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We are honored that you have chosen us as your healthcare provider. 
 
 
 
 
 
 
 
 
 
 
 
 
 
    
 
 
 

 

 

 

 

 

 

 

 

 

 

 
 
 

ABOUT WOODLANDS 

APPOINTMENT DETAILS YOUR FIRST VISIT 
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Woodlands Medical Specialists is committed to providing our patients and their families 
with the highest quality healthcare. We are equally committed to ensuring our facilities 
and locations are safe, caring, and respectful environments for all who enter.  
 
We ask that patients and visitors follow the example of Woodlands’ providers and staff 
by adhering to our Patient and Visitor Code of Conduct as follows: 
 

 Everyone will be treated with kindness, dignity, and respect. Offensive comments 
about race, religion, gender, sexual orientation, or personal traits are not 
acceptable, and neither is the refusal to see a provider or associate based on 
these traits. 

 All patients and visitors will use respectful, appropriate language and behavior. 
Physical or verbal threats or assaults, suggestive or explicit words, phrases, 
gestures, or actions will not be tolerated. 

 All patients and visitors will respect patient privacy and avoid disrupting other 
patients’ care or experiences. 

 All patients and visitors must obtain the consent of everyone involved for any 
photographing or video/audio recording within all Woodlands locations. 
 

If these guidelines are not followed: 
 

 If patients choose to violate this code of conduct, they may be asked to leave and 
make other plans for their future healthcare. 

 If visitors choose to violate this code of conduct, they may be asked to leave and 
could be restricted from any future visitation.  

 
Every day, our providers and staff are committed to providing our patients with the 
highest levels of care. Please show them the respect they deserve and that you expect 
as a patient or visitor. 
 
Thank you for choosing Woodlands Medical Specialists and joining us in our 
commitment to ensuring a safe, caring, and respectful environment for us all. 
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New Diagnostic Imaging or Flu Shot Only Patient Registration Form 
Date: 
 

Preferred / Nick Name: 
 

Name: (Last, First, Middle Initial) 
 
Patient’s Previous or Maiden Name(s): 
 

Marital Status:     Single _____     Married _____     Divorced _____     Separated _____     Widow _____ 
 

Date of Birth: 
 

Social Security #: 

Primary Phone: 
 

Cell Phone: 

Street Address:  
 

City: 
 

State: Zip Code: 

Email Address: 
 
 
Sex: __________________________________________ 
 
Gender: ______________________________________ 
 
Race: _________________________________________ 
 
Ethnicity: _____________________________________ 
 

 
Emergency Contact Information: 
 
Name: ______________________________________ 
 
Phone: ______________________________________ 
 
Relationship: ________________________________ 

Primary Insurance: 
 

Secondary Insurance: 
 

If you are covered under a spouse, partner, parent, or legal guardian’s insurance, please complete the following: 
Full Name: 
 

Relationship to Patient: 

Date of Birth: 
 

Sex: 

How did you hear about Woodlands? 
 

Breast Health patients only, please list the location(s) where all prior breast imaging was completed below: 
(include the facility name, city, and state) 

 
 
 
 
 
 
 
 
 
 

The physicians have an ownership interest in Radiology and Radiation Therapy services provided at Woodlands Medical Specialists. Please know that ancillary services including 
MRI, PET/CT Scans, and other imaging services ordered by the physicians at our practice can also be obtained at other facilities in the area. To obtain a list of these facilities, please 
see the Front Desk StaƯ.  

Patient or Legal Representative’s Signature: _________________________________ Date: _____________________ 



 

Revised 08/28/25  4 | P a g e  
 

 
Patient Name: ______________________________________________     Patient Date of Birth: ________________________ 
 

APPOINTMENT REMINDERS AND $25 CANCELLATION FEE POLICY 
Woodlands Medical Specialists uses various types of electronic communication to remind patients of appointments. If you do not 
wish to receive these reminders you do have the ability to opt out. Please know if you are unable to keep your scheduled doctor's 
appointment, we require 24-hour notice. In the event notification is not received 24 hours in advance of the doctor’s appointment, 
the patient will be charged a $25 fee. This fee also applies to any work-in appointment that is missed or cancelled. 

Patient Initials__________ 
PRESCRIPTION REFILL POLICY 

I understand my doctor’s refill policy: 
 1. Prescription refills MUST be requested through your pharmacy. 
 2. Refills ARE NOT given at night or on weekends. 
 3. Refills are provided by my doctor only. I will not ask other physicians for refills. 
 4. Refills ARE NOT given for lost, stolen, spilled, misplaced or “used up early” medications.  
  NO EMERGENCY REFILLS. 
 5. Some insurance may take 7-10 days for prior authorization to be completed. 

Patient Initials__________ 
AUTHORIZATION FOR DISCLOSURE OF PATIENT HEALTH INFORMATION (HIPAA CONSENT) 

 
I authorize Woodlands Medical Specialists to disclose my health care, billing, and medication/prescription information to those 
that I designate. I further provide authorization for these individuals to pick up prescriptions and/or medications on my behalf.  
 
Name_______________________________     Relationship _______________________        Phone ______________________ 

Name_______________________________     Relationship _______________________        Phone ______________________ 

Name_______________________________     Relationship _______________________        Phone ______________________ 

Patient Initials__________ 
NOTICE OF PRIVACY PRACTICES 

 
I have the right to review the “Notice of Practices", prior to signing this consent and agree with these privacy policies.  
 

          Patient Initials__________ 
FINANCIAL POLICY 

I hereby authorize Woodlands Medical Specialists to release any medical information required during the course of my 
examination and treatment to my insurance company, and I permit payment to Woodlands Medical Specialists from my insurance 
for any benefits due for their services rendered. I recognize and accept responsibility for services rendered regardless of insurance 
coverage. This includes but is not limited to coinsurance, copayment, deductible, and non-covered services. I understand that I am 
responsible for all charges incurred regardless of insurance status. I agree to pay for services incurred after the patient has been 
charged for the office visit, such as labs, radiology, medical supplies, etc. I agree to pay my bill in full for services rendered by 
Woodlands Medical Specialists.  

         Patient Initials__________ 
 

  
Signature of Patient or Legal Representative: _______________________________________ Date: ________________________ 

EMPLOYEE DEMOGRAPHICS VERIFICATION STATEMENT 
By signing this document, I acknowledge that I have followed the Woodlands Medical Specialists process to accurately verify and 
update this patient’s demographics, including full name, date of birth, full address, phone number(s), email address, and insurance 
information, in the practice management system. 
  
Signature of Employee: _________________________________________________________ Date: _______________________ 
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4724 North Davis Hwy 
Pensacola, FL 32503 

Tele: 850-696-4000 / Fax 850-434-2647 
AUTHORIZATION FOR DISCLOSURE OF MEDICAL RECORDS 

 
Patient Name: ___________________________________________ Patient Date of Birth: ______________________ 
 

INFORMATION MAY BE DISCLOSED BY: (Please list the name of the provider or facility) 
 
Person/Facility: ______________________________________________________________ Phone #: ________________________ 
 
Street Address: _______________________________________________________________________________________________ 
 
City, State, and Zip Code: ______________________________________________________________________________________ 
 
INFORMATION MAY BE DISCLOSED TO:  
Person/Facility: Woodlands Medical Specialists  Provider/Department Name: __________________________________ 
 
METHOD OF DISCLOSURE:  
______ Patient will pick up from the Clinic/Facility (The patient will pick up and hand carry their records to Woodlands Medical 
Specialists.) 
______ Mail to Address: _______________________________________________________________________________________ 
______ Fax #: ___________________________________________  
 
INFORMATION TO BE DISCLOSED: 
 I authorize the above name person/facility to disclose my health care and billing information to Woodlands Medical Specialists. 
 I provide authorization to Woodlands Medical Specialists to request any and all medical records my provider deems necessary for 

adequate and thorough care. 
I specifically authorize the release of information relating to: (initial selection)  
_____Psychiatric, Psychological or Psychotherapeutic notes (or other information regarding my treatment and/or hospitalizations for 
psychological or psychiatric impairment, drug abuse and/or alcoholism or sickle cell anemia). 
_____ Specific Laboratory Tests of HIV Infection (Human Immunodeficiency Virus, the causative agent of AIDS). 
_____ The diagnosis of Acquired Immune Deficiency Syndrome (AIDS) or AIDS-related conditions. 
 
PURPOSE OF DISCLOSURE:  
_____ Continuity of Care   _____ Personal Use    _____ Other (specify)_________________________________________________  
 
EXPIRATION DATE: This authorization will expire (insert date or event) _________________________. I understand that if I fail 
to specify an expiration date or event, this authorization will expire twelve (12) months from the date on which it was signed.  
REDISCLOSURE: I understand that once the above information is disclosed, it may be redisclosed by the recipient and the 
information may not be protected by federal privacy laws or regulations.  
CONDITIONING: I understand that completing this authorization form is voluntary. I realize that treatment will not be denied if I 
refuse to sign this form.  
REVOCATION: I understand that I have the right to revoke this authorization any time. If I revoke this authorization, I understand 
that I must do so in writing and that I must present my revocation to the medical records department. I understand that the revocation 
will not apply to information that has already been released in response to this authorization. I understand that the revocation will not 
apply to my insurance company, Medicaid, and Medicare. 
 
 

_______________________________________________________________________  ______________________________________________________________ 
Patient/Legal Representative Signature    Date 
 
_______________________________________________________________________ ______________________________________________________________
 Printed Name       Legal Representative’s Relationship to Patient 
 
If you are a legal representative of the person whose information you are requesting, you must provide documentation proving your 
legal authority to the request for this information (for example, power of attorney, healthcare surrogate form, order, appointment of a 
guardianship, order appointing personal representative, letters of administration).  


