
BROWARD	  HAND	  CENTER	  
HARRIS	  GELLMAN	  M.D.	  
PURNELL	  TRAVERSO	  M.D.	  	  

3100	  Coral	  Hills	  Drive,	  Suite	  305	  
Coral	  Springs,	  FL	  33065	  

(O):	  954-‐575-‐8056	  	  (F):	  954-‐575-‐2563	  

PATIENT	  INFORMATION	  
PLEASE	  PRINT	  
NAME	  _________________________________________	  	  ________	  	  ___________________________________________________	  MARITAL	  STATUS	  _____________________	  

(First)	   	   	   	  	  	  	  	  	  	  	  	  	  	  (MI)	   	   	  (Last)	  

HOME	  PHONE#	  (__________)	  ________________________________	  	   	   CELL	  PHONE#	  (___________)	  ____________________________________________	  

DATE	  OF	  BIRTH	  	  _______	  /	  _______	  /_____________	   	  	  	  AGE	  __________	   E-‐MAIL	  ADDRESS	  ______________________________________________________	  
	  	  MM	  	   	  	  	  	  	  	  DD	  	   	  	  	  	  	  	  	  	  	  	  	  	  YYYY	  

OCCUPATION	  ________________________________________________________________________	  Soc.Sec.No.	  ___________-‐________-‐___________	  	  	  SEX	  :	  	  M	  	  	  	  	  F	  
	  	  	  	  	  	  	  	  	  	   	   	   	   	   	   	   	   	   	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Circle	  

EMPLOYER	  _____________________________________________________________________________	  Business	  Phone#	  (_________)	  ______________________________	  

ADDRESS	  _________________________________________________________________________	  ______________________________	  ____________________	  _________________	  
Street	   	   	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	   City	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  State	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Zip	  

Permanent	  Resident	  of	  Florida?	  	   YES	  _______	  	   NO	  _________	  
(If	  answer	  is	  no	  please	  list	  2nd	  address)	  

ADDRESS	  _________________________________________________________________________	  ______________________________	  ____________________	  _________________	  
Street	   	   	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	   City	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  State	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Zip	  

PARENT	  OR	  LEGAL	  GUARDIAN’S	  NAME	  ____________________________________________________________________	  MARITAL	  STATUS	  _____________________	  
	   	   	   (First)	   	   (MI)	   	   	   (Last)	  

ADDRESS	  _________________________________________________________________________	  ______________________________	  ____________________	  _________________	  
Street	   	   	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	   City	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  State	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Zip	  

PHONE#	  (_________)___________________________	  	   	  Soc.Sec.No.	  ___________-‐________-‐___________	  	   	   D.O.B._______/_______	  /____________	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	   MM	   DD	  	   YYYY	  

Please	  list	  the	  name	  of	  a	  person	  to	  contact	  in	  case	  of	  an	  emergency	  other	  than	  a	  spouse	  or	  parent:	  

NAME	  _________________________________________	  	  ________	  	  ___________________________________________________	  RELATIONSHIP	  _________________________	  
(First)	   	   	   	  	  	  	  	  	  	  	  	  	  	  (MI)	   	   	  (Last)	  

ADDRESS	  _________________________________________________________________________	  ______________________________	  ____________________	  _________________	  
Street	   	   	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	   City	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  State	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Zip	  

PRIMARY	  INSURANCE	  
	  

NAME	  OF	  COMPANY	  ___________________________________________________	  PHONE#(_____)________________	  Effective	  Date	  _______/_______/____________	  
	   	   	   	   	   	   	   	   	   	   	   MM	  	  	  	  	  	  	  	  	  	  	  	  	  	  DD	  	   YYYY	  

ADDRESS	  _________________________________________________________________________	  ______________________________	  ____________________	  _________________	  
Street	   	   	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	   City	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  State	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Zip	  

INSURED’S	  NAME	  ________________________________________________________________	  D.O.B.	  ______/______/__________	  Soc.Sec.No.	  _______-‐_____-‐_________	  
	   (First)	   	   (MI)	  	   	   (Last)	  	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  MM	   	  	  	  	  	  	  	  	  	  	  DD	  	   	  	  	  	  	  	  	  YYYY	  

GROUP	  NO.	  _________________________________________	  ID#	  _______________________________________	  Relationship	  to	  Insured	  __________________________	  
SECONDARY	  INSURANCE	  

NAME	  OF	  COMPANY	  ___________________________________________________	  PHONE#(_____)________________	  Effective	  Date	  _______/_______/____________	  
	   	   	   	   	   	   	   	   	   	   	   MM	  	  	  	  	  	  	  	  	  	  	  	  	  	  DD	  	   YYYY	  

ADDRESS	  _________________________________________________________________________	  ______________________________	  ____________________	  _________________	  
Street	   	   	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	   City	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  State	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Zip	  

INSURED’S	  NAME	  ________________________________________________________________	  D.O.B.	  ______/______/__________	  Soc.Sec.No.	  _______-‐_____-‐_________	  
	   (First)	   	   (MI)	  	   	   (Last)	  	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  MM	   	  	  	  	  	  	  	  	  	  	  DD	  	   	  	  	  	  	  	  	  YYYY	  

GROUP	  NO.	  _________________________________________	  ID#	  _______________________________________	  Relationship	  to	  Insured	  __________________________	  
AUTHORIZATION	  FOR	  TREATMENT/RELEASE	  OF	  INFORMATION/FINANCIAL	  AGREEMENT.	  I,	  the	  undersigned,	  knowing	  the	  patient,	  (minor)	  and/or	  
self,	   is	   suffering	   from	  a	   condition	   requiring	  health	   care,	   diagnosis	   and/or	  medical	   treatment	  hereby	  voluntarily	   agree	   to	   such	  diagnostic	  procedure	   and	  healthcare	  
assignees.	  I	  authorize	  the	  release	  of	  medical	  information	  to	  my	  referring	  doctor,	  health	  agency,	  government	  agency,	  insurance	  company	  or	  worker’s	  compensation.	  I	  
request	  that	  payment	  to	  insurance	  benefits	  made	  on	  my	  behalf	  be	  paid	  directly	  to	  Dr.	  Harris	  Gellman	  /	  Dr.	  Purnell	  Traverso.	  I	  assume	  full	  financial	  responsibility	  for	  all	  
debts	  incurred	  in	  any	  treatment	  and	  follow-‐up	  care	  received.	  I	  understand	  that	  any	  unpaid	  patient	  balances	  will	  be	  assessed	  at	  the	  interest	  rate	  of	  1.5%	  per	  month.	  
I	  understand	  that	  no	  guarantee	  or	  assurance	  has	  been	  made	  as	  to	  the	  results	  of	  the	  procedure	  or	  treatment	  and	  that	  it	  may	  not	  cure	  the	  condition.	  
It	  is	  the	  patient’s	  responsibility	  to	  obtain	  authorization	  from	  their	  Primary	  Care	  Physician	  or	  insurance	  company	  (if	  required	  by	  insurance	  company)	  prior	  to	  services	  
being	  rendered.	  
	  

Patient’s	  or	  Legal	  Guardian’s	  Signature	  ________________________________________________________________	  Date	  ________/	  __________	  /	  _________________	  
	   	  	  	  	  	  	  	  	  MM	  	   	  	  	  	  	  	  	  	  	  	  	  	  	  DD	  	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  YYYY	  



BROWARD	  HAND	  CENTER	  
HARRIS	  GELLMAN	  M.D.	  
PURNELL	  TRAVERSO	  M.D.	  	  

3100	  Coral	  Hills	  Drive,	  Suite	  305	  
Coral	  Springs,	  FL	  33065	  

(O):	  954-‐575-‐8056	  	  (F):	  954-‐575-‐2563	  

Patient	  Acknowledgement	  of	  Financial	  Responsibility	  

	  
1. (If	  applicable,	  Initial	  here	  _____________)	  Social	  Security	  Medicare	  (Non	  HMO)	  

I,	  the	  undersigned,	  certify	  that	  the	  information	  given	  by	  me	  and	  applied	  on	  the	  TITLE	  XVIII	  of	  the	  Social	  Security	  act	  is	  correct.	  By	  
initializing	   the	   above	   classification,	   and	   I	   acknowledge	   that	   I	   am	  not	   a	  member	   of	   the	  Medicare	  HMO.	   I	   further	   authorize	   any	  
physician,	  affiliate,	  or	  staff	  to	  release	  to	  Social	  Security	  Administration,	  or	  it’s	  intermediaries,	  any	  and	  all	  information	  needed	  to	  
process	   this	  or	  any	  other	  Medicare	   related	  claim.	   I	   request	  and	  assign	   that	  payment	  of	   all	   authorized	  benefits	  be	  made	  on	  my	  
behalf	   to	   the	  Broward	  Hand	  Center,	   Inc.	   I	  understand	   that	   I	   am	  personally	  and	   fully	   responsible	   for	  any	  non-‐covered	  services,	  
denied	  services,	  health	  insurance	  deductibles,	  and	  co-‐insurance	  payments.	  In	  addition,	  subsequent	  rejection	  of	  Medicare	  claims,	  
as	  a	  result	  of	  enrollment	  in	  a	  Medicare	  HMO,	  will	  constitute	  responsibility	  for	  payment	  on	  my	  part.	  
	  

2. (If	  applicable,	  Initial	  here	  _____________)	  Medicaid	  
I,	   the	   undersigned,	   by	   initialing	   the	   above	   classification,	   certify	   that	   I	   am	   a	   recipient	   of	   the	   Medicaid	   program.	   TITLE	   XIX.1	  
authorizes	  Broward	  Hand	  Center,	  Inc.,	  to	  release	  any	  and	  all	  requested	  information	  concerning	  medical	  insurance,	  and	  financial	  
records	  relating	  to	  my	  hospitalization	  and/or	  outpatient	  care	  to	  the	  State	  of	  Florida.	  
	  

3. (If	  applicable,	  Initial	  here	  _____________)	  Commercial	  Insurance	  and	  Assignment	  
By	  initialing	  the	  above	  classification,	  I	  hereby	  authorized,	  request	  and	  irrevocably	  assign	  payment	  directly	  to	  those	  organizations	  
who	  provided	   services	   covering	   this	  period	  of	   treatment,	   and	  past	   and	   future	   treatment	   if	   related	   to	   the	   incident	  or	   condition	  
giving	  rise	  to	  this	  admission,	  from	  all	  insurance	  carriers	  with	  whom	  I	  have	  coverage	  or	  from	  whom	  benefits	  are,	  or	  may	  become	  
payable	   to	   me,	   including	   settlements	   on	   judgments	   flowing	   from	   the	   incident	   for	   which	   I	   am	   receiving	   treatment.	   This	  
authorization	  shall	  include	  all	  benefits	  specified	  and/or	  master	  medical	  benefits	  otherwise	  payable	  to	  me,	  but	  shall	  not	  exceed	  the	  
regular	  charges	  for	  this	  and	  any	  other	  period	  of	  treatment.	  I	  understand	  that	  I	  am	  personally	  and	  fully	  responsible	  for	  any	  non-‐
covered	  services,	  denied	  services,	  health	   insurance	  deductibles	  and	  co-‐insurance	  payments.	   It	   is	   further	  agreed	   that	  any	  credit	  
balance	  relating	  from	  overpayment	  of	  insurance	  and	  other	  sources	  may	  be	  applied	  to	  any	  other	  accounts	  owed	  to	  said	  physician,	  
medical	  group,	  by	  his/her	  family.	  
	  

4. (If	  applicable,	  Initial	  here	  _____________)	  HMO/PPO/MEDIPASS	  MANAGED	  CARE	  PARTICIPATION	  
By	   initialing	   the	   above	   classification,	   I	   the	   undersigned,	   understand	   that	   I	   am	   certifying	   that	   I'm	   a	   member	   of	   an	  
HMO/PPO/MEDIPASS	   or	   other	   Managed	   Care	   Organization,	   and	   I	   have	   obtained	   required	   authorizations	   and	   referrals	   as	  
mandated	  by	  my	  Managed	  Care	  Organization	  to	  receive	  care	   from	  this	   facility	  and	   its	  providers.	   I	   further	  acknowledge	  that	   if	   I	  
choose	   to	   receive	   services	   at	   this	   facility	   without	   proper	   authorization	   from	   the	   Managed	   Care	   Organization;	   I	   will	   be	   fully	  
responsible	  for	  payment	  of	  my	  bill.	  I	  realize	  that	  this	  it	  is	  my	  responsibility	  as	  the	  patient	  to	  know	  whether	  a	  service,	  procedure,	  
and/or	  test,	  etc.,	  is	  covered	  by	  my	  Managed	  Care	  Organizations.	  (As	  the	  patient,	  I	  may	  contact	  my	  Managed	  Care	  Organization	  to	  
appeal	  their	  decisions	  not	  to	  authorize	  services.)	  
	  

5. Guarantor	  Agreement	  
By	  signing	   this	   form	  as	  Patient/Parent/Guardian/Agent/or	  Guarantor,	   spouse	  or	  agent	  of	   the	  aforementioned	  parties,	   I	  hereby	  
agree	  that	  any	  and	  all	  charges	  that	  arise	  within	  this	  treatment	  if	  related	  to	  the	  incident	  or	  condition	  giving	  rise	  to	  this	  admission	  
or	  service,	  not	  covered	  by	  any	  insurance,	  program,	  sponsorship,	  or	  other	  third	  party	  coverage	  I	  may	  have,	  are	  due	  and	  payable	  by	  
me	  at	  the	  time	  of	  discharge	  or	  discontinuation	  of	  treatment.	  I	  hereby	  acknowledge	  that	  the	  Broward	  Hand	  Center,	  Inc.	  has	  agreed	  
to	  bill	  my	  insurance	  or	  other	  third	  party	  carrier	  and	  has	  agreed	  to	  do	  so	  as	  a	  courtesy	  and	  the	  Broward	  Hand	  Center,	  Inc.	  has	  the	  
right	  to	  demand	  full	  payment	  from	  me	  at	  any	  time	  prior	  to	  full	  payment	  from	  any	  insurance	  carrier	  or	  third	  party	  payer	  unless	  it	  
is	  contractually	  stated	  that	  I	  will	  not	  be	  billed.	  I	  hereby	  acknowledge	  that	  I	  have	  been	  told,	  prior	  to	  receiving	  treatment,	  that	  I	  may	  
be	  billed	  by	  the	  Broward	  Hand	  Center,	  Inc.	  
	  
I	  hereby	  acknowledge	  that	  I	  have	  read	  this	  form	  and	  understand	  its	  contents	  and	  agree	  to	  all	  of	  the	  provision	  herein.	  

	  
_______________________________________________________________________	  	  	  ______________________________________________________________________	  
	   Signature	  of	  Patient/Guardian/Authorized	  agent	   	   Witness	  
	  
_______________________________________________________________________	  	  	   DATE	  	  ________/__________/___________________	  
	   Spouse/Guarantor	  Signature	   	  	  	  	  	  	  	  	  	  MM	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  DD	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  YYYY	  

	   	  



BROWARD	  HAND	  CENTER	  
HARRIS	  GELLMAN	  M.D.	  
PURNELL	  TRAVERSO	  M.D.	  	  

3100	  Coral	  Hills	  Drive,	  Suite	  305	  
Coral	  Springs,	  FL	  33065	  

(O):	  954-‐575-‐8056	  	  (F):	  954-‐575-‐2563	  

	  
Consent	  for	  Purposes	  of	  Treatment,	  Payment	  and	  Healthcare	  Operations	  

	  
I	  consent	  to	  the	  use	  or	  disclosure	  of	  my	  protected	  health	  information	  for	  the	  purpose	  of	  diagnosing	  or	  
providing	  treatment	  to	  me,	  obtaining	  payment	  for	  my	  healthcare	  bills	  or	  to	  conduct	  healthcare.	  I	  understand	  
that	  diagnosis	  or	  treatment	  of	  me,	  may	  be	  conditioned	  upon	  my	  consent	  as	  evidenced	  by	  my	  signature	  on	  
this	  document.	  
	  
I	  understand	  I	  have	  the	  right	  to	  request	  a	  restriction	  as	  to	  how	  my	  protected	  health	  information	  is	  used	  or	  
disclosed	  to	  carry	  out	  treatment,	  payment	  or	  healthcare	  operations	  of	  the	  practice.	  The	  above	  organization	  
is	  not	  required	  to	  agree	  to	  the	  restrictions	  that	  I’m	  your	  request.	  However,	  if	  the	  above	  organization	  agrees	  
to	  a	  restriction	  that	  I	  request,	  the	  restriction	  is	  binding	  on	  the	  above	  organization.	  
	  
I	  have	  the	  right	  to	  revoke	  this	  consent,	  in	  writing,	  at	  any	  time,	  except	  to	  the	  extent	  that	  the	  above	  
organization	  has	  taken	  action	  in	  reliance	  on	  this	  consent.	  
	  
My	  “protected	  health	  information"	  means	  health	  information,	  including	  my	  demographic	  information,	  
collected	  from	  me	  and	  created	  or	  received	  by	  my	  physician,	  another	  healthcare	  provider,	  a	  health	  plan,	  my	  
employer	  or	  a	  health	  care	  clearinghouse.	  This	  protected	  health	  information	  relates	  to	  my	  past,	  present	  or	  
future	  physical	  or	  mental	  health	  or	  condition	  and	  identifies	  me,	  or	  there	  is	  a	  reasonable	  basis	  to	  believe	  the	  
information	  may	  identify	  me.	  
	  
I	  understand	  I	  have	  a	  right	  to	  review	  the	  above	  organizations	  Notice	  of	  Privacy	  Practices	  prior	  to	  signing	  
this	  document.	  The	  Notice	  of	  Privacy	  Practices	  has	  been	  provided	  to	  me.	  The	  Notice	  of	  Privacy	  Practices	  
describes	  the	  types	  of	  uses	  and	  disclosures	  of	  my	  protected	  health	  information	  that	  will	  occur	  in	  my	  
treatment,	  payment	  of	  my	  bills	  or	  in	  the	  performance	  of	  health	  care	  operations	  of	  the	  above	  organization.	  
The	  Notice	  of	  Privacy	  Practices	  are	  also	  provided	  at	  the	  above	  organization	  and	  on	  the	  website	  if	  applicable.	  
This	  Notice	  of	  Privacy	  Practices	  also	  describes	  my	  rights	  and	  the	  above	  named	  organization’s	  duties	  with	  
respect	  to	  my	  protected	  health	  information.	  
	  
The	  above	  named	  organization	  reserves	  the	  right	  to	  change	  the	  privacy	  practices	  that	  are	  described	  in	  the	  
Notice	  of	  Privacy	  Practices.	  I	  may	  obtain	  a	  revised	  notice	  of	  privacy	  practices	  by	  calling	  the	  office	  and	  
requesting	  a	  revised	  copy	  be	  sent	  in	  the	  mail	  or	  asking	  for	  one	  at	  the	  time	  of	  my	  next	  appointment.	  
	  
	  
_______________________________________________________________________	  
Signature	  of	  Patient	  or	  Personal	  Representative	  
	  
	  
_______________________________________________________________________	  
Name	  of	  Patient	  or	  Personal	  Representative	  
	  
	  
Date	  	  	  	  	  	  	  __________/____________/_____________________________________	  
	  	  	  	  	  	  	  	  	  	   MM	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  DD	   YYYY	  
	  
_______________________________________________________________________	  
Description	  of	  Personal	  Representative’s	  Authority	  


