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AUTHORIZATION FOR ACCESS AND USE OF 

SURESCRIPTS PRESCRIPTION HISTORY 

HeartPlace, with your authorization, has the ability to import the last 16 months of your prescription history directly from 

the Surescripts E-prescribing database.  Surescripts is used by most pharmacies and insurance companies to process 

prescriptions.  If you paid cash or did not pickup a prescription, it will not be in the Surescripts database. 

The import of Surescripts prescription history is not required for treatment.  HeartPlace understands there may be 

situations, prescriptions, and medical history you do not want to share with your physician.  Notifying your physician of 

all your medical history and currently prescribed medications is critical for proper care. 

I hereby authorize the use or disclosure of my individually identifiable health information (“Protected Health 

Information”) as described below in this form (this “Authorization”) by Surescripts and the access and use of that 

information by HeartPlace, P.A. (“HeartPlace”). 

Patient’s Name: _____________________________________              Date of Birth: __________________ 

Name of organization(s) authorized to access, use or receive the Protected Health Information: Surescripts and 

HeartPlace.  Specific description of Protected Health Information to be accessed, used or disclosed:  Prescription drug 

information, including patient medication history data, maintained in the Surescripts electronic prescription data system. 

Event on which this Authorization will expire:  One year 

I understand that I may refuse to sign this Authorization, and that my health care treatment will not be conditioned upon 

signing this form.  I also understand that my Protected Health Information is subject to redisclosure to the authorized 

recipient of the Protected Health Information pursuant to this Authorization.  I understand that I may revoke this 

Authorization at any time by notifying HeartPlace in writing, but if I do, it will not have any effect on any actions 

HeartPlace or Surescripts took before it received the revocation of this Authorization.  I understand that I may see and 

copy the Protected Health Information described on this Authorization, if I request to do so in writing.  I understand that I 

will receive a copy of this Authorization after I sign it.   

Will HeartPlace or any of its providers receive financial or in-kind compensation in exchange for using or disclosing the 

health information described above?  Yes___  No__X_ 

________________________________________________ ____________________ 

Signature of individual or individual’s representative Date 

________________________________________________ ____________________ 

Printed name of individual’s representative Relationship to patient 

________________________________________________ ____________________ 

Witness        Date 

* YOU MAY REFUSE TO SIGN THIS AUTHORIZATION *

5



J. DOUGLAS OVERBECK, MD, FACC

701 Tuscan Drive, Suite 205 
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NEW PATIENT QUESTIONNAIRE 

Patient Name: ____________________________________   Pharmacy: ____________________________________________ 

Primary Care Physician: _____________________________  Previous Cardiologist:___________________________________  

Have you been hospitalized in the past for any heart related problems? ____________________________________________  

If yes, then what hospital? ________________________________________________________________________________  

PAST MEDICAL HISTORY 

❑ Yes ❑ No Heart Disease ❑ Yes ❑ No Gastrointestinal
❑ Yes ❑ No Diabetes ❑ Yes ❑ No Kidney Disease
❑ Yes ❑ No High Cholesterol ❑ Yes ❑ No Stroke, TIA
❑ Yes ❑ No Hypertension (high blood pressure) ❑ Yes ❑ No Bleeding disorder
❑ Yes ❑ No Lung Disease ❑ Yes ❑ No Liver Disease
❑ Yes ❑ No Pacemaker/Defibrillator ❑ Yes ❑ No Heart Attack

Other (please specify): __________________________________________________________________________________  

_____________________________________________________________________________________________________ 

PAST SURGERIES (including Cardiac Stents, CABG, Pacemaker/ Defibrillator) _______________________________________ 

_____________________________________________________________________________________________________ 

PRESENT MEDICATIONS (including dosage & frequency) Do you take Aspirin daily? _________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

MEDICATION ALLERGIES (including iodine, latex, IV dye, & shellfish) _____________________________________________  

_____________________________________________________________________________________________________ 

FAMILY HISTORY OF CARDIAC DISEASE (please specify) _______________________________________________________ 

_____________________________________________________________________________________________________ 
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NEW PATIENT QUESTIONNAIRE 

Marital Status: ❑ Single
❑ Married
❑ Divorced
❑ Separated
❑ Widowed
❑ Other________________________

Tobacco Use: ❑ Never
❑ Current

_____ Months/Years
_____ Packs Per Day

❑ Stopped, ___________ (Date)
❑ Social Smoker
❑ Chewing Tobacco
❑ Nicotine Dependent
❑ Wish to stop
❑ Attempted to stop

Exercise: ❑ None
❑ Walk
❑ Run
❑ Aerobic Other: ______

Alcohol Use: ❑ Never
❑ Current, ______ Months/Years
❑ Stopped, __________ (Date)
❑ Social Drinker
❑ Moderate Drinker




