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UPCOMING MEMEMBERSHIP
MEETING
All Meetings Mattison’s Riverside Grill—6:00 pm

Aug 30, 2011
“Legislative Update from FMA
John N. Katopodis, MD
FMA Chair of Legislation

Thank you Sponsor:

OFFICE SPACE FOR RENT
1500 sq. ft. Medical / Professional Office for Lease

Across from Blake Hospital - Bradenton
Tanglewood Professional Center
4 exam / treatment rooms
Large lab
Private office with bathroom & shower
and private entrance
Large front office area with 4 work stations
Nice size waiting room
1 staff restroom
1 public restroom
storage rooms
lots of built-ins and cabinets

Call John Demetree 941-705-7005

Nov 29, 2011
“10 tips to lower your practice
overhead and increase your earnings & Year End Tax Tips”
Kathy Hargreaves,
CPA/CFP
Thank you Sponsor:

Bowes Imaging
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Letter from the Editor
John Ayres, MD
Orthopedic Surgeon
Coastal Orthopedics

OBESITY

In a study done by Robert Post, M.D. at the Medical University of South Carolina, they found that if patients are
told by their doctors that they are overweight or obese, they are more likely to see themselves that way and are
more likely to want to lose weight and to try to lose weight. The study was prompted by an observation that he
noticed in his own practice that “there are a lot of patients who are not aware of their own weight status." Post's
observation has been borne out by previous research. Post and his colleagues determined that patients who were
told by their doctors that they were overweight were eight times more likely to perceive themselves this way,
compared with patients who were not informed of their weight status. Obese patients were six times more likely
to make the connection, the study found. What's more, overweight patients were eight times more likely and
obese patients five times more likely to state that they wanted to lose weight, and more than twice as likely to
have tried to shed pounds if their physician had talked to them about the issue. The bad news was that fewer
than half of people with a body mass index (BMI) of 25 or more (25 is the low end of overweight) said their
physician had talked to them about their weight.
In a second study, 457 patients in the Netherlands with a body mass index of 25 to 40 were randomly picked to
get lifestyle counseling from a nurse practitioner (involving both in-person visits and telephone consultations) or
"usual" care from their general practitioner. The study found that counseling by a nurse practitioner or "usual
care" from a family physician helped overweight patients maintain their existing weight, without gaining more
weight. Sixty percent of participants in both groups stayed at a steady weight over a follow-up period of three
years.
Patients are more likely to lose weight when physicians tell them they are overweight and advise weight loss.
Despite this, fewer than half of overweight patients and less than 2/3 of obese patients say they have been told
by their physicians that they are overweight. The current obesity epidemic has made higher weights and larger
sizes seem more normal. Patients who don't perceive their weight accurately also don't recognize the health
risks, so physician intervention is a key component to encouraging weight loss and lower risk of disease.
Data from the 2005-2008 National Health and Nutrition Examination survey (which looked at 7,790 patients)
found that overweight and obese patients who were not told by their physicians to lose weight, continued to consider themselves to be of normal weight. Of the overweight subjects (BMI>25), only 45% reported their physicians told them. Those that were told by their doctors were much more likely to identify themselves as overweight than those were not informed. They also reported they wanted to lose weight and attempted to do so.
So we have an opportunity here to influence patient behavior, but physicians are letting it pass. Why is this? The
study did not assess why physicians fail to identify patients as overweight and obese (BMI>30). Here are some
possible reasons:
● Physicians think patients already know it and it won't make a difference.
● Physicians think the patient lacks motivation to change.
● It takes too much time in the office to address lifestyle changes, weight and diet.
● Physicians think the patient might be insulted.
● The doctor might be fat and feel personally embarrassed to bring it up.
● Physicians have no training in weight management and how to lose weight.
●The doctor has no advice to give.
The fattening of our population is one of the biggest health risks we face. Our health system will surely collapse
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if we don't get a grip on the potential increase in diabetes, heart disease and joint disease from the
collective weight gain of Americans. When you look at groups of kids and teens, you can see that
this is a problem than we can no longer ignore.

EMR VENDORS & INTERFACING WITH YOUR LOCAL HIE
Dane Gass, Executive Director
While there is a major initiative in motion to implement an EMR, many practices are limited to the information that
they receive from the 300+ EMR software vendors that solicit them. The purpose of an EMR is to facilitate electronic patient records within an entire healthcare community. Think of HIE as a utility company in the middle of all
healthcare providers in a community. The Gulf Coast HIE is the entity that will interface with your EMR, Practice
Management Software, RIS, and LIS to enable your practice to communicate with the rest of the healthcare community.
Interfacing with the Gulf Coast HIE is becoming easier as EMR vendors agree to integrate the HIE into their software. We are beginning to see a trend as EMR vendors are interested in reducing their time to complete these interfaces. This has inherent advantages to physicians and vendors alike. EMR vendors get the advantage of doing one interface into their software that can easily be
replicated. Since their resources are limited, a one-time integration means that individual interfaces do not have to be developed for
every physician practice that wants to purchase their software. Keep in mind, there is still an interface fee with the HIE because
testing must be done to ensure data is transmitted accurately and effectively to the healthcare community.
Some important considerations are:

1. Joining your local HIE before implementing EMR is widely considered the easiest and smoothest way to a
fully electronic office.
2. You DO NOT need an EMR to join the HIE.
3. The HIE will interface with all EMR’s software vendors that are capable of exchanging data through national
standards.
4. Your EMR vendor will charge an interface fee to connect to the HIE. These fees can vary substantially and it
ALWAYS wise to discuss this with your sales representative before signing a contract. Be sure to get it in
writing!

Please contact Dane Gass, Executive Director of the Gulf Coast HIE to learn more about joining.
Phone: (941) 755-7923
e-mail: Dane@ManateeMed.org
Don’t forget to ask about out Limited Membership!
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MEANINGFUL USE: FACT SHEET FOR PHYSICIANS
Meaningful Use
The Health Information Technology for Economic and Clinical Health (HITECH) act for 2009 provided for
Medicare and Medicaid incentive payments to health care professionals and hospitals that adopt electronic
health record (HER) technology and use it to achieve “meaningful use”.
On July 13, 2010 the US Department of Health and Human Services (HHS) released standards that outline
what goals physicians, hospitals and providers must meet in order to qualify for Medicare or Medicaid incentives and to be considered meaningful users of health information technology.*(See Summary)
Meaningful user requirements will be phased in over three stages. Stage I (January 2011-2013) focuses on collecting data in coded formats; implementing clinical decision support tools; reporting clinical quality and public health data; and tracking conditions and coordinating care. Stages II and III are in development.
Inpatient and emergency room department physicians are not eligible for the Medicare incentive payments nor
are the majority of inpatient physicians eligible for the Medicaid incentive payments.
Physicians can elect to participate in either the Medicare or the Medicaid incentive programs. They can make a
one-time switch from one program to the other, after their initial choice.
Incentive Program: Medicaid
To be eligible for Medicaid incentive payments, estimated at $42,500 to $63,750 over six years, the provider
must annually meet patient volume thresholds (20-30%, depending on practice and provider type) and demonstrate meaningful use. During the first year, a physician may qualify for an incentive payment by simply demonstrating that they have adopted, implements, or upgraded a certified EHR. In the second year they must
demonstrate meaningful use, as defined by state and federal agencies, for a continuous 90-day reporting period
to qualify for payment.
Incentive Program: Medicare
Eligible physicians can elect to participate in the Medicare incentive program. To qualify for payment in year
one, practices must report on “meaningful use” for a continuous 90-day reporting period. In all subsequent
years physicians must meet meaningful use objectives for a full year.
Physicians who demonstrate “meaningful use” will be eligible for reimbursement equal to 75% of their
allowed Medicare Part B charges for covered professional services. For example, a physician with a total of
$20,000 in allowed Medicare Part B charges in 2011 is eligible for $15,000; a physician with a total of
$30,000 in allowed Medicare Part B charges in 2011 is eligible for the maximum amount - $18,000 (not
$22,500.00). In 2015, payment penalties will be imposed on providers who are not using HER technology in a
meaningful way.
First year
provider
meaningful
user

Maximum amount eligible to receive per physician during
calendar year
20
20
20
20
201
20
To
11
12
13
14
5
16
tal

2011

$18K

2012
2013
2014
2015-2016

$12K

$8K

$4K

$2K

$0

$44K

$18K

$12K

$8K

$4K

$2K

$44K

$15K

$12K

$8K

$4K

$39K

$12K

$8K

$4K

$24K

-1%

-2%

$0
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WE CARE MANATEE MAKES A DIFFERENCE!

Not everyone is required to take an oath to give their life to the service of humanity, though all of
us should give of ourselves in some way.
We Care Manatee, Inc. is a local, not-for-profit entity that is fully funded and supported by Manatee County
residents for Manatee County residents. Established to address the increasing need to provide uninsured
County residents with access to examinations and treatment by physicians, We Care Manatee has evolved into
a successful model for other counties.
In 2001, We Care Manatee began coordinating care between local physicians who were willing to see uninsured patients, free of charge, in their offices. Over the years, We Care Manatee has provided over $4 million
in donated care to patients who would otherwise go without. It is the private sector's answer to treating the uninsured without government intervention.
Since 2006, We Care Manatee has been able to offer sovereign immunity to all participating We Care Manatee
providers. Sovereign immunity allows you to practice medicine and treat uninsured patients in a liability-free
environment. When you apply to be a We Care Manatee volunteer physician, you will participate in a physician-friendly program where you set the parameters of your donation--we will find patients you can help based
on your schedule. The program has been structured to minimize the red tape that is often associated with donated care, and we will always work with you to create an environment where you can give back to the community on your terms.
In the words of Dr. John Ayres, a We Care Manatee volunteer physician since 2003, "there are many altruistic
charitable organizations in Manatee County in which I have been proud to participate... We Care Manatee is
unique from these other clubs and organizations because it delivers medical care that can only be furnished by
doctors. We Care Manatee requires the skills of physicians who are committed to the same compassionate
goals and principles that motivated me to become a doctor."
If you are interested in participating or learning more about the We Care Manatee programs, please contact me
at 941-755-3952 x2 or jill@wecaremanatee.org. More information can also be found on our website at
wecaremanatee.org.
Thank you for your time and support of We Care Manatee,
Jill Gass
Executive Director
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Disposition of Controlled Substances Pursuant to HB 7095
Revisions to Section 893.198 Florida Statue, - Prescription Drugs

Rick Scott
Governor
H. Frank Farmer, MD, Ph D
State Surgeon General

Dear Dispensing Practitioner:
The new laws pertaining to pain management clinics and prescription drugs go in effect July 1, 2011.
Within 10 days after the effective date, physicians licensed under chapter 458, 459, 461 or 466, Florida
Statutes, are no longer authorized to dispense controlled substances listed in Schedule II or III, unless
one of the exceptions under s. 465.0276 F.S. are met.
Those exemptions under s. 465.0276 F.S. are as follows:
1.The dispensing of complimentary packages of medicinal drugs which are labeled as a drug
sample or complimentary drug as defined in s. 499.028 to the practitioner's own patients in
the regular course of her or his practice without the payment of a fee or remuneration of any
kind, whether direct or indirect, as provided in subsection (5).
2. The dispensing of controlled substances in the health care system of the Department of
Corrections.
3. The dispensing of a controlled substance listed in Schedule II or Schedule III in connection with the performance of a surgical procedure. The amount dispensed pursuant
to the subparagraph may not exceed a 14-day supply. This exception does not allow
for the dispensing of a controlled substance listed in Schedule II or Schedule III more
than 14 days after the performance of the surgical procedure.
For purposes of this subparagraph, the term "surgical procedure" means any procedure in
any setting which involves, or reasonably should involve:
a. Perioperative medication and sedation that allows the patient to tolerate pleasant
procedures while maintaining adequate cardiorespiratory function and the ability to respond
purposefully to verbal or tactile stimulation and makes intra- and post-operative monitoring
necessary; or
b. The use of general anesthesia or major conduction anesthesia and preoperative sedation.
4. The dispensing of a controlled substance listed in Schedule II or Schedule III pursuant to an approved clinical trial.
5. The dispensing of methadone in a facility licensed under s. 397.427 where medication-assisted treatment for opiate addiction is provided.
6. The dispensing of a controlled substance listed in Schedule II or Schedule III to a patient of a facility
licensed under part IV of chapter 400.
Con’t. pg 11
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Con’t. Disposition of Controlled Substances Pursuant to HB 7095

It is important that you review the new laws and make any necessary practice changes in order to ensure compliance. Failure to comply will be grounds for disciplinary action. The full text of the bill
may be located at the following link:
http://www.myfloridahouse.gov/Sections/Documents/loaddoc.aspx?
FileName=_h7095er.docx&DocumentType=Bill&BillNumber=7095&Session=2011
Pursuant to Section 28 of HB 7095, within 10 days after the effective date of the law, each physician (as referenced above), must ensure that the undispensed inventory of controlled substances listed in Schedule II or
Schedule III is returned to the wholesale distributor or turned in to local law enforcement agencies and abandoned. Returns to wholesale distributors must be made in compliance with the laws and rules adopted under
chapter 499, Florida Statutes.
Upon the effective date of the law, the State Health Officer will declare a public health emergency. The Department of Health will identify dispensing practitioners who purchased more than an average of 2,000 unit
doses of controlled substances listed in Schedule II or Schedule III per month in the previous 6 months, and
identify the dispensing practitioners who pose the greatest threat to the public. On the 3rd day after the effective date of the law, the Florida Department of Law Enforcement or local law enforcement and Department
of Health representatives will enter the business premises of the dispensing practitioners identified as posing
the greatest threat to public health and will quarantine any inventory of controlled substances listed in
Schedule II or III. The inventory will remain in quarantine until it is seized as contraband or deemed to be
lawfully possessed for dispensing. Refusal to allow the Department of Health to enter or inspect an establishment in which drugs are manufactured, processed, repackaged, sold, brokered, or held is a felony of the
third degree.
If a physician violates the standard of practice for prescribing or dispensing a controlled substance as set
forth under the new law, the physician will be suspended for at least 6 months and pay a fine of at least
$10,000 per count. Repeat offenses will result in increased penalties.
To summarize:
 The new law does not make it illegal for physicians to possess and dispense Schedule II and Schedule III
controlled substances as long as one of the above exemptions is met.
 The new law does not limit the ability of physicians to dispense other medications.
Please consider sharing this letter and attached documentation to law enforcement or Department Officials
who may visit the practice after July 1st to enforce the new laws.
xxxxxxxxxx
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MEANINGFUL USE: FACT SHEET FOR PHYSICIANS

Extension Centers
Additionally, HHS established a nationwide network of Regional Extension Centers (RECs) to further assist primary care physicians
in adopting and using certified HER technology in a meaningful way. Florida is divided into four regions. Primary care physicians,
which include family and general practice, internal medicine, ob/gyn and pediatricians should contact the extension center to which
their county is assigned.
Certified Systems
Physicians must also use certified HER technology to qualify for incentive payments. To assure providers that the EHR technology
to qualify for incentive payments. To assure providers that the EHR technology they adopt is certified and will support meaningful
use, HHS established a temporary certification program for EHR technology. CMS has established a temporary certification program
and anticipates the permanent certification program will be established by January 1, 2012.
Summary of Meaningful Use Objectives and Measures *
To qualify as a meaningful EHR user, physicians must meet all of the 15 core requirements and must meet five additional
requirements or their choosing from the menu set.

Topic
Demographics
Vital signs
Problem list
Medication list
Allergies
Smoking status
Communicate to patient
clinical visit summaries
Communicate to patient
test and diagnostic results
E-prescribing

Core requirements/measures of success – Must meet requirements
Record patients’ demographic data as structured data for more than 50% of patients (sex, race, ethnicity,
DOB, preferred language)
Record vital signs as structured data for more than 50% of patients 2 years of age and older
Record at least on current/active diagnoses in problem list as structured data for more than 80% of patients.
Record at least one active medication as structured data in a medication list for more than 80% of patients
Record at least one medication allergy as structured data in an active medication allergy list for more
than 80% of patients.
Record smoking status as structured data for more than 50% of patients 13 years of age and older.
For patients requesting the information, provide clinical summaries (within 3 business days) for more
than 50% of all office visits.
Provide copy of patient’s health information (diagnostic test results, problem list, medication list, medication allergies) within 3 busniess days for more than 50% of all patients requesting the information.

Computer Provider Order Entry
Drug-drug &drug allergy
interactions
Health information exchange
Clinical decision support

Generate and transit electronic prescribing for more than 40% of all permissible prescriptions using certified e-Rx technology.
For more than 30% of patients with at least one medication on their medication list, use Computer Provider Order Entry (CPOE) to order at least one medication.
Enable EHRs functionality to check for drug-drug and drug-allergy interactions for entire reporting period.
Perform at least one test of the EHRs capacity to exchange information electronically with another provider or authorized entity.
Implement one clinical decision support rule and track compliance with the rule.

Security

Conduct or review a security risk analysis, implement updates, and correct security deficiencies.

Quality measurement

Provide clinical quality measure numerator and denominator data in aggregate to CMS or states through
attestation. For 2012 electronically submit measures.

Con’t pg. 21

12

13

UTILIZING EFFECTIVE COMMUNICATION IN YOUR PRACTICE
By the Risk Management Experts at First Professionals Insurance Company

The information below does not establish a standard of care, nor is it a substitute for legal advice. The information and
suggestions contained herein are generalized and may not apply to all practice situations. First Professionals recommends you obtain legal advice from a qualified attorney for a more specific application to your practice. This information
should be used as a reference guide only.

Communication is both a science and an art. It is also a major motivating factor upon which malpractice claims are pursued or prevented. Inadequate, inappropriate or ineffective communication
increases the chances of diagnostic error, non-compliance, poor medical outcome and the likelihood
of being sued. Conversely, effective communication improves diagnostic accuracy, enhances patient decision-making and increases the likelihood of adherence to therapeutic regimens.
Patients frequently sue out of anger after an unexpected outcome. They express a desire to seek
revenge and punish the physician. However, the motivating factors behind the decision to file a suit
often involve a lack of rapport, communication, or personal treatment by the physician and staff toward the patient. Effective communication and rapport with patients are developed skills. They require the same professional approach and degree of learning and practice as the technical aspects
of medicine.
The following are suggested behavioral skills that can lead to improved rapport and communication with patients:
Initial Contact
 Introduce yourself by name
 Make eye contact
 Project a caring attitude
 Relate to the patient as a person, not a clinical condition
 Make physical contact (shake hands, touch arm)
 Ask the patient how he/she wishes to be addressed
 Explain what you will be doing instead of charging in and performing the task
Reword technical medical terms into understandable lay language – adjust your level of explanation to match each patient’s level of understanding
Facilitating Dialogue and Discussions
 Use open-ended questions whenever possible unless the patient is unable to speak
 Ask questions one at a time
 Allow the patient to respond in his / her own terms
 Listen when the patient speaks
 Encourage the patient with verbal facilitation (“Go on…”).
 Encourage with non-verbal facilitation (nodding your head)
 Paraphrase or restate what the patient has said for clarification
● Do not interrupt the patient while speaking
 Identify with and reflect feelings (“You seem worried” or “I had the same thing happen”)
 Avoid paternalistic or authoritarian statements (“Don’t worry, you don’t understand what this is all about” or I know
what’s best for you)
14
• Do not turn your back on the patient while talking with them
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Con’t UTILIZING EFFECTIVE COMMUNICATION IN YOUR PRACTICE
Relation Techniques
 Encourage the patient to ask questions and be willing to explain procedures and answer questions
 Be courteous to relatives and be willing to answer general questions about the patient’s condition without
compromising confidentiality
 Return phone calls promptly
 Give the patient your full attention. Patients resent interruptions
 Respect patient confidentiality even in social situations. Instruct staff on the importance of confidentiality in all
settings
 Accept without judgment a patient’s refusal to follow recommendations. Document, but don’t criticize
 Reprimand staff away from patients and other staff members
 Avoid criticism of another physician’s care to the patient
● Resolve complaints and misunderstandings about care, billing, and other matters yourself before resentment builds
Staff Communication
Establishing good communication and rapport with patients is one of the principles upon which a solid doctor/patient
relationship is built. While much of the clinical communication takes place between the physician and the patient, a substantial portion of the interaction that occurs involves the staff. Staff members are the “patient ambassadors” and play a
significant role in the establishment and maintenance of a positive patient relationship. A staff member is usually the
first person the patient speaks to when making an appointment and the last person the patient sees when leaving the
office. The impression made during these encounters can have a significant impact on how the patient perceives the
practice and the physician.
Staff Communication Risk Management Guidelines
● Greet the patient as soon as possible.
● In the event the patient will have to wait before proceeding to the examination room, tell him/her how long of a wait
you anticipate. For example, "Someone will be with you in about five minutes," or, "I'm sorry but we are running late.
You might have to wait about ten minutes."
● Staff members should introduce themselves when appropriate.
● Make eye contact with the patient you are addressing.
● Ask the patient to explain the reason for the visit.
● Always explain what you are doing. For example, "I'm going to take x-rays now."
● While making small talk, avoid saying comments like, "Don't worry, I'm sure this is nothing."
● Please remember, you may represent the first, last, and most durable impression that the patient has of your
office, and therefore of your physician. You can make it a favorable one by your demeanor.
● Maintain strict confidentiality. Do not discuss any patient's problems outside the office. Even when discussing any
matter pertaining to a patient with one of your staff colleagues, remember to never do so in a public place. Within the
office, do not discuss patient circumstances within the hearing range of other patients.
● Always alert your physician about disgruntled or hostile patients so that the physician may act to investigate and
defuse the situation immediately. Frequently, patients will tell you things that they will not say to the physician. Be
sure to inform your physician of any significant statement made by the patient and express your perceptions of the
patient’s mood and attitude.
● Never give advice beyond your level of competence. Refer to your supervisor or to the physician. If neither is
available, assure the patient of a prompt response and follow through at the earliest possible time after contacting
the appropriate person.
15
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Con’t UTILIZING EFFECTIVE COMMUNICATION IN YOUR PRACTICE
Communication Errors
It is important to remember that the patient may be experiencing a variety of emotions, including uncertainty,
embarrassment, shyness, and fear. When these emotional states exist, it takes very little in the way of real (or
imagined) miscommunication to create a negative environment that could have serious consequences. An inappropriate or unprofessional attitude and/or negative body language, no matter how trivial it may seem at the
time, can be instrumental in triggering a chain of events that leads to patient dissatisfaction. In contrast, a comforting word, an unexpected gesture of kindness, or a simple expression of concern often will engender positive
patient relations and favorable relationships.
Communication Complaints
Complaints can come from a variety of sources, and arise from both actions of commission as well as omission. Furthermore, they can develop from practices or actions that are actually intended to eliminate or reduce
the incidence of complaints. For example, an automated phone system, with multiple prompts which the caller
must follow, could lead to a complaint which indicates “I can’t get the doctor when I need to”. Voice mail issues
could lead a patient to complain “I can’t talk to anybody”. Whatever the source, communications complaints, as
with all complaints, must be dealt with promptly, and the source remedied.
As a means to monitor the communication effectiveness of your practice, periodically query your patients and
obtain their opinions. Identifying potential problems and addressing them before they become significant issues can save you and your staff members a lot of time and energy, and can further enhance your relationship
with your patients.
xxxxxxxxxxxxx

Worker Comp Dividend checks are coming!
From:

Taylor Tollerton, CLU RHU (Taylor@professionalbenefits.org)
Jim Tollerton, CLU ChFC (Jim@ProfessionalBenefits.org)
Professional Benefits, Inc
www.benefitsandplanning.com
PHONE: 957-1310 FAX 366-5170

We are pleased to begin delivering dividend checks (up to 22% refund) to practices who participate
in the Manatee County Medical Society endorsed worker compensation program for the 10th straight
year. Since all worker compensation in Florida (required at four or more employees) is priced the
same, receiving a cash-back dividend is a real bonus. Most checks equal or exceed the cost of
Medical Society membership. With so much regulatory influences on the practice of medicine (and
MORE coming), the value of representation by “organized medicine” at meetings, hearings, and
Legislative sessions, alone is incalculable to busy physicians.
Participating practices should alert your staff that Taylor Tollerton will be there, perhaps accompanied by Executive Director Liz Gatlin, bearing a check!
Dividend checks should also be available at the August 30th Medical Society meeting if they have
not already been delivered to your office. Non-participating practices are welcome to contact Professional Benefits for a proposal and enrollment information.
For further information please contact Taylor Tollerton at Professional Benefits 941/957-1310 or
800/741-5170 or fax the face page of your current worker comp contract to 366-5170. #
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Controlled Substance Prescription Drug Law Now in Effect
By Brent T. Hoard, Esq.
Blalock - Walters

On July 1, 2011, Florida’s new controlled substance prescription drug law went into effect. The new
law will impact a significant number of Florida physicians as it: (i) regulates the ownership and operation of
pain‐management clinics; and (ii) requires any physician who prescribes controlled substance medications to
a patient for chronic nonmalignant pain to register with Department of Health by January 1, 2012, and con‐
form to certain standards of practice. The new law also prohibits a physician or practice from dispensing
Schedule II or Schedule III controlled substances, except in very limited circumstances. Please note that
there are a number of exceptions and exemptions to the above requirements that require careful, fact‐
specific analyses.
In light of the seriousness of the prescription drug epidemic in Florida, the State will be actively and
aggressively enforcing the law. On Tuesday, July 5, 2011, Florida Attorney General Pam Bondi joined agents
from the Florida Department of Law Enforcement, the Department of Health, and Regional Drug Enforce‐
ment Strike Forces to conduct surprise inspections of physicians’ offices. In the “sweep for compliance,” the
agents visited physicians’ offices across the State of Florida to ensure compliance with the new prescription
drug law. A copy of the press release is available on the Florida Attorney General’s website.
In order to assist our clients’ efforts to comply with the requirements of the new law, we teamed up
with a leading pain‐management physician to prepare The Compliance Manual for Prescribing Controlled
Substances in Florida. The compliance manual provides a detailed breakdown of the new law, including reg‐
istration requirements, exceptions, exemptions, standards of practice, and much more (please note that the
compliance manual is published by DT & BW Publishing, LLC). We are pleased to announce that the compli‐
ance manual has been endorsed by the Florida Academy of Pain Medicine and the Florida Society of Inter‐
ventional Pain Physicians. If you would like more information about the manual, or if you are interested in
purchasing the manual, please visit www.painmanual.com. If you have questions about the new law, please
contact Brent T. Hoard or another attorney in the Blalock Walters health care practice group.
xxxxxxxxxx

2012 PHYSICIAN DIRECTORY
INFORMATION COMING SOON!
DON’T MISS OUT ON AN ADVERTISING OPPORTUNITY &
BEING FEATURED IN THE 2012 PHYSICIANS DIRECTORY!
MORE TO COME……………….
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MEANINGFUL USE: FACT SHEET FOR PHYSICIANS

Topic

Menu set/measures of success – Select five from menu set

Drug formulary

Access at least one internal or external drug formulary check system and implement for the entire reporting period.
Incorporate more than 40% of clinical laboratory test results into the EHR as structured data (positive/
negative or numerical results).
Generate at least one list of patients with a specific condition for use in quality improvement, reduction
of disparities, research, or outreach.
Identify and provide at least 10% of patients with patient-specific education and resources.

Clinical laboratory test
Patient registries
Patient education
Medication reconciliation
Care transitions
Immunizations
Public health surveillance
Patient reminders
Patient electronic access

Perform medication reconciliation for more than 50% of transitions between care settings.
Provide a summary of care record for more than 50% of patients referred to or transitioned to another
provider or setting.
Perform at least one test of immunization data submission and follow up submission to electronic immunization registry or database.
Perform at least one test of syndromic surveillance data submission and follow up submission to public
health agency.
Send reminders for follow up and preventive care to more than 20% of patients 65 years of age or
older or 5 years of age and younger.
Provide more than 10% of patients who request it electronic access to their health information within 4
days of information being entered into the electronic health record.
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WELCOME NEW MEMBERS
Sean Castellucci, MD
Urology Partners
941-792-0340

Manuel Gonzalez, MD
Heart & Vascular Center
941-761-4448

Brian Foster, MD
The Eye Associates
941-792-2020

James Leiber, DO
Bradenton East Integrative Medicine

Santhosh Mathews, MD
Bradenton Cardiology Center
941-748-2277

William Tontz, MD
Coastal Orthopedics & Sports Medicine

941-792-1404

941-727-1243
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individual member……..the strength
of each members is in the team!
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My Legislative Community

Governor Rick Scott (R)
Office of the Governor, The Capitol
400 S. Monroe Street
Tallahassee, FL 32399-0001
(850) 488-4441
Fax: (850)487-0801
Email: request@eog.myflorida.com

U.S. House of Congress

Congressman Vern Buchanan (R)
District 13, covers Manatee, Sarasota, Hardee, Desoto, and Charlotte
counties.
Local Address: 235 N. Orange St., Suite 201,Sarasota, FL 34236
(941)951-6643, Fax: 641-951-2972
Washington Address: 221 Cannon,, Washington, DC, 20515
(202)225-5015, Fax: (202) 226-0828
http://www.buchanan.house.gov/contact.shtml

U.S. Senators

Senator Marco Rubio ( R-FL)
United States Senate
B40A Dirksen Senate Office Building
Washington, DC 20510
Phone: (202) 224-3041
Fax: (202-228-0285)
Tampa (813) 977-6450

Senator Bill Nelson (D-FL)
Tampa (813) 225-7040
Washington Address: 716 Hart Senate Office Building,
Washington, DL, 20510
Phone: (202)224-5274, Fax: (202)228-2183
Toll Free: 888-671-4091 Tampa: 813-225-7040
Email: www.billnelson.senate.gov

State Legislatures

State Senators

Representative Jim Boyd (R)
District 68, cover western portion of Manatee County
Local Address: 717 Manatee Avenue West, Suite 100
Bradenton, FL 34205
(941) 708-4968, Fax: (941)708-4970
Tallahassee Address: 1102 The Capitol, 402 South Monroe Street,
Tallahassee, FL 32399-1300
(850)488-4086

District 21, covers parts of Charlotte, Desoto, Lee, Manatee and Sarasota Counties.
Local Address: 3653 Cortez Road West, Bradenton, FL 34210
(941) 727-6349
FAX: (941) 727-6352
Tallahassee Address: 216 Senate Office Building, 404 South Monroe
Street, Tallahassee, FL 32399-1100
(850) 487-5078, Fax: 800-500-1239
Email: bennett.mike.web@flsenate.gov

Representative Greg Stuebe (R)

Senator Nancy Detert (R)

District 67
Local Address: 5800 LWR Blvd S. , Sarasota, FL 34240
(941) 907-2810
Tallahassee Address: 1102 The Capitol, 402 South Monroe St.
Tallahassee, FL 32399-1300
(850) 488-6341,

Representative Ray Pilon (D)
District 69, covers southern Manatee, University Parkway, Sarasota
Local Address: 1660 Ringling Blvd, Suite 310-311,
Sarasota, FL 34236
(941) 955-8077
Tallahassee Address: 1101 The Capitol, 402 South Monroe Street,
Tallahassee, FL 32399-1300
(850) 488-7754

Senator Mike Bennett (R)

District 23, covers parts of Charlotte, Manatee and Sarasota Counties
Local Address: 1521 Tamiami Trail #303, Venice, FL 34285
(941)486-2032, District wide: (888) 349-3042
Fax: (941)486-2050
Tallahassee Address: 412 Senate Office Building, 404 South Monroe
Street, Tallahassee, FL 32399-1100
(850) 487-5081, Fax: 850-487-5406
Email: carlton.lisa.web@flsenate.gov

Senator Arthenia Joyner (D)
District 18, covers parts of Hillsborough, Pinellas and Manatee
Local Address: 508 W. Dr. Martin Luther King Jr. Blvd
Tampa, FL 33603-3415
(813) 233-4277
Fax: (813) 233-4280
Tallahassee Address: 224 Senate Office Building,
404 South Monroe Street, Tallahassee, FL 32399-1100 23
(850)487-5059 Fax: (888)263-7871
Email: joyner.arthenia.web@flsenate.gov
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