
 
Date

Patient’s Name Social Security Number 
                    /               /

Sex 
◯ Male ◯ Female

Date of Birth 
                     /                   /               

Age

Street Address                                  ◯ Permanent  ◯ Temporary Apt/Suite/Unit City  /  State 
                  /               

Zip Code Country

Marital Status:   ◯ Single    ◯ Married    ◯ Widowed  
◯ Divorced    ◯ Separated  ◯ Domestic Partner 

Race (check all that apply)                       ◯ American Indian/Alaskan Native    ◯ Asian   
◯ White    ◯ Black/African American    ◯ Native Hawaiian/Pacific Islander    ◯ Other

Ethnicity (check one)  
◯ Hispanic  ◯ Non-Hispanic  

Primary Language 
◯ English  ◯ Spanish ◯ Other 

Mobile Phone e-mail

Patient’s Occupation Patient’s Employer How long employed Preferred method of communication 
◯ Call  ◯ Text ◯ e-mail

Driver’s License Number Employer’s Street Address City / State 
                             /               

Zip Code

Primary Care Physician Name Phone Number Fax Number How did you hear about us?    ◯ Referring Provider 

◯ Friend or Family        ◯ Internet      ◯ Walk In

Spouse/Domestic Partner Name Spouse/Partner Employer How long employed Spouse/ Partner Occupation 

Spouse/Partner’s Employer Street Address City / State 
                             /               

Zip Code Spouse/Partner Mobile Phone

Next of KIN Name Relationship to Patient Next of KIN Mobile Phone 

Next of KIN Street Address Apt/Suite/Unit City / State 
                             /               

Zip Code Country

IF THE PATIENT IS A MINOR OR STUDENT

Mother’s Name Street Address City / State 
                         /               

Zip Code

Mother’s Occupation Mother’s Employer How long emplyed Mother’s Mobile Phone 

Mother’s Employer Street Address City / State 
                             /               

Zip Code Mother’s Alt Phone

Mother’s Social Security # 
                    /               /

Mother's Date of Birth 
                     /                   /               

Mother's e-mail Mother’s Business Phone

Father’s Name Street Address City / State 
                             /               

Zip Code

Father’s Occupation Father’s Employer How long emplyed Father’s Mobile Phone 

Father’s Employer Street Address City / State 
                             /               

Zip Code Father’s Alt Phone

Father’s Social Security # 
                    /               /

Father’s Date of Birth 
                     /                   /               

Father's e-mail Father’s Business Phone

INSURANCE INFORMATION

Insurance Company ◯ PPO    ◯ POS   ◯ HMO    ◯ EPO   ◯ INDEMNITY    ◯ MEDICARE/MEDICAID   ◯ W/C    ◯ SELF PAY 

Primary Insurance Holder Date of Birth 
                     /                   /               

Employer’s Street Address Policy Holder Street Address

PHARMACY INFORMATION

Primary Pharmacy Name Pharmacy Address Pharmacy Fax Pharmacy Phone

PHYSICIAN RELEASE AND ASSIGNMENT
I hereby authorize payment directly to Sirven & Associates Allergy and Asthma Center of benefits due to me from my insurance company otherwise payable to me.  I further authorize the release of any medical information required by my 
insurance carrier(s).  A copy of this authorization may be used in lieu of the original.  I authorize any holder of medical or other information about me to release to the Social Security Administration and Health Care Financing Administration or its 
intermediaries or carriers any information needed for this or a related Medicare claim as required by law.  I request payment of medical insurance benefits either to myself or to Sirven & Associates Allergy and Asthma Center who accepts 
assignment.  I understand that I am financially responsible for charges regardless of coverage.

Patient’s / Guarantor’s Signature: _________________________________________________________________________________________________________ Date                    /                 /               .

NEW PATIENT INFORMATION



 Fecha

Nombre del paciente Número de seguro social 
                    /               /

Sexo 
◯ M       ◯ F

Fecha de nacimiento 
                     /                   /               

Edad

Dirección                                                                 ◯ Permanente ◯ Temporaria Apt/Suite/Unidad Ciudad  /  Estado 
                  /               

Código postal País

Estado Civil:   ◯ Soltero    ◯ Casado    ◯ Viudo  
◯ Divorciado    ◯ Separado  ◯ Compañero Domestico

Raza (marcar todos los que apliquen)     ◯ Amerindia or nativo de Alaska    ◯ Indioasiática   
◯ Blanca    ◯ Negro/Afroamericana    ◯ Nativo de Hawái   ◯ Otra raza

Etnia (marcar uno)  
◯ Hispano  ◯ No-Hispano  

Primer Idioma 
◯ Inglés       ◯ Español       ◯ Otro 

Celular Correo electrónico

Ocupación del paciente Empleador del paciente Tiempo de empleo Método preferido de comunicación 
◯ Llamada  ◯ Texto ◯ Correo electrónico

Número de Licencia de Conducir Dirección de empleo Ciudad / Estado 
                             /               

Código postal

Nombre del Médico Primario Teléfono Fax ¿Cómo supo de nosotros?    ◯ Proveedor 

◯ Familiar o Amigo        ◯ Internet      ◯ Otro

Nombre del cónyuge Empleador del cónyuge Tiempo de empleo Spouse/ Partner Occupation 

Dirección de empleo del cónyuge Ciudad / Estado 
                             /               

Código postal Celular del cónyuge

Nombre de pariente mas cercano Relación con el paciente Celular del pariente 

Dirección del pariente Apt/Suite/Unidad Ciudad / Estado 
                             /               

Código postal Pais

PACIENTE MENOR DE EDAD O ESTUDIANTE

Nombre de la madre Dirección Ciudad / Estado 
                             /               

Código postal

Ocupación de la madre Empleador de la madre Tiempo de empleo Celular de la madre

Dirección de empleo de la madre Ciudad / Estado 
                             /               

Código postal Otro teléfono de la madre

Número del seguro social de la madre 
                    /               /

Fecha de nacimiento de la madre 
                     /                   /               

Correo electrónico de la madre Teléfono de trabajo de la madre

Nombre del padre Dirección Ciudad / Estado 
                             /               

Código postal

Ocupación del padre Empleador del padre Tiempo de empleo Celular del padre

Dirección de empleo del padre Ciudad / Estado 
                             /               

Código postal Otro teléfono del padre

Número del seguro social del padre 
                    /               /

Fecha de nacimiento del padre 
                     /                   /               

Correo electrónico del padre Teléfono de trabajo del padre

PACIENTE MENOR DE EDAD O ESTUDIANTE

Seguro primario ◯ PPO    ◯ POS   ◯ HMO    ◯ EPO   ◯ INDEMNITY    ◯ MEDICARE/MEDICAID   ◯ W/C    ◯ SELF PAY 

Nombre del suscriptor Fecha de nacimiento del suscriptor 
                     /                   /               

Dirección de empleo del suscriptor Dirección del suscriptor

INFORMACION DE FARMACIA

Farmacia Preferidad Dirección de la farmacia Fax de la farmacia Teléfono de la farmacia

AUTORIZACION
I hereby authorize payment directly to Sirven & Associates Allergy and Asthma Center of benefits due to me from my insurance company otherwise payable to me.  I further authorize the release of any medical information required by my 
insurance carrier(s).  A copy of this authorization may be used in lieu of the original.  I authorize any holder of medical or other information about me to release to the Social Security Administration and Health Care Financing Administration or its 
intermediaries or carriers any information needed for this or a related Medicare claim as required by law.  I request payment of medical insurance benefits either to myself or to Sirven & Associates Allergy and Asthma Center who accepts 
assignment.  I understand that I am financially responsible for charges regardless of coverage.

Firma del paciente/garante: ______________________________________________________________________________________________________________ Fecha                   /                /              .

INFORMACIÓN PACIENTE NUEVO



 

I, _______________________________________________________________ , parent/legal guardian of the child(ren) listed below do hereby give my 
authorization to the below named authorized person(s) to consent to the medical evaluation and treatment of my child(ren) at Sirven & Associates 
Allergy and Asthma Center.


I am, by this document, representing that I have the authority to consent for all medical care and treatment of said child(ren).

Signature


__________________________________________

Relationship to Child(ren)


____________________________________________________________

Date


______ / ______  / ______               

CHILDREN

Name of Child


_____________________________________________________________________

Name of Child


_____________________________________________________________________

Name of Child


_____________________________________________________________________

Name of Child


_____________________________________________________________________

Name of Child


_____________________________________________________________________

Name of Child


_____________________________________________________________________

Person(s) who are authorized to bring child(ren) for medical evaluation and treatment: step-parent, grandparent, adult aunt or uncle, adult children, 
and any adult who has a power of attorney to provide medical consent for the minor.

Name, Relationship to Child(ren)


_____________________________________________________________________

Name, Relationship to Child(ren)


_____________________________________________________________________

Name, Relationship to Child(ren)


_____________________________________________________________________

Name, Relationship to Child(ren)


_____________________________________________________________________

Name, Relationship to Child(ren)


_____________________________________________________________________

Name, Relationship to Child(ren)


_____________________________________________________________________

Name, Relationship to Child(ren)


_____________________________________________________________________

Name, Relationship to Child(ren)


_____________________________________________________________________

If there is any change to the information provided above, please send a written authorization to add or remove person(s) listed above.

AUTHORIZATION TO CONSENT TO 
MEDICAL CARE OF A MINOR WHEN  
LEGAL GUARDIAN OR PARENT(S) IS 
UNABLE TO BRING PATIENT.



 

This consent is to certify that I understand that Sirven & Associates Allergy and Asthma Center is 
not responsible for obtaining benefits from my insurance in regards to any blood work drawn here 
at the office and/or any requisition given for blood work to be drawn at the lab.  I am aware that 
any bills received from Quest and/or LabCorp is solely my responsibility.  I consent that as a 
patient, it is my responsibility to call my insurance prior to having any services rendered to obtain 
my benefits.


Thank you for your understanding,


Sirven & Associates Allergy and Asthma Center

Office Management Staff

Patient’s FULL Name: _______________________________________________________________

Preferred Lab (Please CIRCLE one):             Quest     OR        LabCorp

Patient / Guardian Signature


____________________________________________________________

Date


_____ / _____  / _____               

ACKNOWLEDGMENT/CONSENT OF 
PAT I E N T R E S P O N S I B I L I T Y F O R 
LABORATORY RELATED FEES ON 
BLOOD WORK DRAWN IN-OFFICE

One Seventeen Professional Arts Center

8200 SW 117th Avenue - Suite 402 - Miami, FL 33183

Phone (305) 442-4116

Fax (305) 442-7282

SIRVENMDS.COM



 

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGMENT & CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION  A:  Patient Authorization

Name


____________________________________________________________________

Address


_______________________________________________________________________________

Phone


____________________________________________________________________

City/State/Zip Code


_______________________________________________________________________________

Date of Birth


____________________________________________________________________

email


_______________________________________________________________________________

SECTION  B:  To The Patient (Please read the following statements carefully):

Purpose of Consent: By signing this form (Consent), you will consent to the use and disclosure by Sirven & Associates Allergy and Asthma Center of your protected 
health information to carry out treatment, payment activities, and healthcare operations. 


Notice of Privacy Practices: You have the right to read Sirven & Associates Allergy and Asthma Center's Notice Privacy Practices (Notice) before you decide whether to 
sign this Consent. Sirven & Associates Allergy and Asthma Center's Notice provides a description of Sirven & Associates Allergy and Asthma Center's treatment, payment 
activities, and healthcare operations, of the uses and disclosures Sirven & Associates Allergy and Asthma Center may make of your protected health information, and of 
other important matters about your protected health information. A copy of Sirven & Associates Allergy and Asthma Center's Notice accompanies this Consent. Sirven & 
Associates Allergy and Asthma Center encourages you to read it carefully and completely before signing this Consent. 


Sirven & Associates Allergy and Asthma Center reserves the right to change its privacy practices as described in its Notice. If Sirven & Associates Allergy and Asthma 
Center changes its privacy practices, a revised Notice will be issued, which will contain the changes.  Those changes may apply to any of your protected health 
information that Sirven & Associates Allergy and Asthma Center maintains. 


You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any lime on our website, or by contacting 

Sirven & Associates Allergy and Asthma Center’s Office Management Staff 


8200 SW 117th Ave, Suite 402, Miami, FL, 33183 | 305·442-4116


Right to Revoke. Please understand that revocation of this consent will not affect any action Sirven & Associates Allergy and Asthma Center took in reliance on the 
consent before feMe received your revocation. However, revocation of this consent will result in Sirven & Associates Allergy and Asthma Center being prohibited from 
sharing your PHI with your health insurance carrier, if applicable, and, thus, Sirven & Associates Allergy and Asthma Center's inability to bill your medical treatment to that 
insurance carrier. Therefore, patients that either refuse to sign this consent or revoke it after signing it will be required to self.pay for all medical treatment provided by 
Sirven & Associates Allergy and Asthma Center and then seek reimbursement directly from the medical insurance carrier for such treatment.

Additional Person Authorized to Access PHI: I authorize the following person(s) access to my PHI: 

Name Relationship Date Date Revoked

___________________________________________________________ ____________________________ ____________________________ ____________________________

___________________________________________________________ ____________________________ ____________________________ ____________________________

___________________________________________________________ ____________________________ ____________________________ ____________________________

___________________________________________________________ ____________________________ ____________________________ ____________________________

SIGNATURE

I, ___________________________________________________________________ , have had full opportunity to read and consider the consents of this Consent and have 
received a copy of Sirven & Associates Allergy and Asthma Center’s Notice of Privacy Practices.  I understand that, by signing this Consent, I am giving consent to Sirven 
& Associates Allergy and Asthma Center’s use and disclosure of my protected health information to carry out treatment, payment activities and health care operations.  I 
also understand I’m agreeing to allow Sirven & Associates Allergy and Asthma Center to request and use my prescription medication history from other healthcare 
providers and/or third party pharmacy benefit payors for treatment purposes.

Signature


____________________________________________________________

Date


______ / ______  / ______               

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name:


____________________________________________________________

Relationship to Patient:


___________________________________________________

You are entitled to a copy of this consent after you sign it.

For Office Use ONLY:  ◯ Individual refused to sign   ◯ Emergency situation prevented us from obtaining acknowledgment   

                                    ◯ Communication barriers prohibited obtaining the acknowledgment    ◯ Other 



 

Insurance Disclaimer: 
“A quote of benefits and/or authorization does not guarantee payment or verify eligibility.  Payment 
of benefits are subject to all terms, conditions, limitations, and exclusions of the member’s contract 
at time of service.”


Insurance Liability for Payment: 
Your health insurance company will only pay for services that it determines to be “reasonable and 
necessary.”  Every effort will be made by this office to have all services and procedures 
preauthorized by your health insurance company.  If your health insurance company determines 
that a particular service is not reasonable and necessary, or that a particular service is not covered 
under the plan, your insurer will deny payment for that service.


Beneficiary Agreement: 
I understand that my health insurance company may deny payment for the services identified 
above, for the reasons stated.  If my health insurance company denies payment, I agree to be 
personally and fully responsible for payment.  I also understand that if my health insurance 
company does make payment for services, I will be responsible fo any co-payment, deductible, or 
coinsurance that applies.


Patient’s FULL Name: _______________________________________________________________

Patient / Guardian Signature


____________________________________________________________

Date


_____ / _____  / _____               

INSURANCE BENEFITS 
ACKNOWLEDGMENT

One Seventeen Professional Arts Center

8200 SW 117th Avenue - Suite 402 - Miami, FL 33183

Phone (305) 442-4116

Fax (305) 442-7282

SIRVENMDS.COM



 
Does the patient have or had any of the following symptoms? 
Check YES or NO for each.  Please DO NOT leave any blank spaces as this affects our results.

GENERAL YES NO OTOLARYNGEAL (CON’T) YES NO SKIN YES NO

Weight change ◯ ◯ Sneezing ◯ ◯ Pruitus ◯ ◯

Chills ◯ ◯ Nosebleeds ◯ ◯ Skin lesions ◯ ◯

Fever ◯ ◯ Mouth sores ◯ ◯ Redness ◯ ◯

Night sweats ◯ ◯ Bad breath ◯ ◯ Dry skin ◯ ◯

Feeling tired or poorly ◯ ◯ Hoarseness ◯ ◯ Color change ◯ ◯

Other: Sore throat ◯ ◯ Pain/Burning ◯ ◯

HEAD YES NO Itchy throat ◯ ◯ Hives ◯ ◯

Facial Pain ◯ ◯ Constantly clearing throat ◯ ◯ General edema ◯ ◯

Pain around the ear ◯ ◯ Tightness of throat ◯ ◯ Other:

Pain behind the ear ◯ ◯ Drip in back of throat ◯ ◯ GASTROINTESTINAL YES NO

Skull pain ◯ ◯ Difficulty swallowing ◯ ◯ Food intolerance ◯ ◯

Sleep apnea ◯ ◯ Snoring ◯ ◯ Appetite ◯ ◯

Snoring ◯ ◯ Swollen lips ◯ ◯ Heartburn ◯ ◯

Sinus pain ◯ ◯ Swollen tongue ◯ ◯ Nausea ◯ ◯

Sinus pressure ◯ ◯ Other: Vomitting ◯ ◯

Other: HEMATOLOGIC YES NO Diarrhea ◯ ◯

EYE YES NO Easy bruising ◯ ◯ Abdominal pain ◯ ◯

Pain ◯ ◯ Easy bleeding ◯ ◯ Other:

Itching ◯ ◯ Other: ENDOCRINE YES NO

Dry eyes ◯ ◯ NECK YES NO Excessive sweating ◯ ◯

Redness ◯ ◯ Stiffness ◯ ◯ Excessive thirst ◯ ◯

Watery/Discharge ◯ ◯ Swollen glands ◯ ◯ Other:

Eye Irritation ◯ ◯ Lump or swelling ◯ ◯ IMMUNOLOGIC YES NO

Darkening under eyes ◯ ◯ Pain ◯ ◯ Recurrent Infections ◯ ◯

Swelling around eyes ◯ ◯ Other: Angiodema ◯ ◯

Other: CARDIOVASCULAR YES NO Other:

OTOLARYNGEAL YES NO Chest pain or discomfort ◯ ◯ MUSCULOSKELETAL YES NO

Ear ache ◯ ◯ Possible hypertension ◯ ◯ Muscle aches ◯ ◯

Hearing loss ◯ ◯ Palpitations ◯ ◯ Soft tissue swelling ◯ ◯

Ringing in the ears ◯ ◯ Other: Other:

Itchy ears ◯ ◯ PULMONARY YES NO NEUROLOGICAL YES NO

Recurrent ear infections ◯ ◯ Shortness of breath ◯ ◯ Lightheadedness ◯ ◯

Dizziness ◯ ◯ Cough ◯ ◯ Numbness/Tingling ◯ ◯

Vertigo ◯ ◯ Hemoptysis ◯ ◯ Headache Recurrent ◯ ◯

Change in sense of smell ◯ ◯ Coughing up sputum ◯ ◯ Headache Recent Non-Recurrent ◯ ◯

Itchy nose ◯ ◯ Wheezing ◯ ◯ Other:

Nasal polyp ◯ ◯ Chest congestion ◯ ◯ PSYCHOLOGICAL YES NO

Nasal discharge ◯ ◯ Chest tightness ◯ ◯ Sleep disturbance ◯ ◯

Nasal congestion ◯ ◯ Recurrent Infections ◯ ◯ Anxitety ◯ ◯

Continue in NEXT column Other: Depression ◯ ◯

Other:

Patient Name 

___________________________________________________

Patient Last Name 

___________________________________________________

Patient’s Signature 

___________________________________________________

CIRCLE one please Physician or APRN: Viviana Sirven MD       /       Roberto Sirven APRN
Date 
         ______   /  ______  /  ______

REVIEW OF BODY SYSTEM
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