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Thank you for choosing our office! In order to serve you properly, we need the following information. All information will be confidential.

	
New Patient Information



	Name

	
	DOB
	

	Address
	
	

	City
	
	State
	
	ZIP
	

	Cell Phone
	
	Home Phone
	
	Work Phone
	

	Email
	
	

	Marital Status
	
	SS Number
	


	

Insurance Details


	Primary Insurance Company 
	

	Insured’s name
	
	DOB
	

	Relationship 
	
	Person responsible for this account 
	

	ID #
	
	Group #
	

	Address (if different than patient)
	

	City
	
	State
	
	Zip Code
	

	Patient’s Employer
	

	Emergency Contact
	
	Phone #
	

	PHARMACY LOCAL AND/OR MAIL INFORMATION
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	HIPPA Notice of Privacy Practices


THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted health information. “Protected health information” is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services.

Uses and disclosures of protected health information

Treatment: We will use and disclose your protected health information to provide coordinate, or manage your health care and any related services. This includes the coordination or management of your health care with a third party.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. 

Healthcare operations: We may use or disclose as needed your protected health information in order to support the business activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training or medical students, licensing, and conducting or arranging for other business activities. 
We may use or disclose your protected health information in the following situations without your authorization. These situations include: as required by law, Public Health issues as required by law, Communicable diseases: Health Oversight: Abuse or Neglect: Food and drug administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Worker’ Compensation: Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the secretary of the department of Health and Human Services to investigate or determine our compliance with the requirements of Section 164.500. Other permitted and Required Uses and Disclosure will be made only with your consent. You may revoke this authorization at any time, in writing except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

Your Rights: following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information.

You have the right to request a restriction of your protected health information.

You have the right to request to receive confidential communications from us by alternative means or at an alternative location; you have the right to obtain a paper copy of this notice form us.

You may have the right to have your physician amend your protected health information.

You may have the right to receive an accounting of certain disclosure we have made, if any, of your protected health information. You may complain to us or to the secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint we will not retaliate against you for filling a complaint. 
We are required by law to maintain the privacy of and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information. If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at 281-395-8688.
PRINT NAME ______________________ SIGNATURE _______________________ DATE ________   
	Adult Health History and Patient Check List


Are you currently or have you ever been treated for

	CONDITION
	YES
	NO
	EXPAIN
	

	Asthma
	
	
	
	

	Psychological/psychiatric
	
	
	
	

	Blood Pressure
	
	
	
	

	Bleeding disorder
	
	
	
	

	Cancer
	
	
	
	

	Cholesterol 
	
	
	
	

	Diabetes
	
	
	
	

	Emphysema
	
	
	
	

	Epilepsy or seizures
	
	
	
	

	Gallbladder disease
	
	
	
	

	Gout
	
	
	
	

	Heart disease
	
	
	
	

	Hemorrhoids
	
	
	
	

	Ear/sinus
	
	
	
	

	Kidney disease
	
	
	
	

	Menstrual problems
	
	
	
	

	Muscle-skeletal disease
	
	
	
	

	Sleep disorders
	
	
	
	

	Thyroid disease
	
	
	
	

	Serious injury
	
	
	
	

	Other 
	
	
	
	


List all prescribe medications you are currently taking 
	MEDICATION
	DOSAGE
	REASON

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


ALLERGIES to medicines
	


Surgeries or hospitalizations:
	TYPE
	YEAR

	
	

	
	

	
	

	
	

	
	

	
	


Family History
	RELATIVE
	YOB
	AGE OF DEATH
	ILLNESS/MEDICAL CONDITIONS

	Mother
	
	
	

	Father
	
	
	

	 # Brothers 
	
	
	

	
	
	
	

	
	
	
	

	# sisters
	
	
	

	
	
	
	

	
	
	
	

	Children
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Miscarrage #
	


Social History 

	
	Yes
	No

	Do you drink coffee?
	
	

	Do you use alcohol?
	
	

	Do you use cocaine, heroin, marijuana, etc.?
	
	

	Do you currently smoke or chew tobacco?
	
	

	Have you ever smoked or chew tobacco?
	
	

	Sexually Active 
	
	

	History of STDs?
	
	

	Diet and exercise?
	
	


	Consent for Disclosure to Family Member and/ or Personal Representative


Conditions for Disclosure

It is often difficult to talk to patients in person. Therefore, we must have your permission as to how we may communicate with you. Please check if you agree to the following conditions. 

_____   The practice may disclose my medical information to me and to the following individual(s) in my presence and when I am not physically present, including disclosures by telephone, voice mail, email or regular mail.

If you do not agree please give other instructions: _____________________________
I have agree to let certain individuals participate in discussions and decisions related to my medical care. Therefore, I hereby give permission for Nadia H. Abbasi MD and her staff to disclose my personal medical information to the following individuals. 

	Name
	Phone Number
	Relationship to Patient


	
	
	

	
	
	

	
	
	


I understand that this consent may be revoked by me at any time by written notice to the practice

Patient signature__________________________________ Date_________________

