






Gastrointestinal Yes No
Poor appetite
Nausea
Vomiting
Rectal bleeding
Change in bowel habits
Diarrhea
Constipation
Indigestion
Hemorrhoids
Yellowing of skin/eyes
Abdominal pain

Genitourinary Yes No
Frequency
Urgency
Painful urination
Blood in urine
Incontinence
Urinary infections

Musculoskeletal Yes No
Joint pain
Joint stiffness
Backache
Muscle pain/cramps
Swelling joints
Difficulty walking

Neurological Yes No
Fainting
Blackouts
Numbness or tingling
Loss of sensation
Paralysis
Tremors
Memory loss
Balance issues
Headaches
Weakness

Hematological/Lymphatic Yes No
Easy bruising
Swollen glands
Bleeding problems

Allergic/Immunologic Yes No
Seasonal allergies
Food/medication allergies

Patient Name:________________________________________________

REVIEW OF SYMPTOMS Do you currently, or have you had a problem with: 

Constitutional Yes No
 Fever 

Weight loss
 Weakness

 
 

 Fatigue 

Eyes Yes No
Blurred vision 
Uses glasses/contacts 

 Cataracts  
Redness

 Infection 

Ears, Nose, Mouth, Throat Yes No
Hearing loss 
Ringing in ears  

 Dizziness 
Nose bleeds 
Nasal congestion 
Sinus problems  
Difficulty swallowing  

 Hoarseness   

Cardiovascular Yes No
Chest pain 

 Palpitations
Edema

 

Cool extremities 
Leg pain while walking 

Respiratory Yes No
 Wheezing  
 Cough 

Shortness of breath   
Bloody mucous 

Psychiatry Yes No
 Anxiety  
 Depression 

Integumentary Yes No
 Rashes  
 Lesions 
 Lumps 

Hair loss   

Endocrine Yes No
Heat/cold intolerance 
Increased thirst   
Night sweats   
Hot flashes   

Provider Signature:____________________________________________ Date:________________





Last Updated: July 2017

Patient name: ______________________________

Date of birth: _______________________________ 

Patient Consent for Financial Communications

Financial Agreement
I acknowledge, that as a courtesy, WEST FLORIDA PHYSICIAN NETWORK, LLC may bill my insurance 
company for services provided to me. 
I agree to pay for services that are not covered or covered charges not paid in full including, but not limited to any 
co-payment, co-insurance and/or deductible, or charges not covered by insurance.
I understand there is a fee for returned checks.

Third Party Collection. I acknowledge WEST FLORIDA PHYSICIAN NETWORK, LLC may use the services of a third-
party business associate or affiliated entity as an extended business office (“EBO Servicer”) for medical account billing 
and servicing.  

Assignment of Benefits. I hereby assign to WEST FLORIDA PHYSICIAN NETWORK, LLC any insurance or other third-
party benefits available for health care services provided to me. I understand WEST FLORIDA PHYSICIAN NETWORK, 
LLC has the right to refuse or accept assignment of such benefits. If these benefits are not assigned to WEST FLORIDA 
PHYSICIAN NETWORK, LLC, I agree to forward all health insurance or third-party payments that I receive for services 
rendered to me immediately upon receipt.  

Medicare Patient Certification and Assignment of Benefit. I certify that any information I provide, if any, in applying for 
payment under Title XVIII (“Medicare”) or Title XIX (“Medicaid”) of the Social Security Act is correct. I request payment of 
authorized benefits to be made on my behalf to WEST FLORIDA PHYSICIAN NETWORK, LLC by the Medicare or 
Medicaid program.

Consent to Telephone Calls for Financial Communications. I agree that, in order for WEST FLORIDA PHYSICIAN 
NETWORK, LLC or Extended Business Office (EBO) Servicers and collection agents, to service my account or to collect 
any amounts I may owe, I expressly agree and consent that WEST FLORIDA PHYSICIAN NETWORK, LLC or EBO 
Servicer and collection agents may contact me by telephone at any telephone number, without limitation of wireless, I 
have provided or WEST FLORIDA PHYSICIAN NETWORK, LLC or EBO Servicer and collection agents have obtained or, 
at any phone number forwarded or transferred from that number, regarding the services rendered, or my related financial 
obligations. Methods of contact may include using pre-recorded/artificial voice messages and/or use of an automatic 
dialing device, as applicable.

A photocopy of this consent shall be considered as valid as the original.

Patient/patient representative signature: _______________________________ Date: _________________

If you are not the patient, please identify your relationship to the patient. Circle or mark relationship(s) from list below: 

Spouse     Guarantor
Parent     Healthcare Power of Attorney   
Legal Guardian    Other (please specify) _______________________________


