WELCOME TO OUR OFFICE

TODAY'SDATE

————————

Thank you for choosing our office.
In order 10 serve you properly we will need the Jollowing information. (Please print ) All information will be strietly confidential,

Patient’s name Birthdate Marital siatus
Single [ Married [

) : Widowed [ Divorced [
Residence address City State Zip Home phone
If child, parent’s or guardian's name Email address
Name of employer Address Business phone
Social Security nnmber l Driver’s license # Occupation
Do you have medical O Yes 4 no, how do you intend to pay? Ins. co. name & address
insurance? ONo LJ Check [ Cash] T Creait card : }
Subscriber name Policy no. } Certificate no. Is it through your 0O Yes

employer? £ No
Name of spouse { Birthdate ! Social Security number
- . . M

Is there secondary Ins.,  Yes Name & address of spouse employer Business phone
spouse 2nd carrier, eic.? [INo
Secondary ins. name & addrews { Policy no. Certificate no,
Medicsid no. } Medicare no.
Worker’s compensation }Name of company
Address of company ' } Company phone Freatmeni authorized by
Person financial] ¥ responsible for this account Address Relationship (o Patient
Nearest friend or relative not residing with you , Relationship 1o patient Phone
Whom may we thank for referring you? Address

What is your chief complaint?

NSURAN&EAUTHOM@NANDASSTGNMENE

lavthorize Dr. Loy 5 Tarves - lorelease 1o my insurance carrier and/for their agents any information necessary
to determine benefits payable for related services, 1 awthoyize the payment of medical benefitsio pyy, Louis Torres

1 understand that J am financially responsible for gli Ce-payments, deductibles, co-insurance &nd services not covered under my
benefits plan, 1 also authorize 1ny physician, based or his/her discretion, 1o access my chart for wilization menagement review,

DATE: : SIGNATURE

NP Form 12189 (Rev.8.05)



MEDICAL
HISTORY RECORD

All information is trested ac confidential unless you grant permission 1o
release it PLEASE PRINTAND COMPLETEALL INFORMATION,

: Male I3 Pemale O
% " - e et R
Last Name W Middle Daytime Phone Home Phone
Address City State Zip Marital Statug Ccrupation
Person to notify in EmETZEnLy Dzytime Phone Relationship Last Physical Bxam Date

Notify Poctor Phane Family or Refening Doctor Phone Na. T

D e — $

Msay T Cantact Either of These Doctors For Your Past Health Recorg? OYes O No

B D

Family History IF LIVING IF DECEASED TE W | gt |
Health Death Death Cause

Age Good Feir Poor Age

Heart Diseace
Father Hypertension f |
Mother \_lx WWWSEDR — o
e T ] %“_MM““":”_“ Cancer
M}.M B TWM Glaveoma } | |
M TE ; ; ‘ Diabetes | ; |
NS R S B—
W TEM Bleeding Disorder _ l
W\j%\ Kidney Ditease o
Wm%f l_ Thyreid Disease
Song (Circiey .

Danghlers %ey J j Mental {liness

1M F - ; TRRE
2M _F T | | ,
3.M 1 g ——

F
F
B
R

Planning Pregna

L3 Scaer Fever LJ Epifepsy [J Mesistrual dysfunction D Dizziness/Fainting

0 Rhbenmatie fever Allergies/Hay fever 3 Arthritis I} Clandicatiop

] Venereal diseage {3 Asthma Anziety 3 w1

[ Rens disease Clcorp ] Fatigue LI Congenitz) heart diseage
LI Liver disease duscer [ Shormess of brearh 0 Orthopnea

3 Nangea D) 63 disorder 03 Hean palpitations 3 Hyperlipidemia

[ Gout L) GU disorder I Hean murmar {7 Endocrine disease

0 Stroke/TiAg [3 gexuat dysfunction O chest pain/Angina O Hypertensiog

% Arrhythmia i Congestive heert faslore {7 Diabetes

Smoke: Pagks dadly . T T How Jong When stopped £] Alcohol: Type/Amount
Present Problemns:

AU e 18080 L e



Louis A. Torres Jr., M.D., F.A.C.P.

Consent for Treatment

By signing this consent, | am authorizing my physician and/or other individuals he or she
deems appropriate to perform and/or order exams, tests, procedures, and any other care
deemed necessary or advisable for the diagnosis and treatment of my medical condition.
This consent is valid for each visit I make to your office. Unless revoked by me orally or
i writing.Please be informed Texas law allows a patient to be tested for possible
exposure to the Human Immunodeficiency Virus (HIV), the virus associated with AIDS,
in the following situations: 1) to screen blood, biood products, organs or tissues to
determine suitability for donation; 2) if another individual is accidentally exposed

to a patient’s blood or body fluids, such as through a needlestick (any such test

shall be conducted pursuant to our offices infectious disease protocol); or 3)if a medical
or surgical procedure is to be performed which could expose health care workers to the
patient’s blood or body fluids. This disclosure is to inform you that you may be tested, at
the expense of our office if any of these situations occur during your treatment period.

Patient’s Printed Name Date of Birth

Patient/Legal Representative Signature Date

Relationship to Patient

Witness Date



¥Financial Policy

All Patients Must Read and Sign Prior to Receiving Services
We are committed to providing excellent heaith care services to you, our patient. As a part of our professional
relationship, it is important that you have an understanding of our financial policy. All patients must read and
sign this form prior to receiving services. It is your responsibility to provide us with your most
current insurance information.
0 If you fail to provide accurate insurance information in a timely manner, your insurance company may deny the
claim. If the claim is denied, you will be financially responsible for services rendered.
LI We must emphasize that, as medical providers, our relationship is with you, the patient, and not your insurance
company. Your insurance is a contract between you, your insurance company and possibly your employer. It is your
responsibility to know and understand the level of services covered by your insurance company.
U 1f you have Medicaid coverage of any kind, you must notify us prior to your visit. This is part of your agreement
with Medicaid, and failure to notify us of Medicaid coverage will result in full financial responsibility for
services rendered.
L We may accept assignment of insurance after verification of your coverage. Please be aware that some or perhaps
all of the services provided may not be covered in full by your insurance company. You are financially
responsible for services not covered by your insurance company,
U Betfore receiving services, you must verify that we are participating providers for your insurance company. It is
also necessary that our primary care physician is listed as your primary care provider with your insurance company,
if required by your contract with your insurance company. In the event we are not participating providers or our
physician is not listed as your primary care provider with your insurance company, we will file the initial claim as a
courtesy. Payment, however, is due in full at the time of service,
tJ We charge what is usual and customary for our area. You are responsible for payment regardless of any insurance
company’s arbitrary determination of usual and customary rates.
1 Copayments, coinsurance and/or deductibles are due at the time of service. We will estimate the amount you owe
based on information we receive from your insurance company. However, you are responsible for paying the full
amount determined by your insurance company once they have paid your claim — regardless of our estimation.
C1 1t is your responsibility to provide us with your most current billing information,
0 You must provide your most current billing address, all available telephone numbers and any other important
contact information. If your address or contact information changes, it is your responsibility to contact us with the
updated information.
L We will send a statement (to the billing address you provide) notifying you of any balances you may owe, If you
have any questions or dispute the validity of this balance, it is your responsibility to contact our business office
within 30-days after receipt
of the initial statement.
L Payment in full is due upon receipt of the statement. Patient balances not paid in full within 30 days of
the statement
issue date are deemed past due. Past due accounts may be subject to a $5.00 monthly late fee and may
be referred to a professional coliection agency and/or attorney for further coilection activity. You
will be responsible to pay all collection costs incurred, including attomey’s fees and court costs if applicabie,
£) If you are not able to pay the balance due in full, you must contact our billing office to discuss a payment
schedule. Any late fees already incurred on past due balances will be included in any mutually agreed upon
arrangements. If you fail to make payments as agreed upon, your account may be referred to a professional
collection agency and/or attorney. You will be responsible for all collection costs incurred, including attorney’s fees
and court costs if applicable. and/or to pick it up at the post office) serves as notice of termination of services.
[ In the event you submit payment by check and the bank returns the check unpaid for any reason, we will add
$25.00 to your original balance. In addition, we may seek all additional legal remedies provided to us under Texas
law.
[: We may charge you a “No Show” fee if you fail to cancel or reschedule your appointment at least 24 hours prior
{o your
appointment date.
U Fallure to keep your account balance current may require us to cancel or reschedule your

appointment.
Full payment is due at the time of service. We accept cash, checks and credit cards. T have read and understand this

Financial Policy.

Signature of Responsible Party Date

Patient Name DOR;




Louis A. Torres Jr., M.D., F A.CP.

Acknowliedgement of Receipt of
Notice of Privacy Practices

I have been provided with a Notice of Privacy Practices that provides me a more complete
description of the uses and disclosures of certain health information. I understand your practice
reserves the right to change their Notice of Privacy Practices and prior to implementation will
provide an updated copy your office. I may request a copy of the updated Notice of Privacy
Practices by calling my physician’s office or requesting a Copy in person at my appointment.

Patient’s Printed Name Date of Birth

Patient’s/Legal Representative’s Signature Date

Relationship to Patient

Witness Date

I wish to be contacted in the following manner:
Home Telephone:

{ } Ok to leave message with detailed information
( ) Leave message with call-back number only
Work Telephone:

{ ) Ok to leave message with detailed information
( ) Leave message with call-back number only

The following names are of people I would like to be involved in or have access to my protected
health information on a routine basis. I give permission to your office to share my protected
health information with:

Name Relationship

Name Relationship

Name Relationship



THIS NOTICE DESCRIBES HOW MEDICAL
INFORMATION ABOUT YOU MAY BE USED
ANDDISCLOSED AND HOW YOU CAN
ACCESS THIS INFORMATION. PLEASE
REVIEW iT CAREFULLY. IF YOU HAVE ANY

determination of eliglbilty or coverage for
nsurance benefits, raviewing services provided
to you for medical necessity, and undertaking
utlization review activities. For example,
obtzining approvat for a hospital stay

in your health cara. if you ara unable 1o agree
or object to such a disclosurs, we may disciose
such information as necessary If we determine
that it is in your best interest based on our
professional judgment, We may use o7 disclose

ALEETIAaNS ABOI I RE OTICE BLEASE
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CONTACT OUR OFFICE. This Notice of
Privacy Practices describas how we may use
and disclose your protected health information
i cary out your treatment, payment for your
health care, or hiealth care (clinic) operations
and for other purposes that are permitied or
required by faw. It also describes your rights to
access and control your protecied health
information. “Protected health information” is
information about you that may identify you
and that relates to your past, present, or futlre
physical or mental heaith or condition and
related to health care setvices. YWe are

£ nrotaniad

information be disclosed to the haalth plan to
obiain approval for the hospital admission.
Healthcare (Clinic) Operations: We may use
or disclose, as-needed, your protected health
information in order to support the professional
and business activities of your physician’'s
practice, Thase activitles include, but are not
limitted to, guality assessment activities,

employee review activties, training of medical

and nursing students, ficensing, and
conducting or arranging for other business
activities, For example, we may disclose your
protected hesith informetion to medical and

rursing-sehool-students-that see patients. at 0UL -

|cqu;fud to-maintain-i pr’w Y BEOLeEE
Realth information and to abide by the terms of
this Notice of Privacy Practices. We may
change the terms of our notice af any time. The
naw notice wil be effective for all protected
healh infarmation that we maintain at that
time. Upon your request, we will provide you
with any revisad Notice of Privacy Practices via
calling the office and requesting that a revisad
copy be sent to you in the mall or asking for
one at the time of your next appointment. An
updated copy will also be posted in your
physician's office. 1. Uses and Disclosures of
Frotected Health Information Your protected
health information may be used and disclosed
by your physician, our office staff and others
cutside of our office that are invelved in your
care and treatment for ihe purpose of providing
health carae services to you. Your protected
health information may alse be used and
disclosed to pay your health-care bills and to
support the aperation of the physician's
practive. Following are examplas of the types
of uses and disclosures of your protectec
nealth care information that the physician's
offica. is permitted to make, These examples
are noi meant to be exhaustive, but to describe
the fypes of uses and disclosures that may be
made by our office. Treatrnent: We will use
and disclose your protected heaith information
to provide, coordinate, or mangege your health
care and apy related services. This includes
the coordination or managament of your heaith
care with a third party thet has already
obtained your permission to have access to
your protected health informatien. Fer
example, we would disclose your protected
health information, as necessary 1o a home
health agency that provides care o you. We
wilt also disclose protected health information
to other physicians who may b treating you.
For example, your protected health information
may be provided to a physician to whom you
nave been referred to ensure that the physician
has the necessary information to diagnose or
treat you. In addition, we may disclose your
protected nealth information: from time-to-time
to another physician or heaith care provider
{e.g.. a radidlogist or pathologist) who, al the
request of your physician, becomes involved in
your care by providing assistance with your
nealth care diagnosis of treatment to your
physician. Payment: Your protected health
information will be used, as needed, to oblain
paymenl for your health care services. This
may inciude certaln activities that your health
insurance plan may undertake. before it
approves or pays for the heglth care services
we recommend for you such &s: making a

office. In addition, we may use a sign-in sheet
at the registration desk where you will be
asked to sign your name and indicate your
physictan. We may also call you by name i
the waiting room whan yout physician is ready
to see you. We may use or disclose your
protected health information, as nacessary, {o
contact you to remind you of your appointment.

* We will share your protected health information

with third party "business associates” that
perform various activities (e.g., bitling,
transcription services iglephone answering
services ) for the practice. Whenever an
arrangement between our office and

a husiness associate involves the use or
disclosure of your protected health information,
we will have a written contract that contains
terms that protect the privacy of your protected
health information. We may use or disciose ’
your protected health information, as
necessary, to provids you with appointment
reminders, information about treatment
alternatives or other health related benefite and
services that may be of interest to you, For
example, we may send you informaticn ghoult
products or services that we believe may be
beneficial to you, Uses and Disclosures of
Pratected Health Information Based upon
Your Written Authorization Other uses and
disciosures of your protected health
information will be made only with your written
authorization, unfess otherwise permitted or
required by law as described befow. You may
revoke this authorization, at any time, in
writing, except fo the extent that your physician
or the physician's practioe has laken an action
in reliance on the use or disclosure indicated in
the autharization. Other Permitted and
Raquired Uses and Discldsures That May
Be Made With Your Authorization or
Cpportunity to Cbject You have the
opportunity to agree or object to the use or
disclosure of all or part of your protected health
information. |f you are not present of shle to
agree or object to the use or disclosure of the
protected health information, then your
physician may, using professional judgment,
detarmine whether the disclosure s in your
hast interest. |n this case, only the protected
haeatth information that is relevant to your
héalih care will be disclosed. We may use and
disclose your profected heaith information in
the following instances: Others involved in
Your Healthcare: Unless vou object, we may
diseiose to @ member of your family, a relative,
a close friend or any other person you identfy,
your protected health information that direcily
relates to that person's involvement

in notifying afamily member, personal
representative or any other person that is
responsible for your care of your iocation,
general condition or death. )

Finally, we may use or disciose your protected
heslth information to an authorized public or
private entity to assist in disaster rellef efforts
and to coordinate uses and disclosures to
family or other individuals invoived in your
health care. Emergencies: Wa may Uuse or
disclose your protected health information in an
emergency trealtment situation. Qther
Parmitted and Required Uses and
Bisclostres That Nay Be Made Without o
Your Authorization or Opportunity o Object
We may use or disclose yourprotected health
infarmation in the folowing situations without
your authorization. These situations inglude:
Required By Law: We may use or disclose.
your profected health information (o the extent
ihat the use of disclosure i$ reguired by law. )
The use or disclosure will be made in
compliznce with the law and will he limited o
the ralevant reguirements of the law. You will
be notified, as required by law, of any such
uses or disclosures. Public Health: We may
disclose your profected haalth information for
public health activities and purposes to a public
health authority that is permitted by faw to
collect or receive the information. The
disclosure will be mada for the purpose of
controiling disease, injury or disability. We may
also disclose your protecied health information,
if directed by the public health authority, to a
forsign.government agency that is
colfaborating with the public health authority,
Communicahle Diseases: We may disclose
your protected health information, if authorized
by law, 10 2 person who may have besn
exposed to a communicable diseass of may
otherwise be at risk of contracting or spreading
the disease or condition. Realth Oversight:
We may disclose protected health information
to & heakh oversight agency for activities
guthorized by law, such'as audits
Jinvestigations, and inspections. Oversight
agencies seeking this information inciude
government agencies that oversee the health
care system, government henefit programs,
other government regulatory programs and civil
rights laws. Abuse or Neglect! Ve may
disciose your protacted health information to a
public health authority that i authorized by law
to recelve reports of abuse or neglect. In
addition, we may disclose your protected
health information if we believe thal you have
meen a victim of abuse, neglect or domestic
violence {0 the governmental enifty or agency
authorized to receive such information. In this
case the disclosure will be mad consisterit with
the requirements of applicabie federal and
state iaws, Food and Drug Administration:
We may disclose your protected health
informalion to a person of company reguired
by the Food and Drug Administration to report
adverse evernts, productd effects or probiems,
biclogic product deviations, track products; to
enable product recalls; to make repais or
repiacements, or to condust post marketing
survailiance, as required Legal Proceedings:
Wa may disciose protected heafth Information
in the course of any judicialor administrative




proceeding, In response to anorder of a court
or administrative tribunal {to the extent such
disclosure is expressly authorized), in certain
conditicns in response fo a subpoena,

-Foflowing-is-a-staterment-of-your-rghts-with—

Human Services to investigate or determine
our compliance with the requirements of the
Health Insurance Portablity and Accauntabiiily
Act, Section 164,500 et. seq. 2. Your Rights

Ttaterentwii-bere

sorrecting an error or misinformation. In certain
cases, we may deny your request for &n
arnendment. If we deny your requestfor
amandment, you have the right to file 2

.statement of disagreement with us and that

sscovey reqrestorptheriawfulprosess Law
ERIOTCERATT VYE Iy 3Ig0 oistioss protected”
realih information, solong as applicable legal
reguirements are mel, for law enforcement
purposes. These law enforcement purposes
inciude (1) legal processes and otherwise
reguired by law, {2) fimited Information
requests for identificalion and location
purposes, (3) pertaining to victims of
a crime, (4) suspicion that death has occurred
as a result of criminal conduct, (8} in the event .
that a crime ocodrs on the premises of the
practics, and {6) medical emergency (not on
the Practice's premises) and itis likely that &
_crime has ogeurred. Coroners, Funeral

~regpecttoyoarprotected-heatthrinformation——

and a brief description of how you may
exercise these rights. You have the right to
inspect and copy your protected health
information. This means you may inspect and
obtaln a copy of protected health information
about you that is contzined in a designated
record set for as long as we maintain the
protected haalth information. A "designated

record set’ contains medical and billing records -

and any other recofds that your physician and
the practice uses for making decisions about
your heaith care, The request must be made in
writing to this office. If you request a copy of

Directors, and Organ Donation: We may
disclose protected health Information to a
coroner or madical examiner for identification
purposes, determining cause of death or for
the coroner or medical examiner to perform
other duties authorized by law. We may also
disciose protected health information to a
funerai director, as authorized by law, in order
to permit the funeral director to carry out their
duties. We may disclose such informaticn in
reasonable anticipation of death. Protected
nealth information may be-used and disclesed
for cadaveric organ, eye orfissue donation
purposes. Research: If you chooss to
participate in medical or sclentific research, we
may disclose your protected health infarmation
1o researchers when their research has been
approved by an instiiutional review board that
has reviewed the research proposal and
established protocols to ensure the privacy of
your protected health information. Criminal
Activity: Consistent with applicabie federal
and state laws, we may disclose your protected
nealth information, if we believe that the use of
disclosure is necessary to prevent
or lessen a sarious and imminent threat to the
health of safety of a parson or the public. We
may also disclose protected health infarmation
if it s necessary for law enforcement
authorities to identify or apprehend an
individual: Military Activity and National
Security: When the appropriate conditions
apply, we may use or disciose protected heaith
information of individuals who are Armed
Forces personnel (1) for activities deemed
necessary by appropriate miltary command
authorities: {2) for the purpose of a
delermination by the Department of Veterans
Affairs of your eligibility for benefits, or {3} to
foreign military authority if you are & member of
that foreign military services. We may aiso
disciose your protected health information to
autherized federal officials for conducting
naticnal security and intelligence activities,
inciuging for the provision of protective
services (o the President or others legally
autharizad. Warkers' Compensation: Your

.protected health information may be disclosed
by us as authorized to comply. with workers'
compensation’laws and sther similar legaly-
esfahlished programs. Inmates: We may use
or disclose your protected health information if
you are ar mimate of a correctional faciifty and
your physician created of received your
protected health information in the course of
aroviding care o you. Required Uses and
Disclosures: Under the law, we must make
disclosures 1o you and when required by the
Secratary of the Department of Healh and

YouUr medical Tetorg; yourphysictans-office-wit—

pravide you a copy within 30 days. Under
fedaral law, however, you may notinspect or
copy the following records; psychotherapy
notes; information complled in reasonable
anticipation of, or use in, a civil, criminal, or
administrative action or proceeding, and
protectad health information that is subject to
law that prohibits access to protected health
information. Depending on the circumstances,
a decision to deny access may be reviewabla.
I someé ciroumstances, you may have a right

to have this decision reviewad, Please sontact

our Privacy Officer if you have-guestions about
access to your medical record, You have the
right to request a restriction-of your
protected health information. This means
you may ask us notio use or disclose any part
of your protected nhealth information for the
purposes of treatment, payment of heatthcare
operations. You may also reguest that any part
of your protected health information not be
disclosed to family members or friends who
may be nvolved in your care or for noiification
purposes as described in this Notlce of Privacy
Practices. Your request must state the spacific
restriction reguéested and to whom you want
the restriction to apply. Your physician fs not
required to agree to a restriction that you may
raquest. If physician believes itis in your best
interest to permit use and disclosure of your
protected heaith information, your protected
heaith information will not be restricted. If your
shysician dees.agree to the requested
restriction, we may not use or disclose your
protected health information in violation of that
restriction unless It is needed to provide
emergency treatment. With this in mind, please
discuss any restriction you wish to request with
your physician. You may request a rastriction
by submilting your written request to tha
manager of your physiclan’s ¢linic You have
the right to request to receive confidential
communications frem us by alternative

" means or &t an alternative location. We wif

accommodate reasonable requests. We may
also condition this accommadation by asking
you for information as to how payment wifi be
handled or specification of an alternative
address or other method of contact, We wilf not
reguest an explanation from you a5 1o the
hasis for the request. Please make this request
in writing to sur Privacy Office. You may have
the right to have your physician mend your
protected health information. This

means you may requast an amendment of
protected health infermation: about you in &
designated record set for as long as we
maintain this information for the purpese of

medical record, Your physician may prepare a
rebuttal to your statement which will also
bacome part of your medical record. Your
physician will provide you with & copy of any
such rebuial. Please contact our Privacy
Officer if you have guestions about amending
your medical record, You have the right to
receive an accounting of certain
disclosures we have mads, if any, of your
protected health information. This right
applies to disclosures for purposes sther than
treatment, payment or healthcare aperations
as described in this Notice of Privacy

made ta you, to family members or friends
involved in your care, or for notification
purposes to legal or reguiatory agencies. You
have the right to recelve specific information
regarding these disclosures that occurred after
April 14, 2003, You may request a shotter
timeframe, The right to recelve this information
is subject to ceriain exceptions, restrictions and
iimitations. You have the right to oblain 2
paper copy of this notice from us, Upon
request, even If you have agresd to accept this’
notice electronicaily. 3. Questions or
Complaints If you have & guestion or
compiaint about your privacy rights, please file
a grievance form with the site manage/ of the
clinic where you encolnterad a probiem, or
contact the Privacy Officer for Dr, Louis
Torres,M.D.. Shouid the Privacy Cfficer be
unable to resolve your complaint to your
satisfaction, you may contact

the Secratary of Health and Human Services.
We will not retatiate against you for fling a
complaint, This notice became effective on
April 14, 2003, Revisions/Addendato Notice
of Privacy Practices Famity/JoInt Accounts
If you or a family member regeives hills with
more than one person listed on the b, you
may have a joint or family account through our,
office. As a patient with this type

of account, you have two options: (1) continue
with a jeint-acocount or (Z) request separate
accounts for all members of your family, f you
wish to continue to recaive your bills as a joint/
family account, you need take no action. If you
choose 1o separate your joint acoglints,
requests must be made in writing and
submitted to. ’

Dr. Loujs A Torres Jr, M.D., F.ACP.

4601 Old Shepard

Bulilding One, Suite 101

-Piano, TX.75083

e Prachoes ltexcludes disclosures We Y Navs . ...



