
Dr. Amit Aggarwal, M.D

F]rst Name:

Last Name:

LAKE AMERICA
f  ^MILY      PHYSIcl^NS

New Patient Registration

Middle  Name:

Dr. Alka Aggarwal, M.D.

Former Name (lf any):

BOB:

Cell  Phone #:

Gender:M    or    F        SSN:

Contact Information:

Email address:

Home Phone #:

How would you likq us to contact you?
a      Cellphone
i]      Homephone
q       Email
D      Text
D        Mail

Address:                                      I

State:

Insurance Information

Name of Primary Insurance:

Name of Secondary Insurance (if any):

Patient Relationship to Insurance Subscriber:
c]      Self         (Thehealth  insuranceisinmyname)
D      Spouse (The health insurance is in  my spouse'§ name)
D      Daughter/Son  (The  health insurance is in  my parent's name)
I      Other (The health insurance is undersomeone else's  name)

865  0akley Seaver Drive, Clermont FL 34711
Phone:  (352) 432-3939 Fax: (352) 432-3908

www.Ickeamerica.com



Dr. Amit Aggarwal, M.D

LAKE AMERICA
f  ^  M   I   I.  Y     .P   H   y  S   I  C   I  A  N   S

Primary  Insurance Subscriber Information (lf different than  patient):
*+Only fill this part out if the  insurance  is  not primarily in your name"

Flrst Name:

Last Name:

Mlddlo  Name:

Dr. Alka Aggarwal, M.D.

Former Name (if any):

DOB:

Addros8:

Gender:M    or    F        SSN:

Best Phone #:

State:                   Zip:

Ethnicfty,
t]      HispanicorLatino
I      Non-Hispanic or Latino
I      Declineto specify

Preferred Language:

Demographic Informal:ion

Race:                                    I
i]      American  Indian orAlaska Native
a     Asian
i]      Black of African American
D      Native Hawaiian or pacific Islander
a     White
•      Declineto specify

Emergency Contact lnformat]on :

Name:

Rolatlonshlp to Patient:

Best Phone #:

865 0akley Seaver Drive, Clermont FL 34711
Phone: (352) 432-3939 Fax: (352) 432-3908

www.Iakeamerica.com



DrA       A             IMI)                           RE                       I)Alk\            lMD
I        Kl      A         lRl        A

MF,l)TCALHISTORY

I

Medication Allergies?

o      None
o      I`m allergic to the following medications:

Name of Medication Allergic Reaction

PAST MEDICAL HISTORY

E      Asthma
a      Thyroidproblems
i]      mghBloodpressue
i]      HeatAttack
i]      HeartFailue
a      Angina
c]      mgh cholesterol
I      Heartburn/GERD
Puke
D      cancer(                              )

i]       Degenerative Arthritis

I      Rheumatoid Arthritis
i]      Kidney stones
I       Kidney Disease/Failure
I       osteoporosis
D       Tuberculosis

a      Gout
c]       Fjbromyalgia

I      Chronicpain
I      LungDisease

I.love you had any surgeries? please list type and approximate date:

Haveyou ever been hospitalized?  N     or    Y (forwhat):

lJ        Colitis

D       MetabolicDisorder
I      Stroke
I      Dementia
D       Depression

a      Anxiety
fl      HIV/AIDS
D       Hepatitis

List medications you currently take. Include all prescription, over-the-counter and herbal ned.Lcations and the dose of each:

865 0akley Seavcr ,Clermont. FL 347 11
Phone:  (352)  432-3939 Fax:  (352) 432-3908

www,lakeanerica.com



Dr. Amit Aggarwal, M.D

D'dy°:uh8;:e];;e::epsoex''[nisesever?

D       Hepatitis

•H,i

LAKE AMERICA
f^Miiy     rHy§ici^Hs

Dr. Alka Aggarwal, M.D.

MEPIC^I , msTORv r`oT\mT`nm.i]

Check the immunizations you've had.

I      Measles/Mumpsrfuubella orMR)
I      Chickenpox
D       Hepatitis

Check the lmmunizations you've had. Please give the approximate date for each.

D      Tetanus

n      Pneumonia

FAMILY MEI)ICAL

A]ccholism
B leeding Disorder

Sianbceetr:spre
HeartDisease
High Blood Pressure
KjdneyDisease
Mental Il lness
Osteoporosis
Stroke
Thyroid Disease
Other

socl A I , TIT.sTnRv

Doyousmoke?  Y  or  N       If yes,howmuch doyou currentlysmcke?

Didyoueversmoke?  Y  or  N       How manyyears?

Number of alcoholic drinks you consume per week?

Do you use street drugs?  Y  or  N     If yes, whieh ones?

Re|a:tons;ini;,::defuds                        I

D      Separated

:      %:door:eedd                             I

c]        Shingles

o       Influenza

Sexual Preference

lJ      Men

.      Women

I      Both

Doyouwork outsidethehome?  Y| or  N     Occupation?

I was reiferred to Luke Anierlca Fanilly PI.ysiclans by..

Patient Signature:

865 0akley Beaver ,Clermont, FL 34711
Phone'.(35:)`f::,-±9c3£:r¥c:a!:o5i)432-3908



Date:

AIlergiEnc/®

ALLERGY  AND  ASTHMA  QUESTloNNAIRE

Name:

i    Do  you  suffer  frc>m  aHergles,  includlng  seasonal  allergies?  Yes

2   lf yes,  what  allergies  do  you  suffer from:

NO

3   SYMPTOMS:  Do  you  have  any  of the  following?  (Check  all  that  apply)

I,I I `It:.i-`-`,),I,. ,,  ,-  .``.  i  `..  ::I,-,,.',i *'/_*

L±my o+ Stu fry N ose Headaches
II1I

'F(u6d,,`.`ryl       --

I_Sneezing
Sore Throat Itching,WateryDarkCircles

i   Itchy  Nose Post  Nasal  Dralna8e
I.  Nctse.Bleeds

i
Hoarseness

:   Mouth  Breathlngiv  Snor'InB
Tt\roat  ClearingIltchyThroat PufflnesT---.I   Sniffring`

Mouth  Breathlngiv  Snor'InB Tt\roat  clearing                                    I|ltchyThroatI lF  ffl     __-_'-_
Sniffring`

I'Lil
I

•" I A , - +.

Wheezlhg Full

I,lRash     ,                 iH.-._`-.

cough,ng Pair\fu

.  Tightness Rlnglng Eczem
Shortr\ess  c]f  Breath                        iL_CL|rgnlcBronchltis\ Hearing  Loss Swelling,tch,ng           _ _I.---

ltchlng

4    Do  you  have  famlly  members  with  allergies7  Y /  N  lf yes,  rel8tionship:

5   Have  yc)u  ever  been  diagnosed  with  asthma?  Details;

6   Have  you  ever  had  any  of these  test5'  allergy  testlng  _  pulmonary  funct)6n  ._  aHerBist  exar`-

7   Allergy  shots?  Y  /  N   Frequency? Date  beBiin:

8.  Adverse  reactlons  to  allergy  shots?  (Descrlbe)

Date  ended

PLEASE  GIVE  THIS  TO  THE  MEDICAL  ASSISTANrr  WHEN   YOUR  NAME  IS  CALLED.

©Medscience  Rc.search  Groiip.  IIC    2014  www.a



IAK#R",,Ch AUTHORIZATION TO RELEASE INFORMATION
AND TO PAY BENEFITS TO LAKE AMERICA FAMII,Y PHYSICIANS, LLC

& CONSENT FOR TREATMENT

I hereby authorize Lake America Family Physicians, LLC qAFP). and it's employees and agents to release my
medical records documenting my examination and treatment, including AIDS related testing, psychiatric or
substance abuse information, upon valid request.

I hereby assign payment directly to Lake America Family physicians, LLc for any medicavsurgical procedures      ,
performed. I agree that this authorization shall be valid until rescinded in writing or replaced by one of a later date. I
agree to bc flnancially responsible to Lake America Family Physicians, LLC for all charges in the event that I have
no insurance or my insura,nce is rejected, and for any balance or fee not covered by my insurance and/or determined

::sbuera::er:i::°mn,Sib#.r:i::ne::tsapnodn:rbd,ea:oT:h:I::g:utnht:ta]nfdL,akwe{,tree:icpae:t¥!t]::ahyy:jnc;a::oLu::d£:e;f:yy
insurancedoesnotpayth¢claimwithin45days.Iacknowledgethatanyamountsquotedasmy"out-of-pocket
costs" are only an estimate and that the exact determination of my financial responsibility will be made after my
insurance company prctcesses the claim. Payment is expected at the time of service. Methods of payment accepted
includecheck,cashandcleditcard.Ifurtheragreetopayallcostsofcollection,includingreasonableattomey'sfees,
at the legal rate of interest; on the account until paid in full, and I agree to waive all rights of exemption under the
Constitution and the laws ,of the State of Florida.

:ahree:::cyi|[,:iqe:etsot:unfjasffi]ri::oar[|sd::tdo::'p:uttrss,e;s£;:ucdTnj;i:.nrsa;:,apg`:jt:tset:t:::i::::::s:gsnt:|'ciso::!efax`csea;tdshoefa:{|
records, and any other infomation requested relating to any hospitalizations, examinations, treatments, tests or
opirfionsconceminganydonditionforwhichlampresentlybeingtreated,includingAIDsrelatedtesting,

psychiatric or substance abuse information. A copy of this authorization shall be as valid as the original of this
document.

GENERAL CONSENT TO TREATMENT

tBh:::jgfa|££gtob::°n:L]ct(:rn;gj:::ho°s:;:eedx:e:::::Enot::;Vt:s::a#:::3u:::ha°:izteoLp4oFv:dpeh::;C£:a'j::t::tits`,°tnr:;::::tor
therapy necessary to effectively assess and maintain my health, and to assess, diagnose and treat my illness or
injuries. I understand that 'it is the responsibility of my individual treating healthcare providers to explain to me the
reasons for any particular 'diagnostic examination, test or procedure, the available treatment options and the common
risks and anticipated burdens and benefits associated with these options as well as alternative courses of treatment.

RIGHT TO REFUSE TREA"ENT

In giving my general cons,ent to treatment, I understand that I retain the right to refuse any particular examination,
test, procedure, treatment,I therapy or medication recommended or deemed medically necessary by my individual
treating health care providers. I also understand that the practice of medicine is not an exact science and that no

guarantees have been made to me as to the results of my evaluation and/or treatment.

PLEASE PRINT PATIENT'S FULL NAME

PATIENT ' S/GUARD IAN S I GNATURE DATE





L^K#.,.IA
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EALAIIENTNAIEL DQEE_
£QNTAQIJb!EQBhflAIIQAI

please  provide  your  best  reachable  phone  numbers  where  we  can  can  you  e,g.  abnormal  labs,
emergent situations etc.

BEST REACHABLE CELL PHONE

Alternative phone mum

Relation/Name. . . „ „ . .

Relation/Name.....

A   communication   tool    is   available   to   help   remind   appointments   or   sending   important   health
information.   please provide:

Cell Phone(where you can receive texts):   Esame as above    I

Email

lf you  any scheduled  appointment,
NO-S OLICY

you will  be  contacted  to  confirm the  appointment.  If you  can't be__1_  r-_ ``  `_ ` ._. `_    ,,,- \*   \,\^, \   1.   |J\-
reached,  it wiH  be  considered  confirmed  appointment.  If you  are  NO-SHOW (if you  don't show uP for

yc)ur  appointment  within  one  hour),  you  will  be  charged   $25  penalty.   If  you  can't  make  it  to  your
appointment  due   to   any   reason,   please   can   us  to   reschedule   appointment  asap  to  avoid   any

penalties.d

EREFILrs
ln  regards to prescription  refills,  this is to  notify you that it may take up to 3 business days to send in

refills  once  a  reqliest  is  submitted  to  us.  please  do  not  wait  until  the  last  minute  to  call  us  about
medications refills.

I  have  read the above and  I  approve the above-mentioned  information  to  be used for any purpose to

contact me by Lake An|erica Family Physicians.

...................,,,,,,,  I

Signature of patient

PIBasenotethalalltholniormatlonrecolvedlsHIPAAcompllenlandkaplprolacted.Crontacllnfowlllonlybeusodforpatlentcare

purposes.
Phone:  (352) 432-3939 Fax:  (352) 432-3908

www.Iakeamerica.com


