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NEW PATIENT INFORMATION 

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

Street Address: __ _ _ _ _______________________ _

City, State and Zip Code: ____________ _ _ _ _ _ _ _ _ ____ _ 

Out of State Address: __________ _ _ _ _ _ __ _ _ _ _ _ ____ _ 

City, State and Zip Code: ___ _ _ _ _ _________________ __ 

Phone Number: _ __ _ _ _ __ Patient Email Address: __________ _ 

Social Security Number: _______ _ _  Date of Birth: __ _ _ _ _ _ _ _ _  _ 

Marital Status: Single ____ Married ____ Divorced ____ Widowed ___ _ 

Spouse Name: _ _ _ ________ Spouse Date of Birth: __________ _ 

Employer: _______ _ _ _ __ Work Phone: _____________ _ 

Emergency Contact: _ _ _ _ _______________________ _ 

Emergency Contact Phone Number: _ __ _ _ _ _ _  Relationship: ___ _ _ _ _  _ 

Primary Insurance: ___ _ _ _ _ _ ___________________ _

Secondary Insurance: _____________ _ _ _ _ _ ___ _ ____ _ 

Cardiologist: ___________ Primary Care Physician: __ _ _ _ _ _ _ _  _ 

Referring Physician: __ _ _ _____ Reason for Referral: __________ _ 

Pharmacy Name: _________ __ Intersecting Streets: __ _ _ _ _ _ _ _  _ 









Interventional Cardiac Consultants, P.L.C. 
Carlos J. Bayron, M.D., F.A.C.C. • Luis Annoni-Suau, M.D., F.A.C.C. • Rudy E. Kunhardt, M.D. 

• Raul A. Jimenez, M.D., F.A.C.C.  • Abdur Rahim, M.D, F.A.C.C 

HIP AA NOTICE OF PRIVACY PRACTICES 

Effective Date: March 26, 2013 

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 is provided to you pursuant to the Health Insurance Portability and Accessibility Act of 1996 and its 

implementation regulations ("HIPAA"). It is designed to tell you how we may, under federal law, use or disclose your 
Health Information. It has been updated to the HITECH Omnibus Rule requirements. 

I. Your Rights.
You have the right to request restrictions on the uses and disclosures of your Health Information. However, we are
not required to comply with all requests. You are allowed to restrict transmittal of health care charges to your
insurance carrier if you pay for those services, in full, by other means.

You have the right to receive your Health Information through confidential means and in a manner that is reasonably 
convenient for you and us. 

You have the right to inspect and copy your Health Information. You may request your records in digital format and 
have your records sent digitally to another provider with written authorization. 

You have a right to request that we amend your Health Information that is incorrect or incomplete. We are not 
required to change your Health Information and will provide you with information about our denial and how you can 
disagree with the denial. 

You have a right to receive an accounting of disclosures of your Health Information made by us, except that we do not 
have to account for disclosures: authorized by you; made for treatment, payment, health care operations; provided to 
you; provided in response to an Authorization; made in order to notify and communicate with approved family 
members; and/or for certain government functions, to name a few. 

You have been provided with a paper copy of this Notice of Privacy Practices. If you would like to have a more 
detailed explanation of these rights or if you would like to exercise one or more of these rights, please contact our 
HIPAA Compliance Officer at (727) 842-9486 

II. We May Use or Disclose Your Health Information for Purposes of Treatment, Payment or Healthcare Operations
without Obtaining Your Prior Authorization and Here is One Example of Each:

We may provide your Health Information to other health care professionals - including doctors, nurses and 
technicians - for purposes of providing you with care. 

Our billing department may access your information - and send relevant parts to insurance companies to allow us to 
be paid for the services we render to you. 

We may access or send your information to our attorneys or accountants in the event we need the information in 
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