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Welcome to the Cardiology practice of Howard Tee, MD, FACC. The staff and
nurses in this practice will provide the utmost concern and compassion to our

patients as well as being professional at all times. We expect that our patients
treat the staff with the same professionalism.

The following will be the new policies effective immediately:

----- This office is a Cardiology practice with assigned appointments made by
the front desk. If there is an emergency, please be mindful that the ER would
be the best place for you or by calling 911. There is a triage line when calling
our office, where you may lsave a message, and our nurses will get back to
you after discussing the matter with the Dr. This will be based on the urgency
of the matter and will be treated as a visit.

----- Effective 01/01/24, any patient who does not show up for their scheduled
appointment 3 times, will be discharged from the practice.

----- Due to the overwhelming number of patients, all New patients who do
not show up for their scheduled appointments, will be discharged and unable
to reschedule.

----- This is an extremely busy practice and there will be times that you will
have to be seen by a Nurse Practitioner. Every patients’ case will be discussed
with the provider, and if needed, will be seen by the provider during epecial
circumstances. The provider may have emergencies in the hospital and will
have the Nurse Practitioner see the patients to take care of your needs.
Refusing to see the Nurse Practitioner initially is not an option.

----- The practice of taking care of patients is a two way street. Please be
respectful to the staff and raising your voice, being rude, or using foul
language will not be tolerated.

Please sign that you have read and understand:




Howard T. Tee, M.D., F.A.C.P., F.A.C.C.

Date:

Patient Registration

Name:

DOB:

Address:

Sex:

oMale

oFemale

City:

State:

Zip:

Phone:
Home

Work:

Email:

Race:

Marital Status:  Married Widowed

Language:
0 English o Spanish
Dominant Hand: 0 Right

Emergency Contact:

Single  Divorced

o French o Other

o Left o Ambidextrous

Phone:

Cell:
Social Security:

Spouce's Name:

Primary Insurance:__

(Circle One): PPO

ID Number:

POS

HMO

Group Number:

Insured's Name:

Indemnity

Insured's Date of Birth:

Insured's Relationship:

Secondary insurance:

1D Number:

Group Number:

Insured's Name:

Insured's Date of Birth:

Insured's Relationship:




(Wil

Yom may use or disclose ths following health care information cirele yos or no):
All my health information maintained by Dr. Tee

YES NO

My health information related to drug abuse YES NO
My health information related to aleohol abuse YES NO
My health information related to HIV/AIDS YES NO
My health informetion related to psychological or psychiatric conditions YES NO

My health information relating to the following treatment or condition

My health information for the date(s)

Other:

You may disclose this information tos

Name or Organization:

Address:

Check all that apply:

My Spouse Neame: Phone:

My Son/Daughter Name(s): Phone:

My Mother/Father Name(s): Phone:

My Friend Name(s): Phone:

My Lawyer Name(s): Phone:

My Caretaker or Living Facility: Phone:

My Power of Attorney  Name: Phone:

Other Specify: : Phone:

This Authorization Ends On: Date: When the following event occurs:

1L

I understand that I do not have to sign this authorization in order to get health care benefits 9 treatment,
payment or enrollment). However, I do have to sign an authorization form to take part in research study
or to receive health care when the purpose is to create health information for a third party. T may revoke
this authorization in writing, IfI do, it will not affect any actions already taken by the above named
practice based upon this suthorization. I may not be able to revoke authorization if its purpose was to
obtain insurance. Two ways to revoke authorization ave: Fill out a revocsation form, which is available
from the office or write & letter to the office. Once the office discloses health information, the person or
organization that receives it may re- disclose it. Privacy laws may no longer protect it.

Patient or legally authorized individual signature Date

Printed name If signed on behalf of patient Relattonship o Patient



Howard T. Tee, M.D., F.A.C.P., F.A.C.C.

Name: DOB: Age:
Referring M.D.: Primary M.D.:
Preferred Pharmacy: Pharmacy Phaone:

Have you ever been treated for or do you have any complaints of:
Yes[ ] No|[ ] Chest Discomfort

Yes[ ] WNo[ ]Shortness of breath when walking or lying down
Yes[ ] WNo[ ]lrregular heatbeats or palpitations

Yes[ ] No|[ ] Calf cramps when walking

Yes[ ] No|[ ] Heart Failure

Yes[ ] No [ ] Heart murmur or heart valve problem

Yes[ ] No[ ] Heart valve replacement If yes, give date(s)

Yes[ ] No[ ] Heart attack If yes, give date(s)

Yes[ ] No[ ] Blacking out or passing out
Yes[ ] No[ ]Stroke If yes, give date(s)

Yes[ ] No[ ] Rheumatic Heart Disease
Yes[ ] WNo [ ] Coronary Artery Bypass Grafting (open Heart surgery) If yes, give date(s):

Yes[ ] Mo [ ] Coronary angioplasty (PTCA or balloon technique, stents) If yes, give date(s)

Yes[ ] No[ ] Have you ever been told you have diabetes or "high blood sugar"?
If yes, how long have you had diabetes?:

How is your diabetes treated?: (Circle one) pills insulin

Yes[ ] No[ ] Have you ever been told you have high blood pressure?
If yes, how long have you had high blood pressure?:

How long have you received medication for your high blood pressure?:

Yes[ ] No[ ] Have you ever been told you have high cholesterol or triglycerides (blood fats)?
What was your last cholesterol level?

What were your last triglycerides?:

When was the above cholesterol/triglyceride level done?:

Women Only:
Yes[ ] WNo[ ] Areyou postmenopausal?
Yes[] WNo[ ] Have you had a hysterectomy?

If yes, give date:



Howard T. Tee, M.D., F.A.C.P., F.A.C.C.

1 many siblings do you have?
isters
rothers

se answer the following:

\elationship |Sex: Living (1) If Heart Heart High High Stroke
Male (M) [Deceased (2) |deceased, |Attack |Surgery |Blood Cholesterol
Female (F) age at Pressure

death

‘ather

Viother

sibling #1

sibling #2

sibling #3

sibling #4

sibling #5

sibling #6

Marital Status: [ ] Married, number of years [ Isingle [ ]Divorced [ ]Widow

Live with: [ 1Spouse [ ]Children [ ]JAlone [ ]Friend [ ]Relative [ ]Other

Employment Status:
[ JEmployed [ ]Unemployed [ ]Retired [ ]Homemaker [ ]Other

Yes[] WNol[ ]Doyou drink alcohol or beer?
if yes, how many drinks per: Day Week Year

Yes[ ] No[ ]Doyou drink coffee, tes, or soda with caffeine?
If yes, how many cups per day?

Yes[ ] WNo[ ]Have you ever smoked cigarettes?
What age did you start smoking?:

How many years did you smoke?:

How many packs per day did you smoke?:

When did you stop smoking?:

How many children do you have?:

Do any of your children have heart disease? [ ] yes [ ]No



Name:

PMH

ROS

or

AL

Howard T. Tee, M.D., F.A.C.P,, F.A.C.C.

DOB8:

Describe on the lines below any problems you have had with the following:

Brain or Neurological Problem(s)

Patient's Age:

Thyroid Disease

Carotid Artery Disease

Lung/Breathing

Stomach/Ulcers/Intestines

Blood/Bleeding Problems

Liver

Kidney

Bladder

Prostate

Peripheral Vascular Disase(Leg blood vessels)

Leg Cramps

Cancer

Glaucoma

Arthritis/Gout

Please list all operations you have had and dates of surgery

Yes|[ ] Nol] Have you ever had a vein stripping of your legs?

Yes[] Nol[] Are you allergic to contrast or IVP dyes used in medical tests?

Yes[] Noll Are you allergic to shell fish?
Yes[] WNol) Are you allergic to any medications?
If yes, describe the reactions you had below,

Medication Reaction Type




ED

Howard T. Tee, M.D., F.A.C.P., F.A.C.C.

Please list all medications you are taking. Include the dosage and directions.

Medication

Dosege

How often




RAENT OF RS B8 (O PAY

| hersby aseign and suthorize payment io the Physician Clinic all insurance benafiis, sick benefils,
injury benefite due becauss of liability of a third-party, or procseds of all claims resulting from the liabllity of
& third party, payable by any party, orgenization, et cetera, to or for the patient uniese the account for this
Physiclan Clinic, outpatient visit or serles of ouipatient visits i paid in full upon discharge or upon completion
of the outpaiieni series. If eligible for Medicare, | request Medicars sdrvices and benefits. | further agree theit
Thie assignment will not be withdrawn or voided at any time until the account is peid In full, | understand that |
aim fegponsible for any chargas not covarsd by my insurance company.
| understand thai | am obligated 1o pay the account of the Physician Giinic in accordancs with the regular
ratas and terms of the Physician if | fall to male payment whep due and the account becomes
delinquent or is tumed over io & collection agenay or an aftorney for coliection, | agres to pay il collestion
agency fees, court cosis and atorney's fees. | aise agres that any patient or guaranior Gverpayments on the
MWMMWNWMbW'WWRMWW (]
mmmnmmmmwmaumtmmumm 10 work
ineurance companyleompanies on my behalf on authorization, eppsal on my behalf any denlal for
reimbursement, covarage, or peyment for services or care provided to me. i -

A RN GO DRI i SRl [SbPSSlamtisiEs (ELISO VNRONIC PRESCEMRING):

| have been mads aware and understand that the medical pracficss and officss may use an alecironio

prasotiption mmmwmwnumymmw

providers my pharmacy. | heve baen informed and underaiand tiat my providers using the slectronie
system will be able io see Information about mediostions-| am alrsady taldng, including thoes

prescribed by other providers, | give my consent o my providers ¥ sse this protectad heaith information.

| have baen provided the Electronic Preseribing Notice.

Required pursuant ic Heefih Insuranes Portability and AcoountabityiAct of 1698 (HIPAA), | aclnowledge
that | have recsived a copy of the mmdMWIWMwa

genoraied tHospitalization treatment
at the Phyeician Clinic, including but not imitzd to treatment for mental heeith, drug and alsohal abuse,
communicable dissasas such as HIV/AIDS, developmenial dieabllities, genatio testing, and other types of

GENSEAL COMSERTT #O)

laves, scope of practics, and licsnsure of medieal siafl.

| hereby consent 10 engaging in virtual health/ielemedicine services, where available, &8 part of my ireatment.
| undersiand that “viriual heelth” or telemedicine services inciudes thia praciice of heslth care dalivery,
diagnosis, conaultstion, treatmant, transfers of medical data, and aducation using interaciive audio, vidao, or

data communicailons.

VE ACKROMT EDAEMENT )

Fadsral law requires that patisnts be proviged information about their rights to make advance heaith cars
decisions, including Living Will, Durable Medlcal Power of Attornay or designation of suirogate decision made
for healthoare decisions. If you have already compieted any of these documeanis, pieass inform your physician
and the Physiclan Clinic.

Plesas ehesl ene: .

O | have execuied an advance direciive and have supplied a copy fo the Phyeician Clinic.

O 1have execuiad an sdvanes directive and have been requested a copy to the Physiclan Clinic.
O 1 have reviewsd the diractive(s) on file with this Physician Clinic and it ars my curmant dirsctive(s).

-

Physician Practice Avthorization Form — Consent to |
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| herelsy conesnt to provide my e-mall addrees, eo that repressniatives from.the Physician Clinle can e-mail
mmummm:gMG wmmna information about the Phyeiclan
Ciinie, #is afilisted physicians, and our serviess. | 1 will bl abie 0 change my prefarencs & any dime.
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L Howerd T. Tae, M.D., F.ACP. FACC.

o ®

Your Privacy i very important o us. mmrfnrmmmukmmmmw.mmm
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1%“ “Giclkionship Cptam

Signatura of Patient/Responsibia Party Date

Rosaa of baviony/esponelole Porcy (bring) lctonahip 8 potient



Howard T. Tee, M.D., F.A.C.P,, F.A.C.C.

960 37" Place, Ste 105 o Vero Beach, FL 32960 o Phone: (772)299-1901 o Fax: (772)299-1904

\

Patient Name:
SSN:
DOB:
Phone: ( )

1 hereby authorize: (To get records from)
Facility Name:

Facility Address:

Ihereby authorize: (To release records to)
Pacility Name: Howard Tee, ML.ID.

Pacility Address: 960 37™ Plaes, Suite 105
Vero Beach, FL 32960
Phomne: 772-299-1901
Fax: 772-299-1904

To release any or all: (Pleass be specific on records requesting) this release is to include any and all
HIPAA protected medical records.

lmdmmmmmmmmmﬁmmmmmmmmmﬂmwmmmmmm
writing,

Patient Signature Date
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