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Dear Patient,
Thank you for choosing me as your Primary Care Physician. I’m honored to be entrusted with your health care. I am Board Certified in Internal Medicine with a special focus on adult and geriatric care. I hold ambulatory privileges at all local hospitals, including HCA, Advent Health, and Orlando Health.
Please take a moment to review this welcome packet, which includes important office policies and answers to frequently asked questions.
OFFICE HOURS AND APPOINTMENTS 
Our office hours are flexible to best serve your needs. Please call our office for current operating hours and to schedule appointments.
Important Appointment Guidelines:
· Arrive 15 minutes prior to your scheduled appointment.
· Arrivals more than 15 minutes late may require rescheduling.
· Missed appointments or cancellations with less than 24-hour notice may incur a no-show fee.
· Patients with 2 or more no-shows within 12 months may be dismissed from the practice.
· Emergencies: Always call 911.
COMMUNICATION 
While I am often engaged in direct patient care, either in the clinic or at the hospital, my office staff is here to help. Please provide detailed information to staff when calling, so your concerns can be properly addressed.
· Messages will be reviewed by me within 24 hours.
· If your situation requires an office visit, my staff will contact you to schedule.
· After-hours messages will be reviewed the next business day.
· For urgent medical issues, go directly to the emergency room or dial 911.
MEDICATION REFILLS 
· Please bring all medications (in original containers) or an up-to-date list to every visit.
· Refills should ideally be requested during your visit.
· If a refill is needed between appointments, ask your pharmacy to send a refill request to our office.
· Allow up to 3 business days to process refill requests.
· Some medications, including controlled substances, may require an office visit.
· Per Florida state law, we do not prescribe more than a 3-day supply of opiates under any circumstance.
Dr. Mihir Faldu 
Frontline Primary Care














OFFICE POLICIES AND PROCEDURES
· Photo ID and insurance cards are required at each visit.
· Be prepared to verify demographic and insurance information.
· You are responsible for notifying the office of any insurance, address, or contact changes.
· Payment is due at the time of service, including:
· Co-pays, co-insurance, deductibles
· Self-pay balances
· Past-due amounts
· Returned checks are subject to a $30 fee plus the payment amount.
· If payment is not received, you may be referred to collections and held responsible for associated attorney or collection fees.
Termination of Care Policy
As your physician, I am committed to providing respectful, professional, and compassionate care. In return, I expect that all patients adhere to the practice’s policies and maintain a standard of respectful behavior toward myself and all members of the staff.
Please note that I reserve the right to terminate the physician-patient relationship if a patient:
· Fails to follow office policies and procedures
· Demonstrates unprofessional, abusive, or disruptive behavior
· Repeatedly misses or cancels appointments without adequate notice
· Fails to comply with recommended treatment plans or care coordination
· Engages in any behavior that creates a hostile or unsafe environment for staff or other patients
If termination is necessary, written notice will be provided, and emergency prescriptions will be available for a limited period (typically 30 days) if necessary to allow the patient time to establish care with another provider.
By signing below, you agree that you have read and understood the Office Policies and Procedures.
                                                                                                                                                                                    
Name of Patient or Representative	Signature of Patient or Representative		   Date

PATIENT CONSENT TO TREAT
Consent to Treat & Billing Authorization
By signing, you acknowledge and agree to the following:
· You consent to receive necessary medical care and treatment.
· You authorize the release of medical records and insurance information as needed for billing and coordination of care.
· You assign payment of insurance benefits directly to Frontline Primary Care.
· You are responsible for any balance not covered by your insurance.
· You authorize Frontline Primary Care and affiliates to contact you via phone or text, including automated calls.
Authorization, Assignment, and Financial Responsibility
Use of Copies

I authorize a copy of this assignment and these authorizations to be used in place of the original, which will remain on file with Frontline Primary Care. This authorization will remain in effect until I, or an authorized agent, revoke it in writing.

Medicare/Medicaid Assignment

I certify that the information I have provided in applying for payment under Title XVIII/XIX of the Social Security Act is accurate and complete. I authorize any holder of medical or other relevant information about me to release it to the Social Security Administration, the Division of Family Services, or their intermediaries or carriers, as necessary for processing claims related to Medicare or Medicaid. I assign all insurance benefits pertaining to my treatment to Frontline Primary Care.

Financial Responsibility

I understand that Frontline Primary Care may submit insurance claims on my behalf as a courtesy. However, in the event that a claim is denied or deemed my responsibility by the insurance provider, I agree to be personally responsible for payment. If a claim is denied due to my failure to provide current and accurate insurance information, I understand I am responsible for any resulting charges.
I acknowledge that insurance is a method of reimbursing the provider and may not cover all services. Some insurers pay fixed allowances, while others reimburse a percentage of charges. I agree to pay any co-payment, deductible, co-insurance, or balance not covered by my insurance within 60 days of the date of service.
If I do not have insurance, or choose not to provide insurance information, I understand that I am considered a self-pay patient and am fully responsible for all charges incurred.
I further agree that any returned checks or stop payments will result in a $30 administrative fee in addition to the amount of the payment. Should I default on payment for services, I agree to pay all associated collection costs, including reasonable attorney’s fees.
Consent to Automated Communication
I authorize Frontline Primary Care, its affiliates, employees, contractors, and agents to contact me using automated dialing systems, artificial or prerecorded voice messages, or similar technologies. I understand that these communications may include information related to appointments, billing, outstanding balances, or other healthcare-related matters, even if I may incur charges for such calls or texts.
I expressly consent to receiving such automated communications and waive any claims under the Telephone Consumer Protection Act (TCPA) or similar laws. I also authorize the use of any telephone number I provide, including cell phones, for these purposes.
Consent for Use of Enhanced Medical Note-Taking Technology

At Frontline Primary Care, we are committed to providing you with attentive, high-quality care. To help your provider focus more on your health and less on typing during your visit, we use secure medical note-taking tools that assist in preparing your clinical documentation.
These tools record and summarize conversations between you and your provider in real time to help create accurate medical notes. The system we use is fully secure, complies with HIPAA, and is reviewed and approved by your provider before becoming part of your medical record.
What You Should Know:
· These tools are note-taking assistants only. They do not make medical decisions and do not replace your provider's judgment.
· Your provider personally reviews and confirms all documentation before it's finalized.
· Your information is encrypted, protected, and handled according to all state and federal privacy laws (including HIPAA).
Consent Statement:
I understand that Frontline Primary Care may use secure documentation technology during my visits to assist in creating accurate clinical notes. I acknowledge that:
· My provider will review and verify the final notes.
· My personal information will be protected under HIPAA guidelines.
· I may decline or withdraw my consent at any time without affecting my care.
I consent to the use of secure documentation technology during my visits.

                                                                                                                                                                                          
Name of Patient or Representative           Signature of Patient or Representative             	          Date
	
NOTICE OF PRIVACY PRACTICES
This section outlines the ways we may use and disclose your medical information. We will not use or disclose your medical information for any purpose not listed below without your explicit written authorization. You may revoke any such authorization at any time by submitting a written request to us.

Permitted Uses and Disclosures
For Treatment
We may use your medical information to provide you with medical treatment or services. This may include sharing information with other healthcare professionals or facilities (e.g., hospitals) involved in your care.
For Reimbursement
We may use and disclose your medical information as required by your insurance providers for billing, claims processing, or payment collection.
For Healthcare Operations
We may use and disclose your medical information for administrative and operational purposes, including quality assessment, employee performance evaluation, training, licensing, certification, and accreditation.
Additional Uses and Disclosures
Notification
We may share your information to notify or assist in notifying a family member, legal representative, or other person responsible for your care regarding your location, general condition, or death. If you are able, we will request your permission. In an emergency or if you are unable to respond, we may share only the minimum necessary information in our professional judgment.
Disaster Relief
We may disclose your medical information to authorized public or private entities assisting in disaster relief efforts.
Funeral Directors, Coroners, Medical Examiners
We may share the medical information of a deceased person with funeral directors, coroners, medical examiners, or organ procurement organizations to enable them to carry out their duties.
Specialized Government Functions
We may disclose medical information as required for military personnel and veterans, national security and intelligence activities, protection of public officials, medical suitability determinations, and other authorized government functions.
Judicial and Administrative Proceedings
We may disclose medical information in response to court or administrative orders, subpoenas, discovery requests, or other lawful legal processes under certain conditions.
Public Health Activities
We may disclose your medical information to public health or legal authorities responsible for preventing or controlling disease, injury, or disability. This includes reporting child abuse or neglect, product recalls or defects (to the FDA), and communicable disease exposure.
Victims of Abuse, Neglect, or Domestic Violence
If we reasonably believe you are a victim of abuse, neglect, domestic violence, or other crimes, we may disclose your information to appropriate authorities when legally authorized and necessary to prevent harm.
Workers’ Compensation
We may disclose your information to comply with laws related to workers' compensation or similar programs that provide benefits for work-related injuries or illnesses.
Health Oversight Activities
We may disclose medical information to government agencies responsible for health oversight, including inspections, investigations, audits, licensure actions, and legal proceedings.
Law Enforcement
We may disclose medical information to law enforcement in circumstances such as:
· Compliance with legal requirements (e.g., warrants, subpoenas)
· Identification and location of suspects, fugitives, or missing persons
· Reporting victims of crimes
· Reporting deaths or criminal activity on our premises
· Preventing or responding to crimes in emergencies
Your Rights Regarding Your Medical Information
You have the right to:
· Request Access to inspect or obtain copies of your medical records. A fee may apply for copying and mailing.
· Receive an Accounting of Disclosures showing when and why your medical information was shared, excluding disclosures for treatment, payment, or healthcare operations.
· Request Restrictions on how we use or disclose your information. While we are not required to agree to all restrictions, we will honor any agreed-upon terms (except in emergencies).
· Request Confidential Communications at a specific location or via a specific method (e.g., phone, mail). Such requests must be made in writing to the contact listed in this notice.

I acknowledge that I have received the Notice of Privacy Practices and have had the opportunity to review it.
Name:
Signature:				Date:

PATIENT DEMOGRAPHIC INFORMATION
First name:                                    	 Middle name: 	                              	Last name:                                
DOB:                                 			Social security number:                                              
Sex:    Male   OR   Female 
Marital Status (circle one):    Single      Married	Separated     Divorced	   Widowed     Other
Race/Ethnicity (circle one):  Caucasian    Hispanic     African American      Asian     American Indian   
Address (Street, City, State, Zip):                                                                                                                                 
Cell Phone:                                   	Home Phone: 	                                  	Work Phone:                                 
Email address:                                                                                                  
Emergency contact information: 
Name:                                                     Address:                                                                                                          
Relationship:                                         Phone:                                                     
Employer Information: 
Name:                                                	Address:                                                                                             
Phone:                                           
Preferred Pharmacy: 
Name:                                      Address:                                                                   Phone:                                    
Insurance Info – Primary:   
Insurance co:                                       	Policy #:                                         	Group#:                                  
Policy Holder Name:                                                             DOB:                                   SSN:                                  
Insurance Info – Secondary:   
Insurance co:                                       	Policy #:                                         	Group#:                                  
Policy Holder Name:                                                             DOB:                                   SSN:                                  
PATIENT HISTORY
Were you referred to us by anyone?  
How did you hear about us?
Reason for visit today: 	
When were you last seen by your previous PCP? 
When did you last have your wellness visit with your previous PCP?

MEDICAL HISTORY
Please circle any conditions below that you have been diagnosed with or received treatment for:
Easy Bruising 			Asthma			 High Cholesterol	Blood Clots
High Blood Pressure 		COPD			 Kidney Issues		Anemia
Heart Disease			Liver Disease		 Diabetes		STDs
Heart Valve Problems 		Stroke			 Thyroid Disorders	Joint Problems
Sleep Apnea 			Anxiety/Depression	 Skin conditions		Allergies
Cancer (type) 			Psychiatric conditions	 UTIs			Seizure disorder
GI Issues 			Eye conditions		 Sinus Issues		Pneumonia
Hormonal disorders		Neurological disorders    Psychiatric disorders     Insomnia

Other Medical Conditions: (please list all the conditions you have been diagnosed with)
				


SURGICAL HISTORY
Surgery					Year			      Hospital/Doctor
1.                                                		                                 		                                                  
2.                                                		                                 		                                                   
3.                                                		                                 		                                                    
4.                                                 		                                  		                                                    
5.                                                 		                                  		                                                    
Other major surgeries: (Please list year, name of surgeon and hospital)

MEDICATIONS
                Name				       Dosage			     Frequency	
                                                 		                            			                                    
                                                 		                            			                            
                                                 		                            			                            
                                                 		                            			                            
                                                 		                            			                                    
                                                 		                            			                            
                                                 		                            			                            
                                                 		                            			                            
                                                 		                            			                                    
                                                 		                            			                            
                                                 		                            			                            


Any additional meds not listed above, OTC meds, Vitamins, Herbal supplements: 


ALLERGIES (Please list reaction with each)
                                                                                                                                                                                                                                                                  

SOCIAL HISTORY
Do you currently smoke?  Yes / No 	Packs/day? 		How many years? 
Previous smoking?    Yes / No		Packs/day? 		How many years? 
							When did you quit? 
Do you drink Alcohol?  Yes / No		What type? 		Amount? 
Caffeine intake?  Yes / No		Amount? 
Illicit drugs?   Yes / No			What type? 
Are you sexually active?   Yes / No
Your current occupation? 




WOMEN ONLY
Menstrual cycle length?                        Days
Flow?    Light / Moderate / Heavy
Pain/discomfort with menstruation? 
Regular/Irregular
Date of last period? 
Last PAP smear? (Please list month and year)
Last Mammogram? (Please list month and year)
Are you currently pregnant?  Yes / No
Are you planning to be pregnant?  Yes / No
Are you on any form of birth control? If so, what type? 

FAMILY HISTORY
(Please place “✔” where appropriate) 

	
	ALIVE/DECEASED
	AGE
	HIGH BLOOD PRESSURE
	HEART DISEASE
	STROKE
	CANCER (Type?)
	DIABETES

	FATHER
	
	
	
	
	
	
	

	MOTHER
	
	
	
	
	
	
	

	SIBLINGS
	
	
	
	
	
	
	

	CHILDREN
	
	
	
	
	
	
	



Additional pertinent family history: 


REVIEW OF SYSTEMS
(Please circle below the symptoms you are having currently)


CONSTITUTIONAL:  	Fevers    	Chills    	Night Sweats      	Weight Loss      
EYES:       Blurred Vision	Double Vision		Eye pain/discharge	Redness
EAR/NOSE/THROAT: 	   Ear pain/discharge	 Sore throat	 Sinus issues	Nosebleed/discharge	
CARDIOVASCULAR: 	Chest pain	Palpitations/Arrhythmias	Dizziness	Leg Swelling
RESPIRATORY:	Wheezing	 Shortness of Breath	     Cough	Coughing up blood
GI:       Abd pain	    Nausea/vomiting	Bleeding	Changes in stool
GENITOURINARY: 	Urinary retention	Painful urination      Incontinence      Blood in urine
MUSCULOSKELETAL: 	Neck/Back Pain	Joint Pains	Muscle Aches
PSYCHIATRIC/NEUROLOGICAL:   Anxiety/Depression       Focal weakness     Sensory deficits
ENDOCRINE:  	Hot/cold intolerance	Excessive thirst/hunger       Weight loss/gain       	                 Hair loss/abnormal growth 
HEMATOLOGIC: 	Enlarged lymph nodes	Easy Bruising 	   Anemia	Clotting disorders
OTHER SYMPTOMS: 

Request for Release of Medical Records
Patient Information:
Name:
Address:
Phone:
Birthdate:
Records Release From (Please make sure to enter your previous PCP or Clinic name or any other specialists you would like us to request records from):
PCP/Specialist(s)/Clinic:
Address:
Phone: 
Fax:
Records Release To:     Frontline Primary Care
Please Release the following records for last 3 visits only:
      Clinic Notes                             Lab Reports                             Radiology reports                        All Records 

I acknowledge that I have read and fully understand this authorization. I hereby authorize copies of my medical records to be released to Frontline Primary Care. I understand that this may include information regarding medical, surgical, psychiatric treatment, drug treatment, HIV testing, and other confidential information.
                                				                            	                                       	       	      	  (Patient signature)	                            (Date of Authorization)


				
Authorization for Release of Medical Information to Family Member
I hereby authorize the release of all my protected health information (PHI) to the following person(s): 
Name: 
Relationship: 
Contact Information:
I understand that I have the right to revoke this authorization at any time by providing written notice to Frontline Primary Care. 

Patient (or POA) Full Name:
Patient (or POA) Signature: __________________________
Date: 










1942 W COUNTY RD 419		Phone (407)603-9134
STE 1060		Fax (407)603-6235		
OVIEDO, FL 32766
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