
INFECTIOUS DISEASES ASSOCIATES OF NORTH FLORIDA, P.A 
VIVEK MANIKAL, M.D 

HEATHER CONLON, ARNP 

NENA MORDEN, ARNP 
101 Whitehall Drive, Ste. 104, St. Augustine, FL 32086 Tel: (904)829-6591Fax: (904)592-5369

DATE ________ _ 
NAME, _____________________________________ _ 

(Last) (First) (M) 

SS# Driver's License # 
-------------- -----------

ADDRESS __________________________________ � 
(Street) (City) (State) 

TELEPHONE: Home DATE OF BIRTH 
----------

Work or Cell 
-----------

Em p Io y men t __________ _ 
E-Mail 

-------------

M 

----------

F Single □

Married □ 

(Zip) 

AGE ____ _ 

Widowed □

Divorced □

Patient's Employer: ________________ Address: _________________ _ 

Referred by: Doctor's name: Friend's name: 
----------------- ------------

Spouse's Name: _______________ Spouse's Employer: _______________ _ 
(if no spouse, person to notify in case of emergency) 

Spouse SS#: _________ _ Spouse's date of birth: _______ Telephone: ________ _ 

INSURANCE INFORMATION 

Primary insurance Co. Name: 
-----------

Secondary Insurance Co. Name: _________ _ 

Primary Insured's Name: ___________ _ Secondary Insured's Name: __________ _ 

Primary Insurance ID #: ____________ _ Secondary Insurance ID #: ___________ _ 

Primary Insurance Group #: ___________ _ Secondary Insurance Group #: __________ _ 

Address for claim submissions: 
----------

Address for secondary claims: __________ _ 

I hereby authorize the release of any medical information necessary for the processing of insurance claims. I also assign all 
medical benefits to include major medical benefits to which I am entitled to INFECTIOUS DISEASES ASSOC. OF NORTH 
FLORIDA, P.A. This assignment will remain in effect until revoked by me in writing. Furthermore, a photocopy of this 
assignment is to be considered as valid as the original. 

I further agree to be solely responsible for any balances that my insurance carrier does not pay. 

In signing this form, I am authorizing you to give me reasonable and proper medical care by today's standards and I consent to 
you retrieving my prescription history. 
Person Responsible for Bill: 

-----------------------------------

(Name) (Address) 
Signature: 

-----------------------------------------











INFECTIOUS DISEASES ASSOCIATES OF NORTH FLORIDA, P.A 
VIVEK MANIKAL, M.D 

HEATHER CONLON, ARNP 

NENA MORDEN, ARNP 
101 Whitehall Drive, Ste. 104, St. Augustine, FL 32086 Tel: (904)829-6591Fax: (904)592-5369

Consent to Email or Text Usage for Appointment Reminders and Other Healthcare Communications: Patients in our practice may 
be contacted via email and/or text messaging to remind you of an appointment, to obtain feedback on your experience with our 
healthcare team, and to provide general health reminders/information. If at any time I provide an email or text address at which I may 
be contacted, I consent to receiving appointment reminders and other healthcare communications/information at that email or text address 
from the Practice. The practice does not charge for this service, but standard text messaging rates may apply as provided in your wireless 
plan (contact your carrier for pricing plans and details). 

___ (Patient/Representative initials) I consent to receive text messages from the practice at my cell phone and any number forwarded or 
transferred to that number or emails to receive communication as stated above. I understand that this request to receive emails and text 
messages will apply to all future appointment reminders/feedback/health information unless I request a change in writing (see revocation 
section below). 

The cell phone number that I authorize to receive text messages for appointment reminders, feedback, and general health 
reminders/information is 

--------------

The email that I authorize to receive email messages for appointment reminders and general health reminders/feedback/information 
IS 
--------------

Revocation I hereby revoke my request for future communications via email and/or text. 
_I hereby revoke my request to receive any future appointment reminders, feedback, and general health via text messages. 
_ I hereby revoke my request to receive any future appointment reminders, feedback, and general health via email. NOTE: This revocation 
only applies to communications from this Practice. 

Patient Name: 
--------------------------

Patient/Patient Representative Signature: 
---------------------

Date: _____________ Time: ________ _ 
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HIP AA Notice of Privacy Practices 
Revised 2013 

Effective as of April/14/2003 
Revised March/26/2013 

Infectious Disease Asscoaites of North Florida, PA 
101 Whitehall Drive, Suite 104 

St. Augustine, FL. 32086 
Phone-904-829-6591 

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. 

This Notice of Privacy Practices is NOT an authorization. This Notice of Privacy Practices describes how we, our Business 
Associ 
payment 
rights to a 
including 
health con 

alth information (PHI) to 
ted or required by law. 
Ith Information" is 

arry out treatment, 
so describes your 
ation about you, 

sical or mental 

y your 

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care 
and any related services. This includes the coordination or management of your health care with a third party. For example, 
your protected health information may be provided to a physician to whom you have been referred to ensure that the 
physician has the necessary information to diagnose or treat you. 

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For 
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to 
the health plan to obtain approval for the hospital admission. 

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the 
business activities of your physician's practice. These activities include, but are not limited to, quality assessment, employee 
review, training of medical students, licensing, fundraising, and conducting or arranging for other business activities. For 
example, we may disclose your protected health information to medical school students that see patients at our office. In 
addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your 
physician. We may also call you by name in the waiting room when your physician is ready to see you. We may use or 
disclose your protected health information, as necessary, to contact you to remind you of your appointment, and inform you 
about treatment alternatives or other health-related benefits and services that may be ofinterest to you. Ifwe use or disclose 
your protected health information for fundraising activities, we will provide you the choice to opt out of those activities. 
You may also choose to opt back in. 

We may use or disclose your protected health information in the following situations without your authorization. These 
situations include: as required by law, public health issues as required by law, communicable diseases, health oversight, 
abuse or neglect, food and drug administration requirements, legal proceedings, law enforcement, coroners, funeral 
directors, organ donation, research, criminal activity, military activity and national security, workers' compensation, 
inmates, and other required uses and disclosures. Under the law, we must make disclosures to you upon your request. Under 
the law, we must also disclose your protected health information when required by the Secretary of the Department of Health 
and Human Services to investigate or determine our compliance with the requirements under Section 164.500. 

Provided By HCSI -Revised March 2013 



USES AND DISCLOSURES THAT REQUIRE YOUR AUTHORIZATION 

Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to 
object unless required by law. Without your authorization, we are expressly prohibited to use or disclose your protected health 
information for marketing purposes. We may not sell your protected health information without your authorization. We may not 
use or disclose most psychotherapy notes contained in your protected health information. We will not use or disclose any of your 
protected health information that contains genetic information that will be used for underwriting purposes. 

You may revoke the authorization, at any time, in writing, except to the extent that your physician or the physician's practice 
has taken an action in reliance on the use or disclosure indicated in the authorization. 

YOUR RIGHTS 

The following are statements of your rights with respect to your protected health information. 

You have the right to inspect and copy your protected health information (fees may apply)- Pursuant to your written request, 
you have the right to inspect or copy your protected health information whether in paper or electronic format. Under federal law, 
however, you may not inspect or copy the following records: Psychotherapy notes, information compiled in reasonable 
anticipation of, or used in, a civil, criminal, or administrative action or proceeding, protected health information restricted by law, 
information that is related to medical research in which you have agreed to participate, information whose disclosure may result 
in harm or injury to you or to another person, or information that was obtained under a promise of confidentiality. 
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You have the right to request an amendment to your protected health information - lfwe deny your request for amendment, 
you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide 
you with a copy of any such rebuttal. 

You have the right to receive an accounting of certain disclosures - You have the right to receive an accounting of disclosures, 
paper or electronic, except for disclosures: pursuant to an authorization, for purposes of treatment, payment, healthcare operations; 
required by law, that occurred prior to April 14, 2003, or six years prior to the date of the request. 

You have the right to receive notice of a breach - We will notify you if your unsecured protected health information has been 
breached. 

You have the right to obtain a paper copy of this notice from us even if you have agreed to receive the notice electronically. 
We reserve the right to change the terms of this notice and we will notify you of such changes on the following appointment. We 
will also make available copies of our new notice if you wish to obtain one. 

COMPLAINTS 

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated 
by us. You may file a complaint with us by notifying our Compliance Officer of your complaint. We will not retaliate against 
you for filing a complaint. 

HIPAA COMPLIANCE OFFICER Phone-904-829-6591 email: info@idassoc.org 

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and 
privacy practices with respect to protected health information. We are also required to abide by the terms of the notice 
currently in effect. If you have any questions in reference to this form, please ask to speak with our HIP AA Compliance 
Officer in person or by phone at our main phone number. Please sign the accompanying "Acknowledgment" form. 
Please note that by signing the Acknowledgment form you are only acknowledging that you have received or been given 
the opportunity to receive a copy of our Notice of Privacy Practices. Provided By HCSI-Revised March 2013 




