     PRIMARY CARE WALK IN CLINIC
                              □  6329 STATE ROAD 54       
       
        □ 11123 COUNTY LINE RD
                         NEW PORT RICHEY, FL 34653
            SPRING HILL, FL 34609
             727-844-5555


         
 352-666-5555
Patient Name: ____________________________________________________Date: _______________________
Address: _________________________________City: ____________________________Zip:________________
Phone: ____________________________________________D.O.B: ____________________________________
Sex: __________________________Social Security Number: _____________________________________

Medicare #: __________________________________________

Do you have Wellcare, Humana Gold or universal or other Medicare HMO          (  Yes  (  No
Flu shot from this office in the past      (  Yes  (  No

CONSENT AND RELEASE FORM
I hereby voluntarily consent to the injection of a flu shot in my arm. I am not allergic to chicken, other poultry, eggs or feathers. I am not having any cold symptoms, cough, congestion, runny nose or fever.

I hereby release PRIMARY CARE WALK IN CLINIC, its employees, physicians, nurses and agents from any and all liability for the injection of flu vaccine.

RISK AND POSSIBLE REACTIONS: side effects of flu vaccine are generally mild to adults, if any at all. These reactions can consist of redness or tenderness at the injection site, fever, chills, headaches or muscular aches. These symptoms may last up to 48 hours.

            AUTHORIZATION /ASSIGNMENT/WAIVER
· I authorize medical services be rendered to me Primary Care Walk In clinic or its agents.
· I authorize billing of claims to above mentioned insurance company and that I am responsible for payment of non covered services.

· I understand Primary Care Walk In Clinic does not bill to Non-Medicare insurance (Except Medicare Complete) for Flu Shots.    In case the claim ends up with my insurance and my insurance pays I will accept payment sent by Insurance Company as full & final payment.
· I understand that I will be liable for 11/2 % simple interest and all costs of collection including any attorney fees for any account that I default on and that a collection agency has been contracted with to facilitate collection of said funds.

· I authorize the release of medical information necessary to process claims on my behalf and also to other physician or medical facilities by fax or otherwise to help expedite the transfer of records.

· I understand that my chart/Record is the property of Primary Care Walk In Clinic.

Signature:  ____________________________________Date: _______________

For office use only

Flu zone 0.5_______left_____right arm IM given on _______________, 201  by_____________

