
Patient Demographic and Insurance Information

Full Name: _____________________________________ 
Date of Birth: ______________ Sex: ____________ 
Address: _______________________________________ 
City: ___________________ State: ____ Zip: __________ 
Home Phone: ______________ Cell: ____________________ 
Email: _________________________________________

Emergency Contact: __________________ Phone: ____________________ 
Relationship: _____________________________________

Primary Insurance: ________________________________ 
Policy #: ________________________________________ 

Group #: _______________________________________ 
Subscriber’s Name: _______________________________ 
Subscriber’s DOB: __________ Relationship: _______

Secondary Insurance (if any): ______________________ 
Policy #: ______________ Group #: ______________

Preferred Pharmacy (include town and phone number):

____________________________________________

____________________________________________



Initial Medical History Form

Reason for Visit / Chief Complaint:

Past Medical History: __________________________________

Past Surgical History: _________________________________

Current Medications: __________________________________

Allergies: ___________________________________________

Immediate Family History: ____________________________

Social History (tobacco, alcohol, drugs, occupation):

__________________________________________

__________________________________________

__________________________________________



Authorizations, Financial Responsibility, and HIPAA Policies

1. Assignment of Benefits & Authorization for Treatment

I hereby authorize Dr. Jorge Rivera Mirabal and/or Dr. Jorge Rivera Herrera, 
as well as Rivera Mirabal Urology LLC and its providers, to provide medical 
evaluation and treatment. I assign all insurance benefits to Rivera Mirabal Urology 
LLC for services rendered. I understand that I am financially responsible for all 
charges not covered by my insurance, including if insurance denies partial or 
full payment.

2. Guarantee of Payment & Collections

I agree to pay any outstanding balance after insurance has processed claims. If my 
account is referred to a collection agency, I agree to pay all collection costs, 
including attorney’s fees, court costs, and collection agency fees, in accordance 
with applicable Puerto Rico debt collection laws and patient notification 
requirements. I acknowledge that unpaid balances may be reported to credit 
agencies as permitted by law.

3. Arbitration Agreement (Optional Clause)

Any dispute related to the medical services provided may be resolved by binding 
arbitration in accordance with the laws of Puerto Rico, provided both parties 
expressly consent. 
I acknowledge that by accepting this clause, I waive my constitutional right to 
bring my case before the Puerto Rico General Court of Justice with a judge or 
jury.

Patient Signature to Accept Arbitration: ____________________ 

Date: ______________________



4. HIPAA Privacy Practices Notice

I acknowledge that I have received (or have been offered and declined) a copy of 
the Notice of Privacy Practices. I authorize the disclosure of my medical 
information as necessary for treatment, payment, and healthcare operations, in 
accordance with HIPAA and Puerto Rico confidentiality laws.

5. Communication Consent

I authorize the use of phone, email, or text message for communication regarding 
appointments, billing, and clinical care. I understand that while security measures 
exist, electronic communications may not be completely secure, and I 
voluntarily accept this risk.

6. Follow-Up and Continuity of Care

I agree to attend follow-up visits as recommended. I understand and accept that 
failure to comply with follow-up visits may result in the suspension of any 
prescription refills or services previously offered. In certain cases, lack of follow-
up may result in termination of the doctor-patient relationship, in accordance with 
Puerto Rico law and while ensuring continuity of care and appropriate 
medical referrals.

7. Consent for Treatment and Assumption of Risks

I understand that all medications and medical treatments carry potential risks, 
including but not limited to side effects, complications, adverse reactions, or 
unexpected outcomes. I acknowledge that no guarantee of results has been made 
and that treatment outcomes may vary from patient to patient.

I hereby consent to receive medical evaluation and treatment by Dr. Jorge Rivera 
Mirabal and/ or Dr. Jorge Rivera Herrera.

Furthermore, I voluntarily assume these risks and, except in cases of proven 
medical negligence or intentional misconduct, I release from liability Dr. Jorge 
Rivera Mirabal, Dr. Jorge Rivera Herrera, Rivera Mirabal Urology LLC, its 
employees, administrators, contractors, representatives, partners, spouses, heirs, 
and any related parties.



I confirm that I have had the opportunity to ask questions, that these have been 
answered satisfactorily, and that I voluntarily understand and accept the risks and 
benefits of treatment.

Signature and Acceptance

Patient Name (print): ___________________________________________ 

Patient/Guardian Signature: _____________________________________ 

Date: ___________________ 



Total Score:__________________




