e

Imtiaz Ahmed, M.D..
2 Diplomate of American Board of Allergy & Imnmmology
A Conjoing Board of American Bogrd Pediatrics and the Amepican Board of Inernal Medicine
Telephone (407) 8464000 +  Fax (407) 346.4308 ‘

903 West Oak Street SI0617°Street  wyrw.dramed.com
Kissxmmee, FL 34741 8t. Cloud, FL. 34769 :

asthma, persisteht cough and congestion; sicn, food, insect, and drug allergy; ear, noss, throat
i patients i primary care physician, In the event that
you or your childirequires Emergency Room Care or Hospitalization, you shonld comiact your Pri ician,

_ i ‘oncosmairegﬂ:mwdzatleadsin
ion process is an expensive ong, and that is why we ask our patients to pay at the time of service. ¥ffor some
bayment at the time of service, plgase see the receptionist to make payment arrangements before your visit with

Extra insurance fonps, medical records, or special letters tg inswance companies or lawyers 1
amount of secretarial time involved. The patient’s records are property of Asthma, Allergy, & Immwmology, P.A., but co

equire an exira fee due to the considerable
pies of records may be
weeks for processing, :

¥ you are ag HMO patient, please be sure to have your referral with you at the time of your visit. Please he thorough with your
insurance information. You will be responsible for any unpaid balances due to lack of information. 1t is your responsibility to make sure we .
receive prompt payment fromithem. If your insurance denies paymeat on your accoimt, you will be responsible for payment, If you do not pay in a
timely fashion, your account tnay be subject to financial charges, - o

obtained at a rate of $1.00 Pet: page up 1o 25 pages and 25 cents thereafier. Please allow two

Physicians and staff of AAIC will not bésresponsibie for the tisks involved to the patient by non-complianee on follow-up appointments
and tests or procedures previously ordered. - I hereby authorize and direct. Dr. Imtiaz Ahmed, M.D., associates or assistants to provide such additional
“stvices as they deem necessary and reasonable, including, but not limited to administration of any anesthetic agent, laboratory or injection services,
’\/_Jy Upon my consent, )

I consent to treatment nec&ssé}j in this clinic {Asthma, Aliergy, & I:mmuno!ogy, P.A) _
I authorize the release of all medical records to the referring and family physicians and 10 my insurance company, if appligabie,
1 allow Bax transmittal of my medical records, if necessary, ' ;

& Immunology, P.A., Inc,, and authorize fransfer of ail

e date of service, :
I understand that Payment of ¢hy meurred is dne af the time of Scrviee unless definite ial arrangements have beeh made priot to treatment.
1 agree to pay all reasonable attorney fees and collection cost in“t}ne event of defaukt of payment of charges.

1 Allergy & Immunology, P.A., nc should they elect to
receive such payments. | :

Yhave read and fuily understand treatment, financial responsibulrty, aml Ppatient private practice that was provided to me, |

Your method of payment will be: i(f)redit Card  Cash  Check Insurance
- There will be 2 $25.00 charge for returned checks and missed appointments,

i Missed appointments will be charged to you as follows: -
Office visit 48 hrs notice - $25.00 Skin Test — 48 hrs notice — $50

ansforﬁ.rmrecareortreatment. I understand that this
ormation serves as .
*  A'basis for planning my care and treatment - _
~. * Ameansof comzr@mjlicaﬁon among the health professionals who contribute to my care, ie, consultati:bns and referrals
* A source of information for applying my diagnosis and treatment information to my bill, for payment purposes.
pa—
L J

A tool for routine fheaithcare operations, such as assessing quality and reviewing the competence of staff,

Ihave read and acknowledged this form,i am aware that my signature is on file and I will comply.
Our Mission is to Educate, Prevent, Test and Treat Allergic, Respiratory and Immumologic Diseases
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Imtiaz Ahmed, M.D,

Diplomate of American Board of Allergy & Framunotogy
A Conjoint Board of American Board of Pediotrics and the American Board of Faternal Medicine
Telephone (407) 846-4000 Fax (407) 846-4808 : www.drghmed com

903 West Oak Street T M2 ImovaionDr - 339 Cypross Parkway St 190
e Kissimmes, FL 34741 St Cloud, FL 34760 Poinciana, FT, 34759
CONSENT FOR ALLERGY TESTING TREATMENT IMMUNOTHERAPY

eyes, nose, or throat pasal congestion, runny nose, tightness in the throat or chest, increased wheezin,

-lightheadedness, faintmess, navsea and vomiting, hi;f_ies, generalized itching, and shock the last under extreme

conditions. Reacﬁonjs,geven though unusual, can be: serious but rarely fatal. You are required to wait in the
medical facility in which you receive the injections! for at least 20 minutes after each set of injections;
is equipped to handlé any untoward reactions. : :

If for some reason I choose not to continue immunotherapy, T will be responsible for any deductible,
copayment, 1m-insur¢<1 amount, or percentage for the vials that have been made.

Printed Name of Patient
Patient Signature (or parent of minor) j Date:

™

Our MSSfon is to Educate, Prevent, Test and Treat Allergic, Respiratory and Immmunologic Diseases
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Imtiaz Ahmed, MLD.

i Diplomate of American Board of Allergy & Immunology ‘

A Conjoint Board of American Board of Pediatrics and the American Bogrd of Internal Medicine
- Telephone(407) 846-4000 + Fax (407) 846-4808 . -  worw.drabmed.com :
i 903 West Oak Street 2920 17% Street : e-mail

. Kissimmee, FL 34741 St Cloud, FL. 34769 . allerky2000@hotmail.com

Patient Consent to the Use and Disclosure of Health Information
for Treatment, Payment, or Healthcare Operations

Yunderstand that as part oi:i‘ my healthcare, this practices cnglﬂat&sand maintains paper and/or electronic recon?s describing my health
history, symptorns, examination and test results, diagnoses, treatment, and any plans for fiture care or treatment. 1 understand thet fhis
information serves as: - o ' :

1
g
2
5
:
:
:
&
]

A tool for muhnehbalthcare operations, such as assessing quality and reviewing the competence of staff.
1hmmtmﬂnpnwﬁhdﬂm L% ‘Vunﬁﬁmwﬂm“Pmkth&wmyanﬁms”ﬂuﬁpnwﬁksanuneommpkwc&mnﬁﬁhnof
mformation uses and disclosures. Tunderstand that I have the following rights: :

The right to revie?v “the “Patient Privacy Practices” prior to acknowledging this consent.
The right to restrict:er revoke the use or disclosare of my health information for

The right to requdst restrictions a3 to how my health information may be used or

burposes other than freatment or payment.
disclosed to carry out treatment, payment, or

I request the following reslhctxons to the use or disclosure of my health information

* " Ifthere is anyone you do not want us to discuss your healthcare information with, please list their names and relationship below

i
i

Tunderstand that as part of treatinent, payment, or healthcare operations, it may become necessary to disclose health information to
another entity, i.e., referrals to other healthcare providers, labs, and or other individuals or agencies as permitted or required by state or
federal law. R ‘

I fully understand the informlation provided by this consent,

Slgnattme Print name of person signing Date
*If other than patient is sngmng, are you the parent, legal guardian, custodian or have Power of Attorney for thxs patient, for treatment,
paymentorheatﬂlcareope%aﬁons? [1Yes [INo : f

Print Child Name: '

FCR OFFICE USE ONLY!

Patient refused to sign the consent: form.

Reason for patient’s refusal to sign

Restrictions were added by the patient (see restric
“"Consent form” received and reviewed by

r—-( A
— e

tions listed abow_fre)
on (date)

Our Mission is to Educate, Prevent, Test and Treat Allergic, Respiratory and Immunologic Dzseases
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