2ANCARE

OF FLORIDA, INC.

SPORTS PHYSICAL INTAKE FORM

PATIENTINFORMATION

Last Name First Name Middle Initial
Date of Birth U.S. Military Service (M one):
O None [ Currently Serving [ Discharged
Address City State Zip Code County
Home Phone Work Phone Cell Phone Email
( ) ( ) ( )
Gender (M one): Primary Language Spoken:| Patient’s Relationship to Responsible Party ([ one):
O Female [ Male O Self O Spouse O Natural Child O Parent [ Foster Child
[ Limited English [ Foster Parent

Race (M one): O American Indian/Alaska Native [ Asian Indian O Other Asian O Black/African American O Chinese
O Filipino OO Guamanian or Chamorro [ Japanese [ Korean [ Native Hawaiian O Other Pacific Islander O Samoan
O Vietnamese [0 White [0 More Than One Race [0 Choose Not To Disclose

Ethnicity (M one): O Chicano/Chicana 0 Cuban [ Hispanic O Latino/Latina [ Spanish [0 Mexican [0 Mexican American
[ Puerto Rican 0 Non-Hispanic/Latino/Latina/Spanish [0 More Than One Ethnicity [0 Choose Not To Disclose
Are you a migrant/seasonal worker or a family member of a migrant/seasonal worker? O Yes [ No

What is your annual income? [0$0-$15,960 [0$15,961-519,950 [0$19,951-$23,940 [1523,941-$27,930
[0527,931-$31,920 [$30,921 & UP Number of people in household:

Emergency Contact Phone Relationship to Patient

( )

RESPONSIBLE PARTY INFORMATION (enter name of person FINANCIALLY responsible for your account)

Last Name First Name Middle Initial
Mailing Address City State Zip Code County
Home Phone Work Phone Cell Phone Date of Birth Social Security Number

( ) ( ) ( )

INSURANCE COMPANY - INCLUDING MEDICAID

Primary Insurance ID# Group # Insurance Company Address

Name of Insured Date of Birth Insured’s Employer

Relationship to Responsible Party:
O Self O Spouse O Natural Child O Step Child Parent O Foster Child O Foster Parent

Assignment and Release: | authorize my insurance benefits to be paid directly to PanCare Health. | also authorize PanCare
Health to release any information required to process this claim.
PARENT/GUARDIAN SIGNATURE: DATE:

Consent for Treatment

| hereby authorize PanCare Health, its facilities and treatment centers, its affiliated providers, dentists, dental
hygienists, nurse practitioners, physician assistants, psychologists, social workers, and other medical
personnel to administer examinations and treatments as deemed medically necessary.

Parent/Guardian Signature: Date:
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2ANCARE

OF FLORIDA, INC.

Electrocardiogram (ECG/EKG) Consent — Sports Physical

| understand that an electrocardiogram (ECG/EKG) is a noninvasive test that measures the electrical activity
of the heart and may help identify certain cardiac abnormalities. | acknowledge that, when consented to, an
ECG/EKG may be performed as a standard component of the sports physical conducted by PanCare of
Florida, Inc., in accordance with applicable guidelines.

| acknowledge and agree that:

e | voluntarily consent to the performance and interpretation of an ECG/EKG as part of the
sports physical.

e | understand that the ECG/EKG is a screening tool only and is not a complete medical examination
or diagnosis.

e | understand that normal results do not guarantee the absence of heart disease and abnormal
results do not necessarily indicate a heart condition.

e | understand that the ECG/EKG reflects heart activity only at the time it is performed and does not
diagnose all causes of sudden cardiac events.

e | understand that this screening does not replace evaluation, diagnosis, or treatment by a primary
care provider or cardiologist.

o | acknowledge that | am responsible for seeking and obtaining any recommended follow-up care.

e | understand and authorize that PanCare personnel, contractors, and volunteers may disclose your
screening results to individuals that oversee your involvement in athletics.

e | understand that PanCare of Florida, Inc. will use and disclose my health information in accordance
with applicable state and federal privacy laws, including HIPAA and, where applicable, FERPA.

0 1 am the patient and am 18 years of age or older
O | am the parent or legal guardian of the minor patient and have authority to consent

Patient Name: Date of birth:

Email Address:

Patient/Parent/Guardian Signature: Date:

If ECG/EKG results indicate that follow-up is recommended, additional medical evaluation may
be required prior to participation in athletic activities
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