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DFW NEUROLOGY, PLLC
PATIENT INFORMATION

LAST NAME HOME PHONE #( )- -

FIRST NAME M1 WORK PHONE # ( )= -

ADDRESS, DATE OF BIRTH SEX: OMALE O FEMALE
Cry, STATE ZP SociAL SECURITY # - -

REFERRING DOCTOR MarmaLstarus -s  Owm OO0 DOw
EMPLOYER EMERGENCY CONTACT.

EMPLOYER ADDRESS, EMERGENCY PHONE #

Cry. STATE Zip RELATIONSHIP OF CONTACT.

INSURANCE INFORMATION

PRIMARY INSURANCE:

INSURANCE COMPANY. INSURED ID #

ATIN INSURED'S SSN.
ADDRESS, INSURED PARTY

cy STATE ZiP INSURED'S DATE OF BIRTH,
GrourPID # INSURED’S EMPLOYER
SECONDARY INSURANCE:

INSURANCE COMPANY. INSURED ID #

ATTN INSURED's SSN,

ADDRESS, INSURED PARTY.

Crry. STATE Zip INSURED'S DATE OF BIRTH
GrourPID # INSURED’S EMPLOYER,

% | AUTHORIZE THE RELEASE OF MEDICAL INFORMATION TO OTHER PHYSICIANS PARTICIPATING IN MY CARE.

% | AUTHORIZE THE RELEASE OF MEDICAL INFORMATION TO THE INSURANCE COMPANY LISTED ABOVE FOR THE
PURPOSE OF PROCESSING MY INSURANCE CLAIMS.

% | AUTHORIZE THAT ANY BENEFITS DUE BE MADE PAYABLE TO DFW NEUROLOGY PLLC.

SIGNATURE DATE
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NEW PATIENT INFORMATION
Patient Name; DOB:

Who referred you? Who is your general physician(PCP)?

Please list the symptoms you are having and wish to bring to our attention:

Are your symptoms due to an injury? [JYes [JNo
If yes, please specify date and type of injury:

Have you seen a neurologist before? [JYes [No
If yes, please specify date and who you saw:

MEDICATIONS (PLEASE ATTACH LIST IF NECESSARY)

MEDICATION DosE (m6) How OFTEN

SOCIAL HISTORY

Occupation: (OHomemaker [JRetired
Marital Status: [JSingle (OMarried [JDivorced [JWidow [JWidower
Education: [JGrade School [JHigh School [JCollege [JPost-Graduate
Do you smoke? [JYes [No If so, how many cigarettes/packs per day?

Did you smoke in the past? [JYes [No If so, for how long?

Do you drink Alcohol? [JYes [No If yes: [(JBeer [JWine [JLiquor How much?

Have you used recreational drugs? [JYes [JNolf yes: [Marijuana [JCocaine(JHeroin[JMethamphetamines[ JMDMA/"X"
FAMILY HISTORY

[CJAlcohotism Who? [CIMigraine Who?

[CJAizheimer’s Disease Who? [OMuttiple Sclerosis Who?

OCancer Who? [OMuscle Disease Who?

Obepression Who? [CNeuropathy Who?

[OJpiabetes Who? {Oparkinson’s Disease Who?

CJEpilepsy Who? OSchizophrenia Who?

[JHeart Disease Who? Ostroke Who?

[OHigh Blood Pressure Who? OTremor Who?

Otung Disease Whot O Whot

PATIENT SERIOUS ILLNESSES

[OAlzheimer's Disease ~ [JDiabetes [OHydrocephalus CMuttiple Sclerosis [Seizures
OArthritis [OFibromyalgia OKidney Problems [Muscle Disease [OSteep Apnea
CAsthma [OHead Injury [CLiver Problems [CINeck Problems [OThyroid Problems
[Osipolar Disorder [OHeart Problems [Lung Problems [CONeuropathy O

[OCancer [CJHigh Blood Pressure [ JMemory Loss Oparkinson’s Disease a

[OJDepression [OJHigh Cholesterol OMigraine [OPassing Out/Syncope [
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NEW PATIENT INFORMATION

Patient Name: DOB:
DRUG ALLERGIES
CINo known drug allergies [CPenicillin [Vicodin fii]
[JCodeine [dsulfa O O
OPERATIONS
[COJAppendectomy [CJCarpal Tunnel [CHip [JPEG Tube
[OBack [CICervical Spine [JKnee Replacement [OJPituitary
[JBrain Tumor [JGall Bladder [CJHysterectomy [CJShoulder
[CIBreast Augmentation [JHeart Bypass [CJLumbar Spine [JSubdural Hematoma
OcCancer [JHeart Valve Replacement [JOrthopedic O
SYMPTOM REVIEW
GENERAL NEUROLOGICAL CARDIOVASCULAR GASTROINTESTINAL ENDOCRINE
[CJFever [(JHeadaches [CJChest pain [CLoss of appetite Thyroid problems
[CWeight Loss [CJHead injury [CJHigh blood pressure [CJExcessive thirst [CGoiter
COWeakness [CJFainting [JPalpitations [CINausea/Vomiting [Diabetes/blood sugar
CJFatigue [JBlackouts [JShortness of breath [CJConstipation [intolerance to heat
OSweats [CJSeizures (with exertion) [CIpiarrhea or cold

[OStroke [OShortness of breath [CJHeartburn
EArs/Nose/MoutH/THROAT  []Dizziness (lying flat) [Qulcers HEMATOLOGICAL/LYMPHATIC
[JHearing Impairment [CJParalysis [CJHeart attack (history) [JAbdominal pain [JHistory of anemia
[ORinging in ears [CINumbness [CJRheumatic fever [CJChange in stools [OTendency to bleed
[CJEar infections OPain [JHeart murmur [JVomiting blood [(JBlood transfusions
[Nosebleeds [OTingling [CJLeg Pain (walking) [CJRectal bleeding [JSwollen glands
[OBleeding gums [JBurning [(OSwelling of legs [CIBlack, tarry stools
[CJFrequent sore throat  [JTremors [IBlood clots [Jaundice/Hepatitis SKIN/BREASTS
[(JProlonged hoarseness  [JSpeech problems [CLiver disease [COJRashes/Easy bruising
[JSinus problems [JUnsteadiness of gait ~ Eves [Gall Bladder disease ~ [JChanges in hair/nails
[Difficulty Swallowing  [JLoss of memory [JBlurry Vision [JBreast lumps

[CIDisorientation [CJDouble Vision GENITOURINARY [(JBreast pain/discharge
MUSCULOSKELETAL [JBehavior change [JBlindness [JBladder control loss
[OMuscle weakness [(CJEye pain/redness [CJBurning urination ALLERGIC/IMMUNOLOGICAL
CJMuscle cramps PSYCHIATRIC [ICataracts [CIBlood in urine [JEczema
[CINeck pain CJAnxiety (C]Sexual problems [JHay fever
[JBack problems [CJDepression CHEST [[JHives
(JJoint pain/stiffness [OMood swings [JCough [CJProstate problems [CJAllergic Reactions
[CJArthritis [OHallucinations [OTuberculosis [OMenstrual problems
OGout [ODifficulty sleeping [CJAsthma/Wheezing Date of last menstrual
[Ipeformities [JDrug abuse [CJCoughing up blood period:

Please sign and date below. This questionnaire will become part of your medical record.

SIGNATURE:

DaTE:




DFW NEUROLOGY, PLLC

6800 HARRIS PKWY, SUITE 100
FORT WORTH, TEXAS 76132
PHONE: (817) 292-0088 Fax: (817) 292-8288 OR (855) 285-0806

AUTHORIZATION TO OBTAIN MepicAL REcoros FROM THIRD PARTIES

By signing this authorization, | authorize the following third party to disclose certain protected health
information (PHI) about me to DFW Neurology PLLC:

Name of third party (Doctor/Provider):
Street Address or PO Box: Suite:
City/State: Zip:

Phone: Fax:

This authorization permits the above listed third party to disclose my PHI to DFW Neurology PLLC the
following individually identifiable health information (specifically describe the information to be
released, such as date(s) of service, level of detail to be released, origin of information, etc.).

AUTHORIZATION TO RELEASE MEDICAL RECORDS TO THIRD PARTIES

By signing this authorization, | authorize DFW Neurology PLLC to use and/or disclose certain protected
health information (PHI) about me to or for the party or parties listed below.

This authorization permits DFW Neurology PLLC to use or disclose my PHI to:

the following individually identifiable health information (specifically describe the information to be
released, such as date(s) of service, level of detail to be released, origin of information, etc.).

This authorization will expire on: (Expiration Date or Defined Event)

When my information is used or disclosed pursuant to this authorization, it may be subject to re-disclosure by
the recipient and may no longer be protected by the federal HIPAA Privacy Rule. | have the right to revoke this
authorization in writing except to the extent that DFW Neurology PLLC has acted in reliance upon this
authorization. My written revocation must be submitted to the Privacy Officer of DFW Neurology PLLC located
at the address listed above.

Signed by:

Signature of Patient or Legal Guardian Relationship to Patient

Patient's Name Date

Print Name of Patient or Legal Guardian

Patient SSN & DOB
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DFW Neurology PLLC -- Financial Policy

Ad%a PAYMENTS (INCLUDING ANY CO-PAY) ARE DUE AT THE TiME OF SERVICES ARE RENDERED unless payment amangements have been approved in
advance.

We AccePT PAYMENT BY: Cash, Personal Check, Visa, MasterCard and Discover (Per the new FTC regulations, we will check State
Identification or Driver's License in processing credit card payments to prevent identity thefi),

New Paments without valid insurance should be prepared to pay up to $275 for the initlal consultation.

Esrasustiep PAnients without valld insurance should be prepared to pay $75 - $150 for each follow-up visk,

ADDITIONAL SERVICES, such as diagnostic testing and labs, may bs required during any visit. These additional services are not included and are
rendered at an additional fee.

No-SrowPoLicy: Patients that miss their appointments without calling and canceling or rescheduling at Ieast twenty-four hours in advance of
the appointment will be assessed a $25 no-show fee. Patients that show up for their appointment more than 15 minutes late may need to
reschedule their appointment to a later time/date as the original appointment time may no longer bs avallable.
“

EXCEPTIONS:

MepicAre - We will accept assignment on all Medicare claims, We will also file Medicare Supplement claims. Patlents covered by Medicare
Part B must bring the Medicare card & Supplemental Policy card to the first visit, Pease NoTe: If you switch to a Medicare HMO Plan, you must
inform us immediately.

HMO, PPO, EPO~Patients covered by a Managed Care or Participating Provider Pian of which the physiclan being seen is a participant, must
bring the HMO/PPO/EPO card and be prepared to pay the Co-Pay amount at the time of service.

PLEASE NoTE: We want you to recelve your maximum plan benefits. Our practice is not on every insurance plan and all of our physicians do not
participate on the same plans, /tis your responsibility to verify that the physician you are seeing is on your plan. If your plan requires a Primary
Care Physiclan Referral, it Is your responsiblfity to make sure you have a referral for every visit, It is your responsibllity to inform us if the
treatment or testing recommended to you requires insurance Pre-Authorization.

WORKER's CoMPENSATION - Injured workers covered under the Texas Workers Compensation Act will not be responsible for payment of medical
services rendsred unless the injury is finally adjudicated to not bs compensated orthe Texas Worker's Compensation Commission finds that the
injured worker has viclated Article 8303-4.62 or Article 8303-4.63 of the Texas Workers Compensation Act. We do not accep! out of stafe
worker’s compensation insurance.

PRIVATE InsurancE — We will file private insurance claims as a courtesy to our patients onfy ifthe day’s charges exceed $300. Payment for the
Uninsured Portion (Deductible & Co-Insurance) is duse at the time of service.

PLease Nore: Your Insurance Policy Is a contract between you and your insurance carrier. We are nota party to that contract. As Medical
Providers, our relationship Is with you — not your Insurance Carmier. Not all services are a covered benefit of all policies. We recommend you
inform yoursetf of any policy excluslons, as payment for non-covered services will be your responsibility.

I AGREE TO ABIDE BY THE FINANCIAL POLICY OF DFW NEUROLOGY, PLLC.

Signature of Patient or Guardian Date

Acknowledgement of Receipt of Notice of Privacy Practices

Our practice reserves the right to modify the privacy practices outlined in the notice (displayed in the waiting room and also
listed in our website WWW.DFWNEUROLOGY.COM under "Patient Informaition" tab).

Signature
I have reviewed this office's Notice of Privacy Practices, which explains how my medical Information will be used and
disclosed. Iundersand that I am entitled to receive a copy of your Notice of Privacy Practices.

Name of Patient (Print or Type)

Signature of Patient

Date

Signature of Patient Representative .
(Required if the patient is a minor or an adult who is unable to sign this form)

Relationship of Patient Representative to Patient



