
DEVEN MEDICAL CENTER 

WEST FLORIDA MEDICAL ASSOCIATES, PA 

Ulhas Deven, M.D.     11707 N. Williams Street 41 N Inglis Ave 
BOARD  CERTIFIED  INTERNAL MEDICINE    Dunnellon, FL 34432  Inglis, FL 34449 
Elizabeth Grant, APRN-C    Phone : (352) 465-1919  Phone: (352) 447-2122 
BOARD CERTIFIED FAMILY NURSE PRACTITIONER   Fax: (352) 465-7576 
Venus Rhonomus, APRN-C 
BOARD CERTIFIED FAMILY NURSE PRACTITIONER 
___________________________________________________________________________________________________________________________________________ 
       
Today’s Date: _____/_____/______    

Name: _______________________________________________ D.O.B: _____/_____/_______   

Address: _______________________________ City: ___________________________  

State: _____    Zip: ______________     Phone: (_______)--_________--__________  

E-Mail: ___________________________________ 

SSN: ________--________--__________   Gender: __________ 

Local Pharmacy & City: ____________________________ Mail Order Pharmacy: __________________________ 

Emergency Contact: Name____________________________ 

Phone #: _______________________________   Relation: _____________________________________ 

Race Ethnicity Language 
African American Non-Hispanic or Latino English 
Asian Hispanic or Latino Spanish 
American Indian  Unknown Creole 
White Other Mandarin 
Unknown  Hindi 
Other   Other 

 

     

  ADVANCED DIRECTIVES 
(FOR COMPLIANCE WITH THE PATIENT SELF-DETERMINATION ACT OF FLORIDA STATUTES CHAPTER 765) 

Have youexecuted and advanced directive? 
YES
  

NO 

Have you provided this office with a copy of advanced directive? 
YES  NO 

If YES, select which one. Living Will Durable Power of 
Attorney 

Health Care Surrogate 

IF YOU WOULD LIKE MORE INFORMATION REGARDING ADVANCED DIRECTIVES PLEASE ASK THE NURSE OR RECEPTIONIST. 

I HAVE BEEN PROVIDED WITH INFORMATION REGARDING THE “PATIENT SELF-DETERMINATION ACT” 

 

*Signature of patient orLegal Representative: ________________________________ Date: ____/_______/________  

  

 

 



 
 
 
Name: ________________________________________ Date of Birth: ____________________Today’s Date ____________ 
 

Medications 
List all medications excluding over the counter, alternative, or herbal (If longer, please write on back of this) 

Medication Name Dosage  How often do you take medication with directions? 
1.   
2.   
3.   
4.   
5.   
6.   
7.   
8.   
9.   
10.   

 
Personal Medical History 

ADHD COPD  or  Asthma Heart Disease Pulmonary Embolism 
A-Fib Depression Hepatitis  A / B  / C Seizure  
Anemia Defibrillator / AICD Hypertension Stroke / CVA or TIA 
Anxiety Diabetes Liver Disease Renal / Kidney Disease 
Alzheimer’s /  Dementia DVT Mental Illness Thyroid Disease 
Bipolar GERD Acid Reflux Osteoporosis Urinary Incontinence 
Cancer & Type: Heart Attack / MI Pacemaker Vascular Disorders 
CHF / Heart Failure Other:  
Clotting Disorder 

                

 

Surgical History 
Surgery  Name Date ( Month/Year ) 
1.  
2.  
3.  
4.  

I am not taking any medications 
I brought a list of medications. [You do not need to write them in the list] 

Allergies 
Medication/Food/Environmental Reaction 
1.  
2.  
3.  

Social History 

Occupation:   Retired :  

Tobacco Use Never Current Every Day*  Current Some Days* Former; Quit date : 

                *Type of Tobacco Cigarettes Vape Device Snuff or Chew 

Alcohol  Never   Less than Monthly Monthly Weekly Daily 

Use of Illicit Drugs Never Rarely Moderate Daily; Type : 

Current Home Status      Lives Alone Lives with Spouse Lives with Relatives 

Marital Status Single Married Separated Divorced Widowed 

Do you Exercise? Yes; Type? No 

Do you have any pets? Yes; Type? No 



 
 
 

 
Name: ________________________________________ Date of Birth: ____________________Today’s Date ____________ 
 

Vaccines                    
Have you had these Vaccines?  Yes [MonthYear] No Refused 

Influenza  /   

Pneumonia /   

Tetanus /   

Shingles /   

 

Preventative Maintenance 
Have you had these tests?  Yes [Month/ Year] No Refused 

Mammogram  /   

Pap Smear /   

Bone Density Screening  /   

Colon Cancer Screening 
Colonoscopy, I-FIT Card or Cologuard 

/   

Dental Exam /   

Diabetic Retinopathy Eye Exam /   

Comprehensive Eye Exam /   

 

 

 

Family Medical History 
Please mark any conditions in your family. 

 Mother Father Brother(s) Sister(s) Other Family Member 

Arthritis      

Asthma      

Cancer -Type      

Cataract      

COPD      

Depression      

Diabetes Mellitus      

Eczema      

Epilepsy      

Gastrointestinal Disorders      

Glaucoma      

Headache/Migraines      

Heart Attack      

Heart Disease      

Hypertension      

Mental Illness      

Osteoporosis       

Other:      

Renal /Kidney Disease      

Stroke      

Thyroid Disease      
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PATIENT ACKNOWLEDGMENT & UNDERSTANDING OF WFMA PRIVACY PRACTICES. 
 
 

PATIENTS NAME: __________________________________________DATE OF BIRTH: _____/_____/__________                    
SOCIAL SECURITY NUMBER _____/_____/_______PREVIOUS NAME: ______________________________ 
 
I UNDERSTAND THAT THE PATIENT’S HEALTH INFORMATION IS PRIVATE AND CONFIDENTIAL.  I UNDERSTAND THAT DEVEN 
MEDICAL CENTER WORKS VERY HARD TO PROTECT THE PATIENT’S PRIVACY AND PRESERVE THE CONFIDENTIALITY OF THE 
PATIENT’S PERSONAL HEALTH INFORMATION.  I UNDERSTAND THAT DEVEN MEDICAL CENTER MAY USE AND DISCLOSE THE 
PATIENT’S PERSONAL HEALTH INFORMATION TO HELP PROVIDE HEALTHCARE TO THE PATIENT, TO HANDLE BILLING AND 
PAYMENT AND TO TAKE CARE OF OTHER HEALTH CARE OPERATIONS. (IN GENERAL, THERE WILL BE NO OTHER USES AND 
DISCLOSURES OF THIS INFORMATION UNLESS I PERMIT IT.  I UNDERSTAND THAT SOMETIMES THE LAW MAY REQUIRE THE 
RELEASE OF THIS INFORMATION WITHOUT MY PERMISSION.  THESE SITUATIONS ARE UNUSUAL.  ONE EXAMPLE WOULD BE IF A 
PATIENT THREATENED TO HURT SOMEONE.) 
WFMA HAS A DETAILED DOCUMENT CALLED THE “NOTICE OF PRIVACY PRACTICES.”  IT CONTAINS MORE INFORMATION ABOUT 
THE POLICIES AND PRACTICES PROTECTING THE PATIENTS PRIVACY AND IS ATTACHED TO THIS ACKNOWLEDGMENT.  I 
UNDERSTAND THAT I HAVE THE RIGHT TO READ THIS “NOTICE” BEFORE SIGNING THIS ACKNOWLEDGMENT. 
 
DEVEN MEDICAL CENTER MAY UPDATE THIS ACKNOWLEDGEMENT AND “NOTICE OF PRIVACY PRACTICES.”  IF I ASK, I WILL BE 
PROVIDED WITH A COPY OF THE MOST CURRENT “NOTICE OF PRIVACY PRACTICES”. 
 
WITHIN THIS “NOTICE” IS CONTAINED A COMPLETE DESCRIPTION OF MY PRIVACY/CONFIDENTIALITY RIGHTS.  THE RIGHTS 
INCLUDE BUT ARE NOT LIMITED TO, ACCESS TO MY MEDICAL RECORDS, RESTRICTIONS ON CERTAIN USES RECEIVING AND 
ACCOUNTING DISCLOSURES AS REQUIRED BY LAW; AND REQUESTING COMMUNICATION IS BY SPECIFIED METHODS OF 
COMMUNICATIONS OR ALTERNATIVE LOCATION. 
DEVEN MEDICAL CENTER HAS ESTABLISHED PROCEDURES WHICH HELP THEM MEET THEIR OBLIGATIONS TO PATIENTS.  THESE 
PROCEDURES MAY INCLUDE OTHER SIGNATURE REQUIREMENTS, WRITTEN ACKNOWLEDGMENT,AUTHORIZATIONS, 
REASONABLE TIME FRAMES FOR REQUESTING INFORMATION, CHARGES FOR COPIES AND NON-ROUTINE INFORMATION NEEDS 
ECT.  I WILL ASSIST DEVEN MEDICAL CENTER BY FOLLOWING THESE PROCEDURES IF I CHOOSE TO EXERCISE ANY OF MY RIGHTS 
DESCRIBED IN THE “NOTICE OF PRIVACY PRACTICES.” 
 

*MY SIGNATURE BELOW INDICATES THAT I HAVE BEEN GIVEN THE CHANCE TO REVIEW A CURRENT COPY OF DEVEN 
MEDICAL CENTER’S “NOTICE OF PRIVACY PRACTICES.” 
 
Signature: ____________________________________________________Date and Time: _______________ 
 
PATIENT OR LEGALLY AUTHORIZED INDIVIDUAL SIGNATURE and RELATIONSHIP TO PATIENT 
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CONSENT FOR TREATMENT & BILLING OF INSURANCE 
 

I RECOGNIZE AND ACCEPT FULL RESPONSIBILITY FOR ALL SERVICES RENDERED AND AUTHORIZE RELEASE OF 
ANY INFORMATION NECESSARY TO PROCESS MY CLAIM AND ASSIGN REQUEST PAYMENT DIRECTLY TO THE 
PROVIDER. 
*NAME: _________________________________________________ D.O.B: ________________________ 
*SIGNATURE:  ____________________________________________DATE: ______/______/__________ 
 
I consent for sending/receiving info to and from The Health Information Exchanges (HIE) - A tool for value-based care providers 
for coordination of care 

 *NAME: _________________________________________________ D.O.B: ________________________ 
*SIGNATURE:  ____________________________________________DATE: ______/______/__________ 

NO-SHOW POLICY 
*Initials: ________ a$25.00 fee will be charged to your account if you fail to show up for your appointment.  

Please call 24 hours prior to your appointment to cancel or reschedule, to avoid the$25.00 fee. 
 

ATTENTION: MEDICARE PATIENTS ONLY  
OUR CENTER HAS BEEN APPROVED AS A RURAL HEALTH CLINIC. MEDICARE CLAIMS ARE PROCESSED BY BCBS 

OF TENNESSEE. IN ORDER FOR US TO FILE WITH BCBS OF TENNESSEE, THEY REQUIRE A SIGNATURE FROM YOU 
SIGNIFYING THAT YOU ARE ALLOWING US TO FILE MEDICARE CLAIMS FOR YOU AND ARE REQUESTING PAYMENT TO 
US.  YOUR SIGNATURE WILL ALLOW US TO RELEASE ANY MEDICAL INFORMATION THAT MEDICARE MAY NEED TO 
PROCESS YOUR CLAIM. 
 
PLEASE READ AND SIGN THE FOLLOWING TO PERMIT PAYMENT OF MEDICARE BENEFITS TO RURAL HEALTH CLINIC 
 
I REQUEST PAYMENT OF AUTHORIZED MEDICARE BENEFITS ON MY BEHALF OF ANY SERVICES FURNISHED BY DEVEN 
MEDICAL CENTER.  I AUTHORIZE ANY HOLDER OF MEDICAL AND OTHER INFORMATION ABOUT ME TO BE RELEASED 
TO MEDICARE AND ITS AGENTS ANY INFORMATION NEEDED TO DETERMINE THESE BENEFITS OR BENEFITS RELATED 
SERVICES. 
NAME: _________________________________________________ D.O.B: ________________________ 
*SIGNATURE:  ____________________________________________DATE: ______/______/__________ 
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__________________________________________________________________________________________________ 

MEDICATION POLICY AND PROCEDURES 
 

Name: ________________________________________ Date of Birth: ____________________Today’s Date ____________ 
 

 PATIENTS MUST BRING ALL MEDICATION BOTTLES TO EVERY OFFICE VISIT. 

 EXCEPTIONS INCLUDE: SICK VISITS, PAP SMEARS, EAR LAVAGES, SKIN PROCEDURES AND BLOOD DRAWS. 

 HOSPITAL FOLLOW –UP’S MUST BRING MEDICATION BOTTLES AND DISCHARGE PAPERWORK.  

 IF MEDICATION BOTTLES ARE NOT PRESENT AT OFFICE VISIT REFILLS MAY NOT BE GIVEN AT THE TIME OF 

VISIT. ELECTRONIC MEDICATION LIST NEEDS TO BE UPDATED AT EVERY OFFICE VISIT.  

 PHONE CALLS FOR MEDICATION REFILLS WILL BE LIMITED TO EMERGENCY REFILLS ONLY. IF AN 

EMERGENCY REFILL IS REQUIRED YOU MUST CONTACT THE OFFICE 24 HOURS IN ADVANCE. WE WILL NOT 

FILL REQUESTS FROM THE PHARMACY.  

 FOLLOW UP APPOINTMENTS ARE REQUIRED TO BE KEPT TO GET REFILLS. i.e.: A 90 DAY SUPPLY OF 

MEDICATION IS SUFFICIENT FOR a 3 MONTH FOLLOW UP. PLEASE KEEP APPOINTMENTS WITHIN THE TIME 

FRAME OF YOUR MEDICATION REFILLS. 

 CONTROLLED SUBSTANCES MUST BE RECEIVED AT THE TIME OF THE OFFICE VISIT AND WILL NOT BE 

CALLED IN IF YOU ARE NOT SEEN. –REFER TO CONTROLLED CONTRACT 

 ANTIBIOTICS WILL NOT BE CALLED IN WITHOUT BEING SEEN FIRST; THEY WILL ONLY BE GIVEN AFTER SEEN 

BY THE PROVIDER. 

 

             IF YOU HAVE ANY QUESTIONS OR CONCERNS PLEASE FEEL FREE TO ASK YOUR MEDICAL ASSISTANT OR 
PROVIDER.  PLEASE OBTAIN COPY FOR YOUR RECORDS. THANK YOU. 

 

*SIGNATURE: ____________________________________ DATE: ________________________ 
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AUTHORIZATION TO RELEASE MEDICAL INFORMATION TO  

FAMILY MEMBERS, GUARDIANS, AND OTHERS. 
 

Patient Name: ______________________________________Date of Birth: ________________ 
 

I hereby authorize medical providers and personnel of Deven Medical Center to discuss and/or release 
medical information to the following individuals: 
 

Name: ____________________________ Relationship: ____________________Phone: __________________ 
 

Name: ____________________________ Relationship: ____________________Phone: __________________ 
 

Name: ____________________________ Relationship: ____________________Phone: __________________ 
 

I understand I may revoke this authorization at any time. I understand it must be in writing and present my written revocation to the medical 
records department. I understand the revocation will not apply to information that has already been released in response to this authorization. 
Unless otherwise revoked, this authorization will EXPIRE ON THE FOLLOWING DATE: _______________. If I fail to specify an expiration date, 
this authorization will expire in (1) one year.  
 

I understand that the release of this health information is voluntary. I understand I can refuse to sign this release. I need not sign this form in 
order to assure treatment. I may inspect this form or copied information to be released as provided in 45 CFR 1642524. I  understand any 
release of information that carries with it the potential for re-release by the recipient, and may not be protected by the privacy laws. If I have any 
questions I may direct them to the office manager. 
 
 
 
 

Patient Signature: ________________________________  Date: ______________  
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AUTHORIZATION TO RELEASE HEALTH INFORMATION 
 

PATIENT NAME: ___________________________________   DATE OF BIRTH: _________________  
 
I AUTHORIZE THE USE OR RELEASE OF THE ABOVE NAMED INDIVIDUAL’S HEALTH INFORMATION AS DESCRIBED BELOW: 

 
PREVIOUS PHYSICIAN OR FACILITY NAME: _____________________________________________________ 

ADDRESS: ______________________________________________________________ 
City ___________________ State:__________________ Zip ______________ 
PHONE: ________________________________   FAX: __________________________________ 

 
THE TYPE AND AMOUNT OF INFORMATION TO BE USED OR RELEASED IS AS FOLLOWS: 

EMERGENCY DEPT RADIOLOGY LABS CONSULTATION MAMMOGRAM PATHOLOGY 

ENTIRE RECORD  
1-2 years 

COLONSCOPY EYE 
EXAM 

Other: 

Sensitive Information 
*_______(Initial)I UNDERSTAND THIS INFORMATION MAY INCLUDE RECORDS RELATED TO : SEXUALLY TRANSMITTED 
DISEASE, AIDS/HIV, BEHAVIORAL OR MENTAL HEALTH SERVICES OR TREATMENT FOR ALCOHOL OR DRUG ABUSE.   

 
THIS INFORMATION MAY BE RELEASED TO AND USED BY THE FOLLOWING INDIVIDUAL OR ORGANIZATION: 
NAME: _____________________ ____________________Deven Medical Center____________________________________ 
ADDRESS: __________________ 11707 N WILLIAMS ST. STE 3 ___&__________41N INGLIS AVE________________________ 
___________________________DUNNELLON, FL 34432___________&__________INGLIS FL 34449_________________________ 

I UNDERSTAND I MAY REVOKE THIS AUTHORIZATION AT ANY TIME.  I UNDERSTAND IT MUST BE IN WRITING AND PRESENT 
MY WRITTEN REVOCATION TO THE MEDICAL RECORDS DEPT.  I UNDERSTAND THE REVOCATION WILL NOT APPLY TO 
INFORMATION THAT HAS ALREADY BEEN RELEASED IN RESPONSE TO THIS AUTHORIZATION.  UNLESS OTHERWISE 
REVOKED, THIS AUTHORIZATION WILL EXPIRE ON THE FOLLOWING DATE:________________.  IF I FAIL TO SPECIFY AN 
EXPIRATION DATE, THIS AUTHORIZATION WILL EXPIRE IN 60 DAYS. 
I UNDERSTAND THAT AUTHORIZING THE RELEASE OF THIS HEALTH INFORMATION IS VOLUNTARY.  I UNDERSTAND I CAN 
REFUSE TO SIGN THIS RELEASE.  I NEED NOT SIGN THIS FORM IN ORDER TO ASSURE TREATMENT.  I MAY INSPECT THIS 
FORM OR COPIED INFORMATION TO BE RELEASED AS PROVIDED IN 45 CFR 1642524.  I UNDERSTAND ANY RELEASE OF 
INFORMATION CARRIES WITH IT THE POTENTIAL FOR RE-RELEASE BY THE RECIPIENT, AND MAY NOT BE PROTECTED BY 
THE PRIVACY LAWS.  IF I HAVE ANY QUESTIONS I MAY DIRECT THEM TO THE PRACTICE MANAGER. 

 

*Signature of patient or Legal Representative:_____________________________________*DATE: ___________________ 
IF SIGNED BY LEGAL REPRESENTATIVE, RELATIONSHIP TO PATIENT: ____________________________________________ 

 
 
 


