








Medical Associates of Delray, PA HISTORY AND INTAKE 

 

 

Family Medical History 

Has any member of your family been diagnosed with any of the following conditions (include deceased family 

members)?  

 

  FATHER    MOTHER               FATHER’S        MOTHER’S  SISTER  BROTHER  SON  DAUGHTER  

        FATHER  MOTHER  FATHER    MOTHER  

 

Heart Disease  _____   _____  _____  _____  _____  _____  _____  _____  _____  _____  

High BP _____   _____  _____  _____  _____  _____  _____  _____  _____  _____  

Stroke _____   _____  _____  _____  _____  _____  _____  _____  _____  _____  

Cancer  _____   _____  _____  _____  _____  _____  _____  _____  _____  _____  

Glaucoma  _____   _____  _____  _____  _____  _____  _____  _____  _____  _____  

Diabetes  _____   _____  _____  _____  _____  _____  _____  _____  _____  _____  

Epilepsy  _____   _____  _____  _____  _____  _____  _____  _____  _____  _____  

Bleeding Issues _____   _____  _____  _____  _____  _____  _____  _____  _____  _____  

Kidney Disease  _____   _____  _____  _____  _____  _____  _____  _____  _____  _____  

Thyroid Disease  _____   _____  _____  _____  _____  _____  _____  _____  _____  _____  

Mental Illness  _____   _____  _____  _____  _____  _____  _____  _____  _____  _____  

Osteoporosis _____   _____  _____  _____  _____  _____  _____  _____  _____  _____  

List any other important family medical condition(s) you are aware of (do not include common colds or flu). Include date of initial diagnosis if 

possible: Family member medical condition 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 
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MEDICAL RECORD ACCESS 

(CONFIDENTIAL INFORMATION) 
 

Today’s Date: __________________    
 
Patient Name: ________________________    Date of Birth _________________ 
 
Please list names of persons that may have access to your medical information: 
 
Name:    Relationship        Phone Number 
 
 
 

  

 
 
 
 

  

 
 
 
 

  

 
 
 
 

  

 
 
 
 

  

 
 
______________________________     ____________________ 
Patient Signature        Date 
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE 
OF PRIVACY PRACTICES 

 
 
**** YOU MAY REFUSE TO SIGN THIS ACKNOWLEDGEMENT*** 
 
 
I, ___________________________ have received a copy of this office’s 
Notice of Privacy Practices. 
 
Name: _____________________________________________ 
 
Signature: __________________________________________ 
 
Date: ______________________________________________ 
 
 
 
** For office use only 
 
We attempted to obtain written acknowledgement of receipt of our 
Notice of Privacy Practices, but acknowledgement could not be 
obtained because: 
 
____  Individual refused to sign 
 
____  Communication barriers prohibited obtaining the acknowledgment 
 
____  An emergency situation prevented us from obtaining acknowledgment 
 
____  Other ____________________________________ 
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NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.  THE PRIVACY OF 
YOUR HEALTH INFORMATION IS IMPORTANT TO US. 
 

YOUR PERSONAL HEALTH INFORMATION RIGHTS 
YOU HAVE THE RIGHT TO: 
SEE OR COPY YOUR PERSONAL HEALTH INFORMATION – You have the right to see or copy treatment, payment, 
and other records used to make decisions about you in the course of providing care, services, or other benefits. 
Your request must be in writing and should be submitted to the facility where you received treatment or services. 
We may charge you a fee for costs associated with your request. We are not required to allow you to see or copy 
psychotherapy notes, or information prepared for use in legal actions or proceedings. Please contact the facility 
where you received treatment or services for additional information. 
CORRECT INFORMATION YOU BELIEVE TO BE INCORRECT OR INCOMPLETE - If you believe that your medical 
information is incorrect or incomplete, you may submit a request to us asking that your information be changed. 
Your request must be in writing and must include the reason(s) why you believe a change should be made. We 
are not required to approve your request. We will notify you if we approve your request, or explain the reason(s) 
for our decision if we deny your request. 
REQUEST A LISTING OF WHO WAS GIVEN YOUR INFORMATION AND WHY - Upon your request, we will provide 
you with a list that includes the date we released medical information, the name of the person or organization, a 
brief description, and the reason for the disclosure. The list will not include releases of information used for 
treatment, payment, health care operations, or disclosures that were included on listings previously supplied to 
you. The list will also not include disclosures made for purposes of national security, to correctional institutions, 
to law enforcement officials while you are in their custody, for certain health care oversight activities, authorized 
by you in writing, made prior to April 14, 2003, or, made more than 6 years prior to the date of your request. We 
will provide one list free of charge per year. Contact the facility you received service or treatment from for 
assistance. 
REQUEST RESTRICTION(S) ON HOW WE USE OR SHARE YOUR PERSONAL HEALTH INFORMATION - 
You have the right to request a restriction or limitation on how we use or release your medical information for 
purposes of treatment, payment or operations. We ask that you complete a request form from the treatment 
location site’s Privacy Officer and/or designee and submit it for evaluation. We are not required to agree to your 
request, and will contact you if we deny your request.  
REQUEST CONFIDENTIAL COMMUNICATION(S) -You may ask that we communicate with you about health 
matters in a certain way or at a certain location. For example, if you are an outpatient client, you could request 
that we contact you at your workplace or via email. We will attempt to accommodate all reasonable requests. To 
request an alternative method of communication, you must specify how or where you wish to be contacted. 
REQUEST A PAPER COPY OF THIS NOTICE -You have the right to request a paper copy of this Notice 
from us at any time. Please contact the facility you received services or treatment from to request a 
paper copy.  
 
 

 
 



 
HOW YOUR PERSONAL HEALTH CARE INFORMATION MAY BE USED 
WITHOUT YOUR WRITTEN PERMISSION 
Your medical information may be used and released by us for purposes of treatment, payment for services, 
administrative and operational purposes, and to evaluate the quality of the services that you receive. Because we 
provide a wide range and variety of health care and social services to the people in Florida, not all types of uses 
and releases can be described in this document. We have listed some common examples of permitted uses and 
releases below. 
FOR TREATMENT - We may share your medical information when we coordinate services you may need, such as 
clinical examinations, therapy, nutritional services, medications, hospitalization or follow-up care. For example, 
your medical information may be given to a pharmacist when you need a prescription filled. 
FOR PAYMENT –We may release your medical information for billing purposes or to collect payment for service 
and treatment that you receive. For example, your medical information may be shared with your health plan to 
provide billing information for clinical exams that you have received. We may also share your medical 
information with government programs such as Medicare, to coordinate benefits and payment. 
FOR HEALTH CARE OPERATIONS - We may use and release your medical information to ensure that the services 
and benefits provided to you are appropriate and high quality. For example, we may use your medical information 
to evaluate our treatment and service programs or to evaluate the services of other providers that use government 
funds to provide health care services to you. We may combine medical information about many individuals to 
research health trends, to determine what services and programs should be offered, or whether new treatments or 
services are useful. 
TO OTHER GOVERNMENT AGENCIES PROVIDING BENEFITS OR SERVICES - We may release your medical 
information to government agencies or programs that provide similar services or benefits to you if the release is 
necessary to coordinate the delivery of your services or benefits, or improves our ability to administer or manage 
the program. 
TO KEEP YOU INFORMED – We may contact you about reminders for treatment, medical care or health check-
ups. We may also contact you to tell you about health-related benefits or services that may be of interest to you, 
and give you information about your care and treatment options. 
FOR PUBLIC HEALTH - We may release your medical information to local, state or federal public health agencies, 
subject to the provisions of applicable state and federal law, for the following types of activities: 
• To prevent or control disease, injury or disability or to keep vital statistics records such as data about births and 
deaths; 
• To notify social service agencies that are authorized by law to receive reports of abuse, neglect or domestic 
violence, and; 
• To report reactions to medications or problems with products to the Federal Food and Drug Administration. 
FOR HEALTH OVERSIGHT – We may share your medical information with other divisions of the Department of 
Health and Family Services and with other agencies for oversight activities as required by law. Examples of these 
oversight activities include audits, inspections, investigations, and licensing activities. 
LAW ENFORCEMENT – Your medical information may be disclosed to fulfill a requirement by law or law 
enforcement agencies. For example, medical information may be used to identify or locate a missing person. 
COURT OR OTHER HEARINGS – Your medical information may be disclosed to comply with a court order. 
FOR RESEARCH – We may release your medical information for research projects that have been reviewed and 
approved by an institutional review board or privacy board to ensure the continued privacy and protection of the 
medical information. 
FOR LAWSUITS AND DISPUTES – If you are involved in a lawsuit or dispute, we may release your medical 
information about you in response to a legal order. We may also release your medical information in response to a 
subpoena, discovery request, or other lawful process by another party involved in the dispute, but only if they 
have made an effort to tell you about the request or to obtain an order protecting the medical information 
requested. 
TO CORONERS, MEDICAL EXAMINERS AND FUNERAL DIRECTORS – We may release your medical information 
to a coroner, medical examiner or funeral director, as necessary to carry out their duties as authorized by law. For 
example, release of medical information may be necessary to identify a deceased person. 


