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Allergy, Asthma & Immunology Center (AAIC), PLLC.

SRIVIDYA SRIDHARA, MD

623 W FM 544, Suite #104

8080 Independence Parkway 
Suite #150

Murphy, TX 75094


Plano, TX 75025


Phone: 972-521-3366

Phone: 972-521-3366

Fax: 972-422-5656


Fax: 972-422-5656


	PATIENT INFORMATION 
Date


	

	Name:
	     
	
	Marital Status:

	Address:
	     
	
	 FORMCHECKBOX 

Married

	City:
	     
	State:
	  
	Zip:
	     
	
	 FORMCHECKBOX 

Single

	Email Address:
	     
	
	 FORMCHECKBOX 

Divorced

	Date Of Birth: 
	     
	Sex:     FORMCHECKBOX 
 Male      FORMCHECKBOX 
 Female
	
	 FORMCHECKBOX 

Separated

	Social Security Number:
	     
	
	 FORMCHECKBOX 

Widowed

	Best Phone #:
	     
	Alt Phone #:
	     

	Work Phone #:
	     
	Alt Phone #:
	     

	Employer
	
	
	

	

	FINANCIAL RESPONSIBILITY 

(Section II) 
(PERSON FINANCIALLY RESPONSIBLE FOR PATIENT NAMED ABOVE)
	 FORMCHECKBOX 

	CHECK HERE IF “SELF” 

	

	Name:
	     
	
	Relationship:

	Address:
	     
	
	 FORMCHECKBOX 
 Spouse

	City:
	     
	State:
	  
	Zip:
	     
	
	 FORMCHECKBOX 
 Parent

	Email Address:
	     
	
	 FORMCHECKBOX 
 Legal Guardian

	Date Of Birth: 
	     
	Sex:     FORMCHECKBOX 
 Male      FORMCHECKBOX 
 Female
	
	 FORMCHECKBOX 
 Other (Specify) 

	Social Security Number:
	     
	
	     

	Home Phone #:
	     
	Cell Phone #:
	     

	

	EMERGENCY CONTACT



	Contact Name:
	     

	Relationship:
	     

	Contact Phone #(s):
	     

	


	PHARMACY INFORMATION 



	

	Name Of Pharmacy:
	Zip Code or Street Address:
	Pharmacy Phone:
	Pharmacy Fax:

	     
	
	     
	
	     
	
	     

	     
	​
	     
	
	     
	
	     

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	

	

	

	PRIMARY INSURANCE INFORMATION  
                                                            
(GIVE CARD TO RECEPTIONIST UPON ARRIVAL)

	

	Insurance Company: 
	     

	Relationship to Insured
	

	Phone # for Providers/Eligibility & Benefits:
	     

	Member Number:
	     

	Group Number:
	     

	

	SECONDARY INSURANCE INFORMATION               

(GIVE CARD TO RECEPTIONIST UPON ARRIVAL)

	

	Insurance Company: 
	     

	Phone # for Providers/Eligibility & Benefits:
	     

	Member Number:
	     

	Group Number:
	     

	

	HOW DID YOU HEAR ABOUT US? 



	

	 FORMCHECKBOX 
 Referred by Physician  - Physician’s Name:
	     

	Phone:
	     

	Fax:
	     

	 FORMCHECKBOX 
 Internet Website or Search Engine – Which site did you initially find us on?
	     

	 FORMCHECKBOX 
 Newspaper/Magazine Article Or Ad – Which publication?
	     

	 FORMCHECKBOX 
 Insurance Plan (Check here if you found us thru your insurance plan’s website or in their provider directory.)

	 FORMCHECKBOX 
 Friend or Family Member: 
	     

	 FORMCHECKBOX 
 Other – Please describe: 
	     


	OTHER PHYSICIANS 


	

	Physician Name:
	Physician Phone:
	
	Physician Fax:

	     
	
	     
	
	     

	     
	​
	     
	
	     

	     
	
	     
	
	     


Allergy, Asthma and Immunology Center is now able to communicate with our patients in a more convenient and effective way!

This form is to let us know which form of notifications you consent for us to use. AAIC is not responsible for any charges occurred by your carrier for phone calls or SMS text messages. 

By signing this form you understand the privacy risks of mail, phone calls, and messaging. You hereby authorize a representative of AAIC to communicate with you regarding your health care, including but not limited to, appointment reminders, laboratory results, statements, and other office notifications. You understand that you have the right to rescind this authorization at any time by notifying AAIC in writing. 

· I do not wish to receive any communications from AAIC.

· I consent to be SMS text messaged at the number listed below.

   ______________________________

· I consent to receive phone calls and voice mails to the numbers listed below.

* Preferred number ____________________ □Detailed message  □Brief message only

Secondary number _____________________ □Detailed message  □Brief message only

· I would like to sign up to the patient portal at the e-mail address provided below. 

________________________________________________________________

*Please note, we are unable to send e-mail at this time and use the patient portal for all internet communications. 

_________________________________________________________________

Signature










Date

Insurance and Payment Acknowledgement:

​​​​​ I acknowledge that Allergy, Asthma & Immunology Center (AAIC) will file my insurance claim for me, and that it is my responsibility to know my insurance benefits and that my co-pay and deductible are due at the time of service. I acknowledge that I will be responsible for any outstanding balance that my insurance company does not cover on services rendered. I acknowledge that failure to pay an outstanding balance will result in interest and late fees added to my account.  If I do not make payment arrangements with AAIC, I understand that the outstanding balance will be sent to a collection agency. 

Non-insured patients acknowledge that payments for services rendered are due at the time of service.  If I am unable to pay in full at this time, I will make payment arrangements with AAIC.  

All returned checks will have a $30.00 fee added as well. 

______ By initialing I acknowledge that I have read and understand the insurance and collection practices of AAIC

ASSIGNMENT OF BENEFITS: I hereby authorize the staff of AAIC to release any information required to process this claim and claims for any future treatment unless rescinded by me in writing.  I authorize payment of medical benefits to AAIC for services performed.  I also understand that any and all services (including any procedures and allergy extract) that are not covered by the insurance will be my responsibility.

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES: The notice of Privacy Practice is in your new patient Welcome Packet.  I understand that as part of my healthcare Allergy, Asthma & Immunology Center, PLLC (AAIC) originates and maintains health records describing my health history, symptoms, examination and test results, diagnosis, treatment and any plans for future care or treatment.  I understand that this information is utilized to plan my care and treatment, to bill for services provided to me, to communicate with other healthcare providers and in other routine healthcare operations such as assessing quality and reviewing competence of healthcare professionals and as required or permitted by law without my consent.

The Physician’s Notice of Privacy Practices provides specific information and complete description of how my personal health information may be used and disclosed.  I have been provided a copy of or access to the Notice of Privacy Practices and understand that I have the right to review the notice prior to signing this acknowledgement.  I understand that AAIC reserves the right to change the Notice of Privacy Practices.  Prior to implementation of a revised Notice of Privacy Practices, the revised Notice will be made available to me.  

______ By initialing, I acknowledge that I have been provided and have reviewed the Notice of Privacy Practices dated February 3rd, 2014.

I have completed this form with accurate information.  I have read and understand my obligations and responsibilities.  I acknowledge that I am fully responsible for supplying correct insurance information, and payment of any services not covered or approved by the insurance carrier. 

If a minor, authorized representative of Patient:
_______________________________________                    _______________________________________

Signature




            Patient Name

_______________________________________
             ______________________________________

Date





             Relationship to patient

AAIC FINANCIAL POLICY

Required payments: Please note that the deductible, any out of pocket portions including co-pay and balance on your account are due at the time of service. You will be responsible for any outstanding balance that your insurance company does not cover on services rendered. Failure to pay an outstanding balance will result in interest and late fees added to your account.  If you do not make payment arrangements with AAIC, I understand the outstanding balance will be sent to a collection agency in which case, you will need to pay your unpaid balance plus collection costs.

Non-insured patients acknowledge that payments for services rendered are due at the time of service.

The balance on your statement is due and payable when the statement is issued and is past due if not paid within 15 days. This is an agreement between Allergy, Asthma and Immunology Center, PLLC, as creditor, and the Patient/Debtor named on this form. By executing this agreement, you are agreeing to be financially responsible for all services received.

Charges to Account: We shall have the right to cancel your privilege to make charges against your account at any time. Future visits would then need to be paid at the time of services.

Payment Options: 

1. Balance on your account, your deductible and any out of pocket portions are to be paid at the time of service by cash, check, or credit card. 

2. If financial arrangements are needed, you may speak with our staff member. 

3. If we have to refer your account to a collection agency, 

Insurance: Insurance is a contract between you and your insurance company. Your doctor is contracted with most local insurance plans. However, it is your responsibility to make sure your doctor is a contracted provider with your insurance. It is the insurance company that makes final determination of your eligibility and benefits. Allergy, Asthma & Immunology Center (AAIC) will file your insurance claim for you, and it is your responsibility to know your insurance benefits. You agree to pay any and all portions of the charges that are not covered by your insurance. If your insurance requires a referral and/or precertification, we will assist you, but it is your responsibility to make certain this has been done prior to the date of treatment. Failure to obtain the referral/precertification required by your insurance may result in lower payment coverage by your insurance company. _______
Missed Appointments: Please understand that when you reserve an appointment with our physician, we are making a commitment to your medical care and this prevents another patient from receiving care at that time. To assist all our patients with appropriate access to our physician, we may charge a self-pay fee of $50 for missed appointments and appointments that are cancelled or repeatedly rescheduled with less than 24 hours’ notice. _______

Returned Checks: There is a fee of $30 for any check returned by your bank. You agree to pay this fee, in addition to the amount of the returned check, by cash, money order, certified check, or credit card within 15 days. _______

Divorce: In case of divorce or separation, the party responsible for the account prior to the divorce or separation remains responsible for the account. After the divorce or separation, the parent authorizing treatment for a minor child will then be the parent responsible for the subsequent charges. If the divorce decree requires the other parent to pay all or part of the treatment costs. It is the authorizing parent’s responsibility to collect from the other parent. _______

Waiver of Confidentiality: You understand that if this account is submitted to an attorney or a collection agency or if your past due account status is reported to a credit agency, the fact that you have received treatment here may become a matter of public record. _______

Contracted Lab: It is your responsibility to know which lab your insurance is contracted with in order that we send labs and/or requisitions to the correct lab. _______

COBRA: If at any time during your care your insurance benefits are considered to be COBRA, we need to be notified immediately. You must provide proof of current coverage at each visit, and you will be responsible for payment in full if your insurance company cannot verify the coverage for the dates of treatment. _______

Workers Compensation and Medicaid: At this time, our office does not accept these plans as payment for treatment. _______

Transferring of medical Records: You will need to sign a Medical Records Release to have copies of your medical records sent to another physician or organization. By releasing your medical records, you authorize us to release all relevant information including HIV status. This may include payment history if used for legal purposes. There may be processing fees charged for medical records request.  _______

I have read and understand my obligations and responsibilities.
_______________________________________                    _______________________________________

Signature




            Patient Name

_______________________________________
             ______________________________________

Date





             Relationship to patient

AAIC office policies

We are honored that you chose our clinic for your medical needs and please be assured that we strive to provide you with personalized and excellent health care.  Our emphasis involves providing honest recommendations based on our experience and up-to-date scientific literature. Each patient is given full attention and all attempts are made to respond in a timely manner. Below is helpful information regarding our clinic and our policies. Thank you for your assistance.
Minor policy

In accordance with Texas State Law all patients under the age of 18 must be accompanied by a parent or a guardian.

Appointments and Walk-in Visits

Appointments are scheduled by calling the center number above or by making appointments after your visit.  We prefer that future appointments are made before you leave the office so that we can ensure that we can see you at the requested time by the physician.  For all new patients we request that you arrive at the office at least fifteen minutes prior to your first appointment so that new patient registration forms may be completed. Appointment times are approximate only, as each patient requires individualized attention by the physician and staff for the time period that may be necessary.

Online 

Visit our website where you can find useful information about our office.

You should receive a telephone call from a staff member 24 hours prior to your appointment, thus we ask that we receive a confirmation of your plan to keep your appointment.  If the scheduled appointment cannot be kept, please let us know at least 24 hours in advance so that another patient waiting for an appointment can be seen sooner. If there is a problem between appointments, please call and depending on the severity and urgency of the problem, it can either be handled by telephone or you will need to be seen in the office.

Telephone Calls
The telephone is answered 24 hours a day either directly or with the aid of voice mail.  Calls for prescription refills and other non-emergency problems should be made during regular office hours. 

If you have an urgent medical problem outside of normal business hours, please call the same main number and an on call physician will respond.  
Prescriptions and Refills: 

All medications, including refills are prescribed based on your current condition and will be summarized in an instruction sheet.  Follow up appointments are scheduled so that we can monitor your condition and adjust the 

medicines or allergy injections accordingly. If the last appointment was not kept, refills for a limited period will be given to allow time for a new appointment.  

Calls for prescription refills should be made during regular office hours.  Refill requests will be handled more efficiently if your pharmacist calls or faxes our office. Please provide us with your pharmacy’s phone #. 

Laboratory or Imaging Test Results

Laboratory and imaging test results may return at different times and may take as long as one to two weeks. All results are tracked and checked as they come in by the physician.  All results will be discussed with you in detail, including the change in treatment plan at your follow up visit. The lab results which need immediate physician intervention will be given priority and attended to on an urgent basis.
Information for patients placed on allergy shots

  If you’re placed on Allergy shots, our office caters to your schedule as much as possible, and even administers injections during the lunch hour for your convenience. We offer Allergy shots till 6 pm on Wednesdays and we start allergy shots as early as 7:30 am on Fridays. 
These injections may be taken 1-2 times a week (leaving at least 3 days in between) or as directed by the doctor. You are required to wait 30 minutes after each injection, because of the possibility of a systemic reaction. These reactions can occur within minutes or up to one hour after an injection. We ask that you do not exercise 1 hour before or 3 hours after your injection(s).  If you notice symptoms such as hives, difficulty in breathing, and/or faint feeling, take an antihistamine & please return to the office immediately or go to your nearest emergency room or call 911. 
If you have local reactions (1 inch in diameter or larger) consisting of redness and/or swelling you will need to let the injection nurse know then next time you come in for your injection. 

For those patients who are on allergy injections, once you reach the undiluted vials, we can provide a local anesthetic to help reduce the burning sensation along with ice packs. 

Limited Patient Authorization for Disclosure of Protected Health Information

Please print all information, then sign and date form.

	Patient Name:
	Date of Birth:
	Relationship to Patient:


MEDICAL RECORD AND INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION RELEASE:  I authorize AAIC to release my medical information and/or individually identifiable health information to me, my duly authorized representative (as noted below), representatives of local, state, or federal agencies and insurance companies or other organizations or entities as may be required or permitted under federal or state law or as may be required for review or payment of claims.  I further authorize AAIC to release such information to physicians, hospital, or healthcare providers needing such information to treat me or to review my treatment.  I understand that the specific information to be released may include, but is not limited to, history diagnosis and/or treatment of drug or alcohol abuse, mental illness or communicable disease.  I also understand that this authorization may be revoked by me by a written and dated notice, except to the extent that disclosure of information has been made prior or receipt of such revocation.
	Name:
	Telephone:
	Relationship:

	Name:
	Telephone:
	Relationship:

	Name:
	Telephone
	Relationship:


Information to be disclosed:

I authorize AAIC physician and staff to disclose or provide the following types of protected health information to the person(s) or entity identified above:

□ All information about specialist care received
     □ All diagnostic test results         □ Lab results only

□ Billing statements of charges for care only 
     □ Other (specify):_____________________

Authorization for disclosure of PHI via alternative means:

I authorize AAIC physician and staff to disclose my PHI in the following manner. I understand that it is my responsibility to notify the practice of any change in this manner of communication and that any disclosure made to the designated address, e-mail, or number, indicated by me, is subject to the redisclouser statement within this authorization. 

I understand that the privacy risks of mail, phone calls, and email. I hereby authorize a representative or my physician to mail, call or e-mail me with communications regarding my healthcare, including but not limited to such things as reminders, laboratory results, and office notifications.  I understand that I have the right to rescind this authorization at any time by notifying AAIC in writing. 

Check the box that applies.

□ Home Phone: _________________________

□ Cell Phone___________________________

□ E-mail:_______________________________

□ US Mail

□ Leave detailed messages on answering machine/voicemail
□ Leave no message

□ Leave messages with only call-back number (includes staff members name and doctor’s office on my answering machine /voicemail)


Expiration of Disclosure:

This authorization will expire 1 year from the date of your signature below, unless you specify an earlier termination. You must submit a new authorization after the expiration date to continue authorization. You have the right to terminate this authorization at any time by notifying the privacy officer in writing. Please specify expiration date if less than 1 year__________

Re disclosure: AAIC has no control over the person(s) or entity you have listed to receive your protected health information. Therefore, protected health information disclosed under this authorization will no longer be protected by the requirements of the privacy rule and will no longer be the responsibility of the practice. 

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.

Patient / Guardian Signature




Date of Signature

Please check all symptoms you have had within the last month. 

Review of Systems

General


☐ Fever


☐ Chills

☐ Night sweats


☐ Weight Gain/Loss 

Eyes

☐ Itchy eyes

☐ Watery eyes

☐ Red eyes

☐ Blurred vision

☐ Double vision

☐ Eye pain

☐ Light sensitivity

Ears, Nose, and Throat

☐ Itchy nose

☐ Repeated Sneezing

☐ Congestion

☐ Drainage-None 

☐ Drainage-Colored or Clear

☐ Reduced sense of smell

☐ Nose bleeds

☐ Ringing/popping in the ear

☐ Ear fullness

☐ Ear pain

☐ Ear discharge

☐ Hearing loss

☐ Dizziness

☐ Snoring

☐ Sleep apnea

☐ Hoarseness

☐ Frequent sore throats

☐ Sensitivity to strong odors/perfumes

Endocrine

☐ Heat intolerance

☐ Cold intolerance

☐ Easily fatigued

☐ Weight loss

Respiratory 

☐ Cough

☐ Wheezing

☐ Trouble breathing

☐ Chest tightness

☐ Coughing up blood

☐ Pain with inspiration

Heart

☐ Chest pain

☐ Irregular pulse

☐ Swollen feet

☐ High blood pressure

☐ Heart murmur

Gastrointestinal

☐ Loss of Appetite

☐ Bloating 

☐ Abdominal pain 

☐ Diarrhea 

☐ Vomiting

☐ Nausea

☐ Trouble swallowing

☐ Heartburn

☐ Vomiting blood

☐ Blood in stool

Hematology/Oncology

☐ Easily bruised or bleed

☐ Blood clots

☐ Anemia

☐ Swollen glands

☐ Cancer

Musculoskeletal

☐ Joint pain

☐ Joint stiffness

☐ Joint swelling

☐ Weakness of     muscles/joints

Skin

☐ Dry skin

☐ Eczema

☐ Rash

☐ Sensitive skin

☐ Hives

☐ Itching

☐ Eyelid/lip/facial swelling

Neurological

☐ Migraine

☐ Headaches

☐ Seizure disorder

☐ Tremor/hand shaking

Psychiatric

☐ Anxiety

☐ Depression

For Women Only

☐ Are you currently pregnant/

☐ Planning pregnancy 

Please use the space here to expand on any problems

	SURGICAL HISTORY Surgical Procedure
	Year
	            Comments

	
	
	

	
	
	

	
	
	


PERSONAL MEDICAL HISTORY:  Do you have now (current) or have you had (past) any of the following conditions?            

Adopted – Yes    No    (Please Circle)    If yes and you do not know your family history skip this section and continue.

	
	Mother
	Father
	Sister(s)
	Brother(s)
	Children
	Comments

	No significant history known
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	

	Autoimmune Disease
	
	
	
	
	
	

	Allergies
	
	
	
	
	
	

	Immune Deficiency
	
	
	
	
	
	

	Other (list)
	
	
	
	
	
	


FAMILY HISTORY – Indicate which relative has had the following diseases (parents and siblings are most important).

IMMUNIZATIONS: Check off any vaccinations you have had.  Add year, if known.  Check the box if you don’t know the information. □
   Pneumovax (pneumonia) _________________ Influenza (flu shot)


MEDICATIONS:  Please list (or show us your own printed record) all prescriptions and non-prescription medications, vitamins, home remedies, birth control pills, herbs, inhalers, etc. Use the back of this form if you need more room and let us know you wrote there.

Name of Medication                                                        Dose                                                      □ No medications taken
                                                                                                                                                                                                                                                                                        

                                                                                                                                                                                                                                                                                                                                              

Medication Allergies:

Medication








Reaction

















































Tobacco Use
  Smoke cigarettes:                                      □ Never   □ Past  □ Yes
How quickly after waking up do you have your first cigarette?      

Quit date:   

How many years did you smoke?   

How long (minutes)?                        How often?  


Approximately how many packs a day did you smoke?   

Current smoker:  Packs/day:  

# of years:  


Do you use marijuana or recreational drugs?          □ No    □ Yes
Alcohol Use
	Did you have a drink containing alcohol in the past year? 

	Yes 

	No 

	         If 'Yes' : How often did you have a drink containing alcohol in the past year? 

	         Never 

	         Monthly or less 

	         2 to 4 times a month 

	         2 to 3 times a week

	         4 or more times a week 

	         If 'Yes' : How many drinks did you have on a typical day when you were drinking in the past year? 

	         1 or 2 drinks 

	         3 or 4 drinks 

	         5 or 6 drinks  

	         7 to 9 drinks 

	         10 or more drinks  

	         If 'Yes' : How often did you have 6 or more drinks on one occasion in the past year? 

	         Never 

	         Less than monthly 

	         Monthly 

	         Weekly 

	         Daily or almost daily 


	


Do you have any pets?      Yes       /          No

________  Cats        ________ Dogs


Do they sleep indoors?

Do you live on a farm?       Yes       /         No

Are you exposed to children at school or daycare?         Yes       /          No

Do you have any of the following?

□ Wood fireplace

□  Air filter

□ Humidifier

□  Down / feather pillows

□  Carpet

□  Visible mold
Condition�
Comments�
�
□  Allergy�
�
�
□ Previous allergy testing performed? If yes, when?�
�
�
□ Received allergy shots in the past? If yes, when?�
�
�
□ ER visit / hospitalizations for allergy/anaphylaxis related issues? If yes, when?�
�
�
□ Asthma�
�
�
□ ER visit / hospitalizations for asthma related issues? If yes, when?�
�
�
□ Recurrent sinus infections�
�
�
□ Recurrent infections�
�
�
□ Hives�
�
�
□ Acid reflux disease�
�
�
□ Heart, kidney, or liver disease? If yes, please give details.�
�
�
□ Born prematurely? If yes, at how many weeks?�
�
�
□ ICU stay as a newborn�
�
�
















