
Name:

Genderr:

Home #:

Addreris:

Employer.

May we

Whom mil ryve thank for referring you?

E rcontact:

Nearerst nd not living with you:

Who is re ble for this bill?

I agree and
servr@s
thebestoimy

Pharmacy:

Dentist:

Pleaser lis,t

call on you
with RESLf

Name:

TS.

$hR\
502 North Valley Parkw?y, Suiter 1

Lewisville, Texas 75067

Date of Birth: SS#:

Ethnicity: Preferrecl Language:

Cell #: (_) _ Emiail:

a message at home or work in reference to appointnrents?

Phone #:

Phone #:

Phone #:

Phone #:

that regardless of my insurance status, I am ultimately responsible for the balance of my account for any
I have read all the information on this sheet and completed the above information. I certify this information is true and

. I will notify you of any changes in my status of the above information.

relatives/friends who may have access to your medical file, or who we
behalf. Also please list at a number were we are able to LEAVE A MESSAG

lRelationship:

Datel:



502 North , Suite
Lewisville, Texas 75002

Itlame: Date of Birth:

Pharmacy lrlamel and lrlumber:

t-ist all currernt medicatir:ns and doses:

Do you have an)r allergies?

lVhen vyas your last flu rshot? Pneumonia shot?

Yes
Diabeters
f{yperternsion
Sitroke
Fleart Attar:k
Inregular Heiart lBeat
Leg Crermps
Joint Problems;
Siwelling
Eichocardiogranr
Cardiac Cathe'br
Gall bladder
Elalloon Angioplasty
Fleart Surglc.ry
Pacemaker
F lexible Sigt rnoirJoscop'y/Colonoscopy
[\4ammclgrianr
Frap Snrear
Elone Dens;ity

Do you har/e any other rnedical problems not listed above?

Risk Factors

Flave you ever had your cholesterol checked? Yes __No. lf yes, what was it?
Elo you smoke? ____Yes_No. lf yes, packs per day, for
ls there any' hislory of freart disease in your family?
family membref Ehd corrdition:

Yes, Prlease listYes



502 N. VALL
LEWISVILL

I hereby aruth<lri:z,e the physicians and/or nursing ptaff o rm inje
have no known :rllergiels to the medicine/s lam i$ceivin compl
'which include,, bultare not limited to bleeding, inffction,

Name:

FOR rNJE(lTtQNII

lSignature

FOR PROCEDUFLEIS:

limited to lcleerditrg, infection, and no pain relief.

lSignature Date

FOR ptAGt\O$|Q DGMS:
I hereby authorrizel the physicians and/or technici{ns of Pri-Med Care to perform U

there any postiibility that I am pregnant at this time,, I was notified of any complica
may arise rruithr threse diagnostic exams.

Date

ll hereby authorize the physicians and/or nursing Ftaff of Pri-Med Care to perform pror
([lesions, l{lD, ancl/or laceration). I was notified of the complications, which include, b

I hereby authorrizel the physicians and/or technici{ns of Pri-Med Care to perform Ultr
lichocardiogramsi, Dopplers, U/S Guided Injectiorjs, ANS and ABls. I am not pregna

{iignature Date

PKWY, STE. 1

, TX 75067

s). I

tions,

s)
are not

ds,
is

that



fihN-
502 N. VALLEY PKWY, STE.

LEWISVILLE, TX 75067

PATIENT CONSENT FORM

I understand that, under the Health Insurance Hortability & Accountability Act of 1996
(HIPAA), I ha'ue certain rights to privacy regarding my protected health information. l
understand that this information can and will be used to:

. Conduct, pletn anrd direct my treatment and folfow up among the multiple healthcare
providers who may be involved in the treatment direcfly and indirecfly.
o Obtain payments from third party payers.
o Conduct norrmal healthcare operations such a$ quality assessments and physician
certifications,

I have been irrformed by you of your Nofice of Privacy Practices containing a more com
description of the uses an<l disclosures of my hpalth information. I have been given the
to review suc;h Nofiice of Privacy Practices prior to signing this consent. I understand
organization has the right to change its Nofice qf Privacy Practices from time to time
I may contact this clrganization at any time at the address below to obtain a current copy
the Nofice of Privacy Practices.

I understand that I may request in writing that yqu restrict how my private information is
of disclosed to carry out treatment, payment or heafth care operations. I also understan you
are not requirtld to agree to my requested restriptions, but if you do agree then you are
bound to abidr-. by r;uch restrictions.

I understand tlhat I rrnay revoke this consent in rnfriting at anytime, except to the extent th
you have takres actiion relying on this consent.

Patient name,:

Relationship to the Patient:

Date:

this
that
of



502 N. VALLEY
LEWISV

PKWY, STE. 1

, TX 75067

Please bd advised that there is a g 25.00 cl""NO SHOW". pri-Med Care does iequire 24
appointment.

for all appointments that are con
advance notice to cancel an



Patienrt:

[imployer:

$ignaturer of Policyholder

$hN\
VALLEY PKWY, STE.502

I herelbyr instruct and direr:t
pray b)/ cheok, made out to

lf my c;urrent policy prohibi
you tcl make out check to

Fror ther professional and
me unclerr mv current
profess; ional services renote
BENEF:I S UNDER THIS
iallove-mentirgns6 assignee
rol' saicl professional service

ll also authorize the releasr:
cc)mp€tn!/ adjuster or

I eruthoniz:e the doctor to
reason on ffir/ behalf.

Date this day of
Dal/

]SVILLE, TX 75067

Claim Group.

SS# IID#:

nd mailed to:

PRI.MED CARE +

Insurance Company to

502 VALLEY PKWY, STE.
SVILLE, TX 75067

direct payment to the doctor, I hereby instruct and direr:t
r and mail it as follows:

502 . VALLEY PKWY, STE. 1

EWISVILLE, TX 75067

ical expense benefit allowable and othenryise payable rto
)9 p_9lic_y as payment towards the total charges for the

I have agreed to pay, in a current manner, any llalance
ges over and above this insurance payment.

.any.information pertinent to my case to any insurernce
involved in this case.

. ''rHIS IS DIRECT ASSIGNMENT OF MYhIGHI"S AND
lGY. This payment will exceed my indebtedness to the

a complaint to the Insurance Commissioner for arny


