. PEREZ-MORALES, MD
INFECTIOUS DISEASES

ACKNOWLEDGEMENT OF RECEIVED THE NOTICE OF PRIVACY PRACTICES
EFFECTIVE APRIL 14, 2003
RECONOCMIENTO DE RECIBIR EL FORMULARIO DE NOTIFICACION DE OFICINAS
PRIVADAS

| acknowledge and agree that | have received a copy of Dr. Juan C. Perez-Morales
Notice of Private Practices to be reviewed.

Yo reconozco que he recibido una copia de la Notificacién de Oficinas Privadas de
la oficina del Dr. Juan C. Perez-Morales para ser revisada.

Patient Signature Date

Firma del Paciente Fecha

7765 SW 87 AVE. SUITE 110A
MIAMI, FL 33173-2535
PH: (305) 395-1441 FAX: (888) 975-1250



QW Juan C. Perez-Morales, MD

3y

Diplomate, American Board of Internal
Medicine and Infectious Diseases

RE: RECORDS RELEASE AUTORIZATION
RE: AUTORIZACION PARA SOLICITAR RECORDS

, authorize
to release all records about me to JUAN C. PEREZ-MORALES, MD.

| declare, certify, or state that, under penalty of perjury under the laws of the
United States of America, the foregoing is true and correct.

Yo, , autorizo

a entregar todos mis récords al DR. JUAN C. PEREZ-MIORALES, MID.

Yo declaro, certifico, y sostengo que, bajo pena de perjurio bajo las leyes de los
Estados Unidos de América, lo expresado es verdadero y correcto. '

Patient Signature Date

Firma del Paciente . Fecha

7765 SW 87 AVE. SUITE 110A
MIAMI, FL 33173
PH: (305) 395-1441 FAX: (888) 975-1250



AUTHORI” “ION FOR THE RELEASE OF HEALTHI'  RMATION

Patient Name:
Nombre del Paciente

Social Security Number::

Seguro Social
Telephone Number: Date of Birth:
Numero de Teléfono Fecha de Nacimiento
Address:
Direccion

| authorize JUAN C. PEREZ-MORALES, MD, to release the health information indicated below to:

Yo autorizo a JUAN C. PEREZ-MORALES, MD, a proporcionar la informacién de salud como se indica a:
Person/Organization:

Persona/ Organizacion

Address:

Direccion

Phone: Dates of Medical Record Requested:

Teléfono Record Médico Fechas Requeridas

Reason for Disclosure (Propésito de Entrega):

___Continuing Care ___Insurance _ legal ___Personal Use ___Other Reason
(Continuidad de Ia Atencién) {Seguro) (Legal) (Uso Personal) (Otra Razon)

Check Box (Marque uno): V

Complete Record (Récord Completo) Radiology Report (Reportes de Radiologia)
Physical Therapy/Occupational (Terapia Fisica/Ocupacional) Pathology Report (Reporte de Patologia)
Lab Report (Informe de Laboratorio) EKG's
Other Specify (Otro Especifique) Surgery Report (Reporte de Cirugia)
SPECIFIC AUTHORIZATIONS
(Autorizaciones Especificas)
The following information will not be released unless you specifically authorize it by marking the relevant box(es) below:
(La siguiente informacién no puede ser revelada sin la especifica autorizacion dada marcando la caja (s) siguiente):

(ODrug/Aleohol Abuse Treatment (OHIVIAIDS Test Results or Diagnoses (OGenetic Testing Information
(Abuso o Tratamiento de Droga/Alcohol (Resultado o Diagnéstico VIH/SIDA (Informacion de Pruebas Genéticas)

(OPsychotherapy Notes (The release of Psychotherapy Notes required a separate authorization.)
(Notas de Psicoterapia) (Revelar Notas de Psicoterapia requiere una autorizacion por separado.)

This consent is subject to revocation at any time except 10 the extent the action has been taken hereon. This authorization and
consent will expire one year from the date of authorization written below.

(Este consentimiento puede ser revocado en cualquier momento excepto cuando la accion ya ha sido tomada. Esta autorizacion o
consentimiento vencera a un afio de la firma del presente formulario.)

Your health care (or payment for care) will no affected by whether or not you sign this authorization. Once your health care information
is released, redisclosure of your health care information by the Recipient may no longer be protected law, (Su cuidado de salud (o

pagos por el mismo) no podran ser afectados si firma o no esta autorizacién, Una vez su informacion sea entregada, la misma yo
no estara resguardada por las leyes.)

Signature of Patient or Legal Representative Date Signed
(Firma del Paciente o Representante Legal) Fecha de la Firma
Print Name (Nombre en Letra de Molde) Relationship if Not Patient (Relacion sino es el Paciente)

*If other than the Patient's signature, a copy of legal paperwork verifying the Patient's personal representative MUST accompany the request (i.e.
court appointed guardian, durable power of attorney for health care.)

(Sino es la firma del Paciente, una copia del documento legal verificando que es el representante del Paciente TIENE que ser acompanada con
este formulario.)




Patient Name:

CONFIDENTIAL HEALTH HISTORY

Date of Birth:

l. CIRCLE APPROPRIATE ANSWER (Leave blank if you do not understand the question}

1.

3. Yes/No

Yes / No Is your general health good?

If NO, explain:

IF YES, explain:

Yes / No Has there been a change in your health within the last year?

Have you gone to the hospital or emergency room or had a serious iliness in the last three years?

If YES, explain:

Yes / No  Are you being treated by a physician now? If YES, explain:
Date of last medical exam2

Reason for exam:

il. HAVE YOU EVER EXPERIENCED ANY OF THE FOLLOWING? (Please circle Yes or No for each)

Yes / No

Chest pain [angina)

Yes / No Blood in stools Yes / No Frequent vomiting
Yes / No Fainfing spells Yes / No Diarrhea or constipation Yes / No Jaundice
Yes / No Recent significant weight loss ~ Yes / No Frequent urination Yes / No Dry mouth
Yes / No Fever Yes / No Difficulty urinating Yes / No Excessive thirst
Yes / No Night sweats Yes / No Ringing in ears Yes / No Difficulty swallowing
Yes / No Persistent cough Yes / No Headaches Yes / No Swollen ankles
Yes / No Coughing up blood Yes / No Dizziness Yes / No Joint pain or stiffness
Yes / No Bleeding problems Yes / No Blurred vision Yes / No Shoriness of breath
Yes / No Blood in urine Yes / No Bruise easily Yes / No Sinus problems
Other:
il. HAVE YOU EVER HAD OR DO YOU HAVE ANY OF THE FOLLOWING? (Please circle Yes or No for each}
Yes / No Heart disease Yes / No AIDS/HIV Yes / No Psychiairic care
Yes / No Family history of heart disease ~ Yes / No Surgeries Yes / No Osteoporosis
Yes / No Heart attack Yes / No Hospitalization Yes / No Thyroid disease
Yes / No  Avificial joint Yes / No Diabetes Yes / No Asthma
Yes / No Stomach problems or ulcers Yes / No Family history of diabetes Yes / No Hepatifis
Yes / No Heart defecis Yes / No Tumors or cancer Yes / No Sexual transmitted
disease
Yes / No Heart murmurs Yes / No Chemotherapy Yes / No Herpes
Yes / No  Rheumatic fever Yes / No Radiation Yes / No Canker or cold sores
Yes / No  Skin disease Yes / No  Arthritis, rheumatism Yes / No Anemia
Yes / No Hardening of arteries Yes / No Emphysema or other lung disease Yes / No  Liver disease
Yes / No High blood pressure Yes / No Kidney or bladder disease Yes / No Eye disease
Yes / No Seizures Yes / No  Siroke Yes / No Transplanis
Yes / No Cosmetic surgery Yes / No Eafing disorders Yes / No Tuberculosis

Other:




V. ARE YOU ALLERGIC TO OR HAVE YOU HAD A REACTION TO ANY OF THE FOLLOWING? {Please circle Yes or No for
each)

Yes / No  Aspirin Yes / No Valium or sedaiives Yes / No Codeine or other opioids
Yes / No Penicillin or other antibiotics Yes / No Llalex

Yes / No Food
Yes / No  Nitrous oxide Yes / No Local anesthetic
Yes / No  Metal

Others;

V. ARE YOU TAKING OR HAVE YOU TAKEN ANY OF THE FOLLOWING IN THE LAST THREE MONTHS?
[Please circle Yes or No for each)

Yes / No Recreational drugs Yes / No Tobaceo in any form Yes / No Antibiotics
Yes / No Overthe-counter medicines Yes / No Alcohol Yes / No Supplements
Yes / No Weight loss medicafions Yes / No Bisphosphonate {Fosamay) Yes / No Aspirin

Yes / No  Anti-Depressants Yes / No Herbal supplements

Yes / No Opioids {e.g., Norco, Vicodin, Percocet, Percodan) If YES, please explain reason:

Please list all prescription medications:

Vi, WOMEN ONLY (Please circle Yes or No for each)

Yes /No  Areyou or could you be pregnuni2 If YES, what month?2
Yes /No  Are you nursing®

Yes / No  Are you taking birth comrol pills¢

Vil ALL PATIENTS (Please circle Yes or No for each)

Yes / No Do you have or have you had any ofher diseases or medical problems NOT listed on this form?2
If YES, please explain:

Whom would yeu like us to contact in case of an emergency?):

MName:

Relafionships Phene Numbers

I @e:rﬁffy that | have read and undersiand this formm.

Signature of Patient (Parent or Guardian) Date



LIST OF MEDICATIONS
(LISTA DE MEDICINAS)

NAME DOSIS

HOW MANY TIMES
(NOMBRE)

(CUANTAS VECES)




;Buaa‘a C. Perez Morales MD "

COVID-19 QUESTIONNARIE

The safety of you and our employees is our overriding priority. As the coronavirus (COVID-19) pandemic
continues, we are monitoring the situation closely and following the guidance from the Centers for
Disease Control and Prevention and local health authorities. In order to prevent the spread of the
coronavirus and reduce the potential risk of exposure to our workforce and our Patients,
everyone to complete and submit this questionnaire prior.

we are asking

Please respond to each of the following questions truthfully and to the best of your ability. Your
participation is important to help us take precautionary measures to protect you and our employees.

NAME DATE
EMAIL TELEPHONE NUM
SIGNATURE

Please answer to the following questions;

Yes

NO

1.

Do you or anyone in your household have ahy symptoms of COVID-19 such

as fever, cough, sore throat, congestion, loss of taste or smell, vo

miting or
diarrhea?

Have you or someone in your household tested positive for COVID-19 in
the past days?

Date:

Have you cared for or been in close contact with someone with COVID-19
symptoms or that tested positive for COVID-19 in the past 10 days?

Have you traveled internationally or been to a large group gathering in

the past 10 days? Have you been in contact with someone that has
traveled internationally in the past 10 days?

Have you been vaccinated with the 2 doses?

Date of the 15t Date of the 2™

Have you feel lately any of the following symptoms?

New high fever of (104 or more) or fever sensation?

New muscular pain not associated to exercise or any other health
condition?

Mew respiratory problem not related to any other health condition?

New throat pain not related to any other health condition?

New respiratory symptoms, throat pain, nasal congestion not related to
any other health condition?

Note: The information collected on this form will be used to determine only whether you may be

infected with COVID-19. The information on this form will be maintained as confidential. Any questions
should be directed to our Manager.




