Lady Lake LADY LAKE FAMILY MEDICINE

Family
Medicine Dusk Gosney, DO * Karen Callahan, DNP * Ronald Kope, APRN * Georgina Boardley, PA

607 Highway 466, Lady Lake, FL 32159

What is Primary Care? Primary care encompasses diverse activities ranging from wellness and preventive care,
diagnosis and treatment of minor illnesses, management of well-defined single problems (like hypertension,
diabetes, etc.), acute or chronic management of complex conditions with multiple comorbidities, and
comprehensive care of the patient across all care settings.

What is Family Medicine? Family medicine is a medical specialty focused on providing comprehensive,
continuous primary care to patients of all ages, genders, and health conditions. Family Medicine providers
serve as the first point of contact for health concerns and maintain enduring partnerships with patients and
families throughout their lives.

What is an Doctor of Osteopathy (DO)? DO is a medical doctor who has graduated from an accredited medical
school, but one who has undergone additional training in musculoskeletal medicine beyond typical training
provided to a Doctor of Medicine (MD).

Who is Dr. Gosney? Dr. Gosney holds dual undergraduate degrees in Molecular Biology and Chemistry from the
University of Central Florida (UCF). Following his undergraduate studies, he became a certified paramedic
serving Pinellas County, Florida. He later went on to get a Master's Degree in Medical Sciences from the
University of South Florida (USF) and began teaching Physics at a prominent Florida charter school. He
obtained his medical degree from the Alabama College of Osteopathic Medicine (ACOM) where he
experienced a robust education in Osteopathic Manipulative Medicine and was honored to serve as a student
ambassador. While completing his medical school training he obtained a second Master's Degree in Business
Administration from Troy University, graduating Summa Cum Laude and receiving the Outstanding Student
Award. He completed his Residency training in Family Medicine at HCA Florida's St. Petersburg Hospital, a
program that focused heavily on primary care, geriatric medicine, orthopedics and sports medicine. He has a
passion for healthcare and considers himself a devoted servant of his community.

What are Advanced Registered Nurse Practitioners (ARNP) and those that hold a Doctorate Nurse Practitioner
(DNP) certification? An ARNP has graduated from an accredited medical training facility and passed examination
to certify them to treat patients. Though they can specialize in almost any field of medicine, our providers have
undergone special training to focus in Family Medicine. This allows them to see patients of all ages. A DNP is a
person who has gone beyond the training of an APRN and gotten a practice-focused doctoral degree in nursing.
DNP training emphasizes leadership in clinical settings and prepares advanced practice registered nurses
(APRNs) to lead in complex healthcare environments. Both ARNP’s and DNP’s are licensed and registered in the
state in which they practice.

Who is Karen Callahan, DNP? She is a true Floridian, born and raised right here in Lake County, Florida. She has
been a nurse serving the geriatric community in Lake County for over 17 years. Karen received her Master of
Nursing in Science from South University in Tampa, FL with a specialty in Family Nurse Practitioner. She is board
certified by the AANP (American Association of Nurse Practitioners). She continues to provide care in the
community to make a difference in healthcare and to help patients make better health choices. Karen states,
“To wake up each morning and know that | have the opportunity to save or prolong a life with my knowledge
and skills is a gratifying factor”.



Who is Ronald Kope, APRN? Ron was born and raised in Wheeling, WV and has had a desire to serve in the
medical community for as long as he can remember. His medical service started as a paramedic with the
Wheeling Fire Department where he worked and continued to advance his education by going to school for
nursing. He completed his undergraduate education at West Liberty University and continued to graduate
school with his Master of Nursing in Science at Franciscan University in Steubenville, OH and is board certified
by the ANCC (American Nurses Credentialing Center). He started his APRN career in family medicine/urgent
care in Wheeling before moving to Naples, FL in 2015 and eventually relocating to Summerfield in 2022. He has
provided care in Family Medicine and also has a background in Cardiology. His passion is with primary care
which allows him to be able treat the whole person and to develop long standing, caring relationships with
patients to help guide them in their healthcare.

What is a Physician Assistant (PA)? A Physician Assistant (PA) is a licensed, nationally certified healthcare
professional who practices medicine in partnership with doctors (MDs/DOs). PAs provide comprehensive care,
including conducting exams, diagnosing illnesses, developing treatment plans, ordering tests, and prescribing
medication across various specialties. They hold master’s degrees and work in hospitals, clinics, and surgical
settings.

Who is Georgina Boardley, PA? Georgina, originally from England, has lived in the states for over 20 years now
and calls Florida home. She completed her undergraduate degree at Stetson University where she earned her
Bachelors of Science in Health Sciences. She then began working in the field of medicine as a nursing assistant
in the ED at Orlando’s level 1 trauma center, while simultaneously serving as a medical officer in the United
States Army Reserves. From there she gained acceptance into the Military’s Interservice Physician Assistant
Program, earning her Masters in Physician Assistant Studies, and continues to serve in the Reserves as a PA
today. She is board certified by the NCCPA (National Commission on Certification of Physician Assistants). Her
background in working with soldiers, their families, and veterans of all ages led her to the field of family
medicine, with a passion for improving her patient’s daily life and overall health using a multifactorial approach
and establishing continuity of care with a longstanding patient-provider relationship.



OTHER IMPORTANT THINGS TO KNOW ABOUT THIS CLINIC

1. Time Policy - We strive to be on time all the time. The nature of medicine is such that issues often come up
that need to be dealt with immediately. Please know that we are always aware that your time is important and
that your issues will also receive the same attention when needed. If you are late, please be aware that we may
have already moved on to the next scheduled patient and we will try to work you back into the schedule, but
that may not always be possible.

2. Hospital - None of our providers currently see patients in the hospital. We do have a hospitalist, Dr. Zaman, on
call for our patients 24 hours a day should you need to be hospitalized.

3. Prescription Refills - You are expected to remain aware of when your prescriptions will run out. Additionally,
please understand that almost all medications require a medical visit and/or tests prior to refill, even if you have
been on the medication for a long time. Please schedule these visits ahead of time so that there are no gaps in
your treatment.

4. Biopsies - If there is a suspicious lesion, your provider may recommend taking a sample of it. Please be aware
that there is a fee for both the biopsy and the microscopic examination. Only the biopsy fee is under our control,
the laboratory sets the other charges.

5. Charges - We will never recommend a test that we don’t think you need and we will always inform you of
necessary tests regardless of your insurance or ability to pay. We may be able to modify prescriptions or tests to
help comply with insurance plans but we practice medicine, not economics. If you have billing questions, please
feel free to contact our billing department.

6. Labs - When we recommend blood work, x-rays, or other exams, these tests will incur a separate charge even
if we collect a lab sample or arrange the procedure for you as a courtesy. We have no control over how much
laboratories charge for their services. We do not get any incentives from any facility that we send you or your
specimen to.

7. Payment - Payment is due at the time services are rendered. If we accept your insurance we will bill them for
you as a courtesy, however the responsibility remains with you for full payment. Ninety days after a correct claim
has been sent, all unpaid bills become the guarantor’s sole responsibility.

8. Other Providers - If other healthcare facilities are involved in your care, it is your responsibility to make the
staff aware of any changes that may have occurred since your last visit. Although we often receive progress notes
from other facilities in a timely manner, we cannot guarantee this. It may be beneficial to bring all your
medications to your appointments, so that we can develop and maintain an accurate list for both our records
and for any provider that may be involved in your future care.

9. Patient Conduct - We are dedicated to maintaining a professional, respectful, and safe environment for our
patients and staff. In return, we ask that all patients and visitors behave respectfully toward our staff. Any form
of unwanted physical contact, harassment, threatening conduct, or abusive behavior toward team members will
not be tolerated and may result in dismissal from the practice and possible legal action.



Print Name:

PATIENT MEDICAL HISTORY FORM

Date of Birth:

Current Medications: (Include all prescribed and over-the-counter medications)

mornings

Medication Name Dosage Strength Directions Prescribed by
(mg/mcg) (take # per day)
Example: Tylenol 500mg 2 tablets once a day inthe | Dr. Who

Drug Allergies:




Medical History: (check if you have/had any of the following):

Infections:

[l Measles/mumps
Diphtheria
Chickenpox
Shingles
Flu
Herpes

O O0Oo0ood

Hematologic/immunologic:
[J  Frequent infections

Allergies
Cancer:

Autoimmune condition(s)

Bruising easily

Anemia

0 I o

Varicose veins

Endocrine:

[] Diabetes

Insulin use
Thyroid disease
Hair loss

Chronic fatigue
Weight loss or gain
Post menopause

N O O

m
Q

r, nose, throat:
Vision changes
Glaucoma
Macular degeneration
Hearing decreased
Ear infections
Nose bleeds
Nose/sinus problems
Eye infections

N I O [

Swallowing difficulty

Integumentary (skin):
[1 Rashes / hives
[l Psoriasis
[] Eczema

Bleeding/clotting disorder

Throat/Mouth problems

Respiratory:

0
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Chronic cough
Bronchitis
Asthma/Wheezing
COPD

Emphysema
Tuberculosis
Pneumonia
Shortness of breath
Asthma/wheezing

Gastrointestinal:

|
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Stomach/abdominal pain
Irritable bowel syndrome
Hemorrhoids
Diverticulitis
Gastroesophageal reflux
Peptic ulcers

Loss of appetite

Hernia

Gallbladder problem
Liver problem(s)
Hepatitis / jaundice
Change in bowel habits
Nausea / vomiting

Blood in stool
Indigestion

Lactose intolerance

Cardiac:

[
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High blood pressure
Heart failure

High cholesterol
Atrial fibrillation (afib)
Cardiac stents

Chest pain

Psychological/Behavioral:

[]

[
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[
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Depression
Bipolar disorder
Memory loss
Phobias

Anxiety

Musculoskeletal:
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Feet/Ankle/Leg swelling
Osteopenia or osteoporosis
Neck pain

Upper back pain

Mid back pain

Low back pain

Shoulder pain

Hip pain

Knee pain

Ankle pain

Foot pain

Gout

Muscle weakness

Arthritis: Osteo or Rheumatoid

Bone or joint fracture(s)

Neurologic:

[
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Stroke

Transient ischemic attack (TIA)

Tremors

Tingling - hands/feet
Numbness - hands/feet
Neuropathy
Seizures/convulsions
Vertigo

Fainting

Dizziness

Headaches

Migraines

Genitourinary:
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Frequent urinary infections
Painful urination

Decrease urine flow
Incontinence/loss of urine
Prostate problems

Kidney stones

Blood in urine

Other:




Please list the primary reason for today’s visit:

Males:
Date of Last PSA (prostate bloodwork):

Result:

Date of last prostate exam (rectal):

Result:

Females:

Pregnant? Yes No

Planning to become pregnant? Yes No Type of Birth Control:
Menopause: Yes No Last Menstrual Period (Start date):
Menstrual Flow: Regular Irregular Pain/Cramps ___ Days of Flow

Number of Pregnancies: Living children Abortions Miscarriages
Date of Last Pap Smear or GYN exam: Result:

Date of Last Mammogram: Result:

Vaccines: (please list date of last):

Flu Vaccine Pneumonia Shingles (50+)
Tetanus Tdap (every 10 years) Hepatitis B
RSV Other

Date of Last...:

Eye Exam: Result:

Hearing test: Result:

Bone Density: Result:

Colonoscopy: Result:

Stool test (Cologuard, FOBT): Result:

Lung screening (Chest CT): Result:

Abdominal aortic ultrasound: Result:

Urinalysis: Result:

Routine labs: Results:




Surgical History:

Surgery Date

Family History: Father (F), Mother (M), Children (C), Sister (S), Brother (B), Father’s Father (FF), Father’s
Mother (FM), Mother’s Father (MF), Mother’s Mother (MM)

Alcoholism Kidney Disease
Asthma Mental lliness
Bleeding Disorder Migraines
Cancer & Type Osteoporosis
Depression/Anxiety Seizures/Epilepsy/Convulsions
Diabetes Stroke
Glaucoma Thyroid Disease
Hair Loss Other

Heart Disease Other

High Blood Pressure Other

Social History:

Current tobacco use:
How many packs / cigars / time spent vaping do you spend daily?

How long have you smoked this amount?

Former tobacco use:
How many packs / cigars / time spent vaping did you spend daily?

How long did you smoke this amount?
When did you quit?

[J I have never used tobacco products
Recreational Drug Use: Yes __ No If Yes, please state type:

Alcohol: Yes No Type How much/How often:




Please list all medical providers & the approximate date of when you last saw them.

Previous Family (primary care):

Cardiologist (heart, vascular):

Pulmonologist (lungs):

Gastroenterologist (stomach, colon, liver):

Urologist (prostate, bladder, kidney):

Neurologist (brain, nerves):

Orthopedic (bones & joints):

Endocrinologist (diabetes):

Dermatologist (skin care):

Gynecologist (female care):

Nephrologist (renal, kidney):

Psychologist (mental disorders):

Allergist:

Ear, Nose, Throat:

Chiropractor:

Ophthalmologist (eyes):

Pain Management:

Physical Therapy:

Home Health:

Other:

Pharmacy of Choice:

Address:

Phone:




PATIENT DEMOGRAPHIC REGISTRATION FORM

Print Name: Date of Birth:

Date: SSN#: State of Full-Time Residence:
Marital Status: Race: Ethnicity:
Occupation:

Driver’s License #: State:

Phone (Home): Phone (Work): Ext
Phone (Cell): Email:

Permanent Address:

City: State: Zip:

Mailing Address:

City: State: Zip:

Temporary Address:

City: State: Zip:

Person responsible for Account: Relationship:

EMERGENCY CONTACT INFORMATION:

Name:

Phone:

Relationship:

Name:

Phone:

Relationship:

Name:

Phone:

Relationship:




PRIMARY INSURANCE INFORMATION:

Insurance Company:

Address: Phone:
Policy #: Group#:
Policy Holder: Relation to Patient:

Policy Holder DOB (if other than patient):

Policy Holder Address (if different than patient):

Policy Holder Phone # (if different than patient):

ADDITIONAL (secondary) INSURANCE INFORMATION:

Insurance Company:

Address: Phone:
Policy #: Group#:
Policy Holder: Relation to Patient:

Policy Holder DOB (if other than patient):

Policy Holder Address (if different than patient):

Policy Holder Phone # (if different than patient):

ASSIGNMENT and RELEASE:

| certify that I, and/or my dependent(s), have insurance coverage with:

(Name of Insurance Company)

and assign directly to Lady Lake Family Medicine, and all its providers, all insurance benefits, if any otherwise
payable to me for services rendered. | understand that | am financially responsible for all charges whether or
not paid by insurance. | authorize the use of my signature on all insurance submissions.

The above mentioned physicians may use my health care information and may disclose such information to the
above named insurance company(ies) and their agents for the purpose of obtaining payment for services and
determining insurance benefits or the benefits payable for related services. This consent will end when my
current treatment plan is completed.

Signature of Patient, Parent, Guardian or Personal Representative Date

Print name of Patient, Parent, Guardian or Personal Representative Relation



FINANCIAL POLICY STATEMENTS

Thank you for choosing us as your healthcare provider. We are committed to your treatment being successful.
Please understand that payment for your bill is considered part of your treatment. In order to reduce confusion
and misunderstanding between you and the practice, we have adopted the following financial policy, which we
require you read, agree to, and sign prior to any treatment. If you have any further questions about the policy,
please discuss them with our Patient Finance Counselor. We are dedicated to providing the best possible care
and service to you and regard your complete understanding of your financial responsibilities as an essential
element of your care and treatment.

« Yourinsurance policy is a contract between you and your insurance company; the doctor is not
involved.

« Asa courtesy, we will file your insurance claim for you if you assign the benefits to the doctor; in other
words, you agree to have your insurance company pay the doctor directly. If your insurance company
does not pay the practice within 45 days of filing, you will be responsible for full payment.

« We have made prior arrangements with many insurers and other health plans to accept an assignment
of benefits. We will bill those plans for which we have an agreement and will only require you to pay
the authorized co-payment or coinsurance at the time of service. We will collect the copayment or
coinsurance when you arrive for your appointment. If your insurance plan denies payment, the
remaining balance will be your responsibility.

. If you have insurance coverage with a plan that we do not have a prior agreement, we will prepare and
send the claim for you on an unassigned basis. This means your insurer will send the payment directly to
you. Therefore, our charges for your care and treatment are due at the time of service.

« Unless other arrangements have been made in advance, full payment is due at the time of service. For
your convenience, we will accept cash, check, VISA, MasterCard, Discover, American Express, and debit
cards.

« All health plans are not the same and do not cover the same services. In the event your health plan
determines a service or services are not covered, you will be responsible for the complete charge.
Payment is due at the time of service.

« For all services rendered to minor patients, the parent or legal guardian who is accompanying the minor
patient is responsible for payment at the time of service.

« Ancillary services provided by this practice (i.e.: ultrasound, injections, labs) may be subject to
additional financial policy statements.

« Inorder to provide the best possible service and availability to all of our patients, please call us as early
as possible if you need to cancel or reschedule your appointment.

I have read and understand the financial policy of the practice and | agree to be bound by its terms. | also
understand and agree that such terms can be amended from time to time by the practice.

Signature of Patient or Responsible Party if a Minor Date

Signature of Co-Responsible Party

Please print the name of the Patient and/or Co-Responsible Party as applicable



ADDITION TO HIPAA / NOTICE OF PRIVACY PRACTICES

The Department of Health and Human Services has established a "Privacy Rule" to help insure that
personal healthcare information is protected for privacy. The privacy rule was also created in order
to provide a standard for certain healthcare providers to obtain their patients' consent for use and
disclosure for health information about the patient to carry out treatment, payment, or health
care operations.

As our patient, we want you to know that we respect the privacy of your personal medical records
and will do all we can to secure and protect the privacy. We strive to always take reasonable
precautions to protect your privacy. When it is appropriate and necessary, we provide the
minimum necessary information to only those we feel are in need of your health care information
and information about your treatment, payment, or healthcare operation in order to provide
healthcare thatisin your best interest.

There are times you may wish other family members and friends to inquire about your appointments
or have access to your medical information. We will not release any information unless you have
listed them below. If you wish to allow messages other than just to return our calls on your message
recorder, please indicate this also.

Recorded Messages: Do not leave a message other than to "return call"
You may leave a message regarding medical information

List any family members or others you wish to have access to your records, for example, who may
call us regarding your condition or call for you. We will not release information to spouses or your
children unless they are listed here. (We will require signed releases by you for anyone wanting
access to your records other than the insurance companies you have listed on file, your healthcare
provider necessary to your care, or persons listed below).

NAMES ALLOWED TO RECEIVE MEDICAL INFORMATION:

1. Relation:
2. Relation:
3. Relation:
l, (Patient Name), have received a copy of, or read,

Lady Lake Family Medicine’s Notice of Privacy Practices containing a description of the uses and disclosures of
my health information, certain restrictions on the use and disclosure of my healthcare information and rights |
have regarding my protected health information. | further understand that Lady Lake Family Medicine may
update its Notice of Privacy Practices at any time and that | may receive an updated copy by requesting a
current copy.

Signature of Patient or Representative Date

Printed Name



NO SHOW & CANCELLATION POLICY

Patient Name Date of Birth:

Dear Patient,

Lady Lake Family Medicine has instituted a formal policy regarding cancellations and “no shows”. A “no show”
is defined as a scheduled appointment that the patient does not keep. To help our patients, we will call to
confirm your appointment up to two days before your scheduled appointment. Patients are expected to
contact our office no later than twenty-four (24) hours in advance if it is necessary to cancel your
appointment so this time can be given to someone who is in need of treatment. Every no-show visit will be
recorded in your medical record, and the following administrative fees will be assessed to your account:

First Occurrence: Patient will be sent a letter or called. No fine assessed.

Second Occurrence: Patient will be charged a $50.00 fee. (This fee is the patient’s responsibility and is not reimbursable by
insurance).

Third Occurrence: Patient will be charged the full price of the scheduled office visit/procedure. (this fee is the
patient’s responsibility and is not reimbursable by insurance). Patient may be discharged from the practice. The decision
whether or not to discharge you will be at your doctor’s discretion.

Our aim is to open otherwise unused appointments for our patients, not to collect missed appointment fees. If

you have any questions regarding this policy, please let our staff know and we will be glad to clarify any
questions you may have. We thank you in advance for your cooperation and understanding.

By signing below, you acknowledge that you have been presented with the above policy.

Patient Signature Date

Patient Name (Printed)



NOTICE OF YOUR RIGHTS AND OUR RESPONSIBILITIES

Patient Name Date of Birth:

You have important rights regarding your health information. You are entitled to obtain a copy of your
electronic medical record and request corrections if you believe any information is inaccurate or incomplete.
You may also request confidential communications and ask us to limit the information we share. Additionally,
you have the right to receive a list of those with whom we have shared your information, obtain a copy of this
privacy notice, and file a complaint if you believe your privacy rights have been violated.

You also have choices in how we use and share your information. These choices apply when we share
information with family members or friends involved in your care, provide disaster relief, include your
information in a hospital directory, deliver mental health care services, market our services or sell your
information, and conduct fundraising activities.

In certain circumstances, we are permitted or required to use and share your information. This includes
providing treatment, operating and managing our organization, and billing for services. We may also use or
disclose your information to support public health and safety efforts, conduct research, and comply with
applicable laws. Additional uses and disclosures may occur in response to organ and tissue donation requests,
collaboration with medical examiners or funeral directors, and to address workers’ compensation, law
enforcement, or other government requests. We may also share information as required to respond to lawsuits
and legal actions.

By signing below, you acknowledge that you have been presented with the above information.

Patient Signature Date

Patient Name (Printed)



