


PATIENT INFORMATION

PATIENT INFORMATION

INSURANCE INFORMATION

IN CASE OF EMERGENCY



Patient Information Verification

Patient Name:

Date of Birth:

Please provide us with the phone numbers that you would like for us to call regarding your test

results. If you are unavailable, a message may be left for you to return our call.

1. Can we leave a detailed message Y or N

2. Can we leave a detailed message Y or N

3. Can we leave a detailed message Y or N

Please list the person(s), if any, with whom we may discuss your medical conditions and test

results.

Name:.

Phone:

Relationship:

Name:.

Phone:

Relationship:

Please be advised that we will attempt to contact you via phone or mail with all test results,

whether normal or abnormal. If you have not heard from us within one (1) week for labs and x-

ray studies, or within two (2) weeks for pap smears and biopsies, please contact our office at

281-724-1271

Patient (or Responsible Party) Signature:

Date:



Consent to Treatment

I consent to the procedures which may be performed during this outpatient visit, including emergency

treatment or services, and which may include, but are not limited to, laboratory procedures, diagnostic

procedures, blood and/or urine specimens for substance abuse (drug/alcohol) screenings, x-ray

examination, medical or nursing treatment or other physician or clinic services rendered to me as ordered

by my physician or other healthcare professional.

This consent includes testing for communicable or blood-borne diseases, including, without limitation,

Human Immunodeficiency Virus (HIV), Acquired Immune Deficiency Syndrome (AIDS) and Hepatitis if a

physician orders such test(s) for diagnostic and/or treatment purposes.

Agree Disagree (initials)

Notice of Privacy Practices

I acknowledge that the medical privacy is in compliance with HIPPA regulations with regards to the ways

in which the medical practice uses or discloses my healthcare information for treatment, payment,

healthcare operations and others described and permitted uses and disclosures. I understand that I may

reference www.hhs.aov/ocr/privacv/hippa if I have a question.

Acknowledge: (initials)

I, as the patient, parent, guardian, spouse, guarantor or agent of the patient, certify that I have read, or

have read to me, and understand this Consent to treatment. I have signed this Consent to Treatment

knowingly, freely, and voluntarily. I have received no promises, assurances or guarantees from anyone as

to the results that may be obtained by any medical treatment or services.

Patient or Patient's Legal Representative Signature:

Print Name:

Date:

If signed by other than patient, indicate relationship:

*Authorized representative must submit copies oflegal document supporting his or her authority to act on the

patients behalf

Witness Signature:

Witness Name:

Date:


