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PHYSICIAN: MW

BEING SEEN TODAY
LOCATION: DATE:

Privia MebpicaL Grour NortH TEXAS

D . PATIENT REGISTRATION INFORMATION
If Patient cannot be billed for these services (for example, minor chilgren), please complete RESPONSIBLE PARTY SECTION balow as well
as this patient re registration information section.

Social Security #: Driver's License #__ State:
MM oD YY
Name: o A SMDWO
LAST FIRSY M BEX DATE OF BIRTH AGE MARITAL STATUS

Address: { )

MAILING ADDRESS APARTMENT Ciry &7 Fit HOME PHONE
Alt/Celf Phone: ( } Day Phone: ( )} Email:
Race Languape Ethnicity [ Bispanic/Latin (3 Non Hispanic/Latin
Full-Time Part-Time Retired Unemployed Student Employer's Name:

EMPLOYMENT STATUS (PLEASE CIRSLE ONE) or Schoot
Employer's Address:
"MAILING ADDRESS CITY ST ZIP

Ocoupation:

Emergency Comact: (Please indicate a fiiend or refative not living at the same address.)

NAME RELATIONSHIP EMERGENCY CONTACT #
'RESPONSIBLE PARTY AND BILLING' INFORMATION o :
P&ﬂenf is mspans;b!e unless & mmar ch:!d or guardian. RESPONSIBLE FPARTY SECTION rmust be completed.

Patient Relationship to Responsible Party:  Chitd Other Resp. Parly S5 #
SPECHEY
MM DD YY
Name: o U S SMDWO
LAST FIRST Mt 5EX DATE OF BIRTH  AGE MARITAL STATUS
Address: { )
MAILING ADDRESS ABARTMENT CITY 5T Zip HOME PHONE
Full-Time Pard-Time Refired \nemployed Student Employer's Name:
EMPLOYMENT STATUS (PLEASE CIRCLE ONE) ar School
Employer's Address:
MAILING ADDRESS cITY 5T 2P
Qccupation: { ) { )

WORK PHONE EXT
QTHER PATIENT INFORMATION S ‘ '

Spouse’'s Name: Employer:
s i . Bpouse's Work Phone: { } ( }  Occupation;

DATE OF BIRTH EXT
‘ PRIMARY INSURANCE
Flease compiete the information below and provide a copy of the insurance card.

Insurance Company: . Address: .3
STREET or PO, BOX PHONE

Co-Pay Amount: (if applicable)

ciTY 8T P
Primary Care Physician:
Policy Holder; e / £

LABT EIRST vl SEX DATE OF BIRTH S5 7
Patient Relationship to Insured Party: Self___ Spouse_ Chitd____ Other
(SPECIFY}
Errployer's Name:
INSUREDS 1D GROUP NAME AND/OR NUMBER

Address:

THEEAPO2 STREET ' crTy aT 7P
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_ . SECONDARY INSURANCE
Plgase complete the information below and provide a copy of the insurance card,

Insursnce Company; Address; { J
STREET or B0, BOX PHONE

Co-Pay Amuount: {(if applicable)

oITY ST zip
Primary Care Physician;
Poticy Holder: . — ! {

LAGT FIRST M BEX DATE OF BIRTH 55#
Patient Relationship fo Insured Parly: Self  Spouse_ Child Other
(SPECIFY)
Ermployer's Name: .
INSUREDS ID GROUP NAME ANDNOR NUMBER
Employer's Address:
STREET cITY ST zZIp
WORKER'S COMPENSATION

Worker's Compensation insurance Name: Adj.
Address: City: State Zip " Phone
Clairn #: Dol
What Emplover:

ACCIDENT INFORMATION

Was this the result of an accident? __ Yes No Where did itoscuwr? _ AtWork  ___ Auto Accident  ___ Other

Date of Accident Have you reported this injury to your employer? ___ Yes Mo When

Describe accident briefly:

Do you have an afforney representing you? ___Yes __ No Who is the attorney?

REFERRAL INFORMATION

Who referred you? Address: Fhone:
Family Physician Address: Phone:

. 'ASSIGNNIENT OF BENEFITS/RELEASE OF INFORMATION/NOTICE QOF PRIVALY PRACTICES/APPOINTMENT OF AUTHOR

IZED REPRESENTATIVE

PLEASE READ

Privia Medical Group North Texas (PMG), and its physicians are committed 1o securing the privacy of your health
information. Accord-ingly, we have posted our “Notice of Privacy Practices” in the reception area. You are not requirad to read this notice,
However, we would like your acknowledgement that you have been advised that PMG has such a Nofice of Privacy Practices,

I hereby assign, transfer and set over to PMG, all of my rights, title and interest to my medical reimbursement benefits
under my insurance policy. | authorize the release of any medical information needed to determine these benefits, including medical, surgical
psychiatric and/or substance abuse (drug or alcohal) information. This authorization shall remain valid uniif written notice is given by me
revoking said authorization.

L]

§ understand that this order does not relieve me of my obligation to pay such bills if not paid/coveredfound medically
necessary by my commercialthird party/govemment plan or insurance company, | am also financially responsible for any balances due
after paymerds by my insurance comparny.

I appoint PMG to act s my authorized representative in requesting an appeal from my insurance plan regarding its denial
of services or denizat of payment,

All charges are due at the fime of service. If surgery is indicated, | am responsible for furnishing insurance claim forms to
the office prior to surgery,

FATHENT BIGNATURE DATE WATHESS SHENATURE DATE
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PANIENT HISTORY
NAME: DOB: DATE:
AGE: SEX: M/F HEIGHT: WEIGHT:
List doctors you currently see. PATIENT PHARMACLY INFO
NAME
ADDRESS
PHONE
*REASON FOR VISIT:
LIST DRUG ALLERGIES;
ARE YOU ALLERGIC TOLATEX? YES NO IODINE? YES NO

SURGERIES

PRESCRIPTIONS & OVER THE COUNTER MEDICATIONS

HAVE YOU HAD?

HIGH BLOOD PRESSURE
HEART ATTACK

STROKE

SEIZURE

DIABETES

CANCER (TYPE }
REFLUX

ARTHRITIS

[P O ———
P ——————-
o ————.
e
P i——
A

TOBACCO

NEVER

FORMER, age/year quit
CURRENT

Cigarettes per day

Chewing

Cigars/Pipe

NO

A
——————
P ———
TP SR
[OPRRFRF o
B —— ]
PETUR———

ASTHMA

YES NG

HEPATINS {TYPE )

HIV/AIDS

BLEEDING TENDENCY
THYROID CONDITION
KIDNEY DISORDER (DIALYSIS)

DEPRESSION
ANXIETY

LCOHOL
NEVER

T
e P ——
ALk A,

b,

I

FORMER, agefyear quit
CURRENT

Amount

Family History-List any diseases that run in your family (please be specific to which family member.)

Exarnple: Maternal grandmother-Cancer, breast

Father-High blood pressure, diabetes

Patient Signature;




NAME:
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CONSTITUTIONAL

CHILLS

FATIGUE

FEVER

NIGHTS SWEATS
WEHKHT GAIN
WEIGHT LOSS

HEENT

EAR PAIN

NASAL DRAINAGE
SINUS PRESSURE
SORE THROAY

RESPIRAYORY

CHRONIC COUGH

TB EXPOSURE
SHORTHESS OF BREATH
WHEEZING
CARDIOVASCULAR

CHEST PAIN

CALF PAIN W/WALKING
LEG OR ANKLE SWELLING
PALPITATIONS

DEEP VEIN THROMBOSIS
PULMONARY EMBOLUS

NEUROLOGICAL

DIZZINESS

HAND/FOOT NUMBNESS
HAND/FOOT WEAKNESS
SEIZURES

METABOLIC/ENDOCRINE

COLD INTOLERANCE
HEAT INTOLERANCE
POLYDIPSIA/excessive thirst

HEMATOLGIC/LYMPHATIC

EASY BLEEDING
EASY BRIUMSING
CIRRHOS515 OF LIVER

**+COLONOSCOPY?

NIRRT

NO

DOB:

GASTROINTESTINAL

ABDOMINAL PAIN
BLOOD N STOOL
CHANGE IN STOOLS
CONSTIPATION
DIARRHEA
HEARTBURN
NAUSEA

VOMITING

GENITOURINARY

DYSRURIA/ painful urination
HEMATURIA/blood in arine
POLYURIA/excessive urine
URINARY FREQUENCY
URINARY RETENTION
5LOW STREAM

MUSKULOSKELETAL

CHRONIC BACK PAIN

JOINT PAIN

JOINT SWELLING/ARTHRITIS
MUSCLE WEAKNESS

NECK PAIN

PSYCHIATRIC
ANXIETY
DEPRESSION
INSOMNIA
INTEGUMENTA
BREAST DISCHARGE
BREAST LUMP
MOLE CHANGES
RASH

SKIN LESIONS
REPRODU

VAGINAL DICHARGE
ABNORMAL PAP

** A MAMMOGRAM?

BREAST/SKIN

WOMEN ONG
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DR;_GRUDUP _

YES NO
YES NO
YES NO
YES NG
YES NO
YES NO
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Privia Medical Group North Texas
HIPAA Authorization for Release of Patient Health Information

In general, RIPAA {Health Insurance Portability & Accountability Act) gives patients the right te request the uses and
disclosures of their protected health information (PHI). The patient is also provided the right to request confidential
communications, or that a communication of PHI be made by alternative means, such as sending correspondence to
the individual's office instead of home, This information will remain in effect until revoked in writing, exceptio the
extent that action has already been taken.

1 wish to be contacted in the following manner {check all that apply):
{3 Home or Cell Phone:
O OK to kave a message with detailed information
O Leave name and doctor with call back number only
[J Work Telephone:
QO OK to kave message with deailed information
Q lLeave name & doctor with call back number only
[J When unable to contzct me by phone, a written communication
may be sent to my home address.

[0 Other:
i consent and authorize the rekease of NORMAL test resuits to the following:
L3 Only Myself
3 Telkphone Answering Machine/Voice Mail
3 My spouse:
L} My chiklren:
{1 My parents:
[} Other: _—
t consent and authorize the rekase of ABNORMAL test results to the follbowing:
[ Only myself
[1 Telephone Answering Machine/Voice Mail
0 My spouse:
{J My children:
I1 My parents:
1 Other:
I consent and authorize your office or a facility on my behalf, to conduct benefit verification
services,
3 Yes
O No

1 hereby give my physician permission to discuss all diagnostic and treatment details with my other
physician(s) and pharmacist{s) regarding my use of medications prescribed by my other
physician(s).

1 Yes

1 No

ADVANCED DIRECTIVE
Do you have an advanced directive (Living Will}?

3 Yes

3 No
Patient Signature (Must be an adult 18 yrs or 6¥iar) Date
Print Name | Birthdate

THCIHP220
REVISED 09/2016
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Acknowledgement of Review of
Notice of Privacy Practices

I have reviewed this office’s Notice of Privacy Practices, which explains how my
medical information will be used and disclosed. I understand that I am entitled to
receive a copy of this document.

Signature of Patient or Personal Representative

Date

Name of Patient or Personal Representative

Description of Personal Representative's Authority

THCHIPS4A
REVISED 09/2016



