






LAKEWOOD CARDIOVASCULAR CONSULTANTS, PA 

DISCLOSURE and DISCUSSION of PROTECTED HEALTH INFORMATION 

and EMERGENCY CONTACT 

According to HIPAA regulations, we must obtain your permission to leave information on voice 

mails, answering machines or with other persons or to discuss or disclose any medical 

information with persons other than you. 

I authorize the facility to communicate with the following individuals regarding my condition, 

diagnosis, treatment, appointments (past and future) and financial obligation. I understand 

medical information may be withheld from individuals, including family members, unless I list 

them by name below: 

Name: _____________________________________  Relationship:  ______________________ 

Name: _____________________________________  Relationship:  ______________________ 

 

I authorize the facility to leave voice mail or answering machine messages regarding health 

related concerns at my home or cell phone number.    Yes_____     No_____ 

Emergency Contact: _____________________________ Relationship: __________________ 

Phone Number: ______ - _______- __________. 

 

CONSENT FOR TREATMENT 

I hereby consent and authorize LAKEWOOD CARDIOVASCULAR CONSULTANTS to perform 

medical examinations and provide routine medical care. This may include diagnostic and 

laboratory procedures and tests, medication administration and other routine care for which a 

specific consent form will not be signed by me. I understand that certain procedures will 

require a specific informed consent, and that the facility will provide me with information and 

forms prior to such procedures. I also authorize the facility to search for and access my records 

through a Health Information Exchange (HIE) for purposes of medical treatment. I have the 

right to opt-out or make changes to this form, at any time, by notifying the facility.  

 

Name: _______________________________________  Signature: ______________________ 

Patient Representative (If patient unable to sign): 

_____________________________________________  Signature: ______________________ 

Date: _________________ 





LAKEWOOD CARDIOVASCULAR CONSULTANTS, PA 

NO SHOW/CANCELLATION POLICY 

We understand that, sometimes emergencies arise, and that you may need to 

cancel or reschedule your appointment. If you are unable to keep your 

appointment, please call us as soon as possible (WITH AT LEAST 48 HR NOTICE). 

You can cancel appointments by calling our office at 941-907-1113. To ensure 

that each patient is given the proper amount of time allotted for their visit and to 

provide the highest quality care, it is very important that patients arrive on time 

to their appointments. As a courtesy, an appointment reminder call is made (or 

attempted) two (2) business days prior to your scheduled appointment. However, 

it is the responsibility of the patient to arrive for their appointment on time. 

 

PLEASE REVIEW THE FOLLOWING POLICY: 

1. Please provide 48-hr notice if you need to cancel your appointment. There 

are numerous patients waiting to see the providers at Lakewood 

Cardiovascular Consultants and whenever possible, we like to fill empty 

spaces in order to shorten the waiting period for our patients. 

2. If less than a 48-hour cancellation is given, this will be documented as your 

first “No-Show” appointment. 

3. After the first “No-Show”, you will receive a phone call notifying you that 

you did not keep your appointment. Our office staff will assist you in 

rescheduling your appointment. 

4. If you have 2 consecutive “No-Show or Cancelled” appointments within one 

year time period, you will be charged a $50. fee for each missed 

appointment.  

I have read and understand Lakewood Cardiovascular Consultants’ “No-Show/ 

Cancelled” Appointment Policy and understand my responsibility to plan 

appointments accordingly and to notify their office timely if I have any difficulty 

keeping my scheduled appointments. 

______________________________   ______________________ __________ 

Patient Name & DOB     Patient Signature         Date 

Staff Signature: _______________________________ 
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