 (
Coppell
 Adult
 
Medicine
Dr. Bina
 
Sharma
722 S. Denton Tap Rd., Suite
 
190 Coppell, Texas
 
75019
PH:
 
972-393-1200
FX
:
 
972-393-1234
Patient Registration Form
•
•
-
Patient Demographics
Patient Name  
D.0.B.  
Address  
City / State / Z.C.
Two Phone Numbers
Email
I
I
Male         
Marital Status
Female
M
 
□
s 
 
□
D 
 
□
W
 
□
S.S.N
.  
I
Race
Preferred Language
English 
Emergency Contact   
Contact Name
Relationship
I
Phone Number
May we contact in case of emergency
YES
□
NO
Subscriber Work Information
Employer  
Phone Number (Optional)
Address (Optional)
Position
Insurance Information - Please fill out 
ALL 
boxes below
Insurance Name
Insurance Member ID
Insurance P.O
.
BOX address (Back of card)
Insurance Group Number
When was the Start Date
Copay for PCP / Office Visit / Sick
 
Visit
Primary Card Holder
Relationship to you
Pharmacy Information (If you have this information, please provide)
I
Name of Pharmacy
Phone Number
Address
Fax Number
I
Please
 
provide
 
insurance
 
card,
 
picture
 
ID
 
and
 
this
 
patient
 
form
 
filled
 
out
 
to the
 
front
 
desk
 
staff.
 
We
 
will
 
also take
 
a
 
picture
 
of
 
you
 
before
 
you
 
see
 
the
 
Doctor
.
)































□

Patient Name 	
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	Medical History (Check the box that applies with X )

	Relative
	Heart Attack
	High
Blood Press.
	Stroke
	Colon cancer
	Breast
Cancer
	Prostate
cancer
	OTHER Illness

	Father
	
	
	
	
	
	       
	

	Paternal
Grandfath.
	   
	
	
	
	
	 
        
	

	Paternal
Grandmoth
	 
	
	
	
	
	
	

	Mother
	
	
	
	
	
	
	  

	Maternal
Grandmoth
	
	
	
	
	
	
	

	Maternal
Grandfath
	
	
	
	
	
	
	

	Brother
	
	
	
	
	
	
	  

	Sister
	
	
	
	
	
	
	  



	Social History

	Exercise
Type			How long	minutes      		times per week

	
	Current Use
	Past Use
	How Often Per Week
	How Often Per Day

	Smoking
	   
	    
	
	  

	Caffeine
	  
	
	  
	

	Alcohol
	  
	
	  
	

	Drug Use
	  
	  
	
	



	Allergies  

	Allergic to:
	Type of Reaction:

	
	

	
	

	
	



	Medications

	Name of Medication
	Reason for Taking
	Dose
	Amount
	Date Started
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Medical History  




Influenza		Yes	No	Date___________	Zoster 		Yes	No	Date_______________
Pneumococcal	Yes	No	Date___________	Varicella	Yes	No	Date_______________
Hepatitis A		Yes	No	Date___________	Chicken Pox	Yes	No	Date________________
Hepatitis B		Yes	No	Date___________	COVID Vaccine Yes	No	Date________________

	
	
	
 (
eview
 
of the systems
lease
 
check
 
any
 
of
 
the
 
following
 
that
 
you
 
have
 
experienced
in
the last 3 weeks
ONSTITUTIONAL
Fever Chills
Recent weight gain Recent weight 
loss
Fatigue
hanges in appetite Night sweats
SKIN 
INTEGUMENTARY
Rash
Sores that won
'
t heal
Change in 
wart 
/ mol
e
EYES
Recent 
changes 
in vision
Double vision
Eye pain
EARL NOSE/
THROAT 
- 
ENT
Nasal Congestion Sore throat
Trouble swallowing Ringing in ears
Snoring 
Cold
Loss of hearing
Seasonal allergies
RESPIRATORY
Wheezing
Cough
CARDIOVASCULAR
Difficulty
 breathing
 Varicose 
veins
F
ast heart rate
 
Irregular 
heart beat
Fainting 
Chest 
pain
Swelling 
of 
extremit
i
es 
Calf cramps
GAS
T
R
OIN
T
E
S
TINAL
Constipation Vomiting
Indigestion Bloody stools
Black, tarry stool Heartburn
MUSCULOSKELETAL
Muscle pain  recently fell and sprained her left wrist
Joint pain
NEUROLOGICAL
Headaches  
Numbness
PSYCHIATRIC
Anxiety and panic attacks
 
Depression
Substance a
b
use
ENDOCRINE
Cold intolerance
Heat 
intolerance
Ex
c
essive urination
HEMELLYMPH
Enlarge lymph nodes
Easy 
bruising
LIST ALL OTHER SYMPTOMS THAT YOU NEED TO DISCUSS WITH THE DOCTOR:
)R P C C







































We will make every effort to discuss your medical concerns at your visit. However, we may need to schedule an additional appointment to adequately address additional concerns.


HIPPA NOTICE OF PRIVACY PRACTICE

THIS NOTICE DESCRIBES MEDICAL INFORAMTIONABOUT YOU MAY BE DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFRMATION. 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 or required by law. It also describes your rights to access and control your protected 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.
[image: ]

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician's practice, and any other use required by law.

· 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. For example, we would disclose your protected, health information as necessary, to a home health agency that provides care to you. For example, your protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary Information to diagnose or treat you.
· Payment: Your protected health information will be used, as needed, to obtain payment for your health care
services. For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.
· 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 of medical students, licensing, and
conducting or arranging for other business activities. For example, we may disclose your protected health information to medical school students that see patients at our 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 physician. We may also
call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment
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: Workers' 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 Use and Disclosures Will Be Made Only With Your Consent, Authorization
or Opportunity to Object unless required by law.
You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician's practice has taken on 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.

o		You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or copy the following records: psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health information.
· You have the right to request a restriction of your protected health infonnation. This means you may
ask us not to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply.
Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to permit use and disclosure of your protected health information, your protected health information will not be restricted. You then have the right to use another Healthcare Professional.
· 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 from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically.
· You may have the right to have your physician amend your protected health information. lfwe deny
your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.
· You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object or withdraw as provided in this notice.

COMPLAINTS

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 filing a complaint. This notice was published, and becomes effective on/or before April 14, 2003.
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 our Main Phone Number.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices.


                     					
Written Name	Signature

                         
Date

Coppell Adult Medicine Specialist, P.A.
722 S. Denton Tap Rd., Suite 190
Coppell, TX 75019

Patient Name: 



I. Consent for Treatment

Patient Registration. And Consent for Treatment


	, am presenting to myself to Coppell Adult Medicine Specialist for patient)
Examination, Diagnosis and/or treatment of my medical condition.  l give consent and authorize my
Physician or his or her designees to order and/or perform all exams, tests, procedures and any other cart· deemed necessary or advisable for the diagnosis and treatment of my medical condition. This consent is valid for each visit I make to Coppell Adult Medicine Specialist, unless revoked by me in writing.
ll. Consent for Disclosure of Information
I acknowledge that Coppell Adult Medicine Specialist is to committed to protecting the confidentiality of information contained in my   medical records, including me health and financial information in accordance\ with applicable laws and regulations. However, in order to provide treatment to me and to conduct billing and other health care operation activities, Coppell Adult Medicine Specialist requires permission to disclosing my medical records to certain individuals and entities.  Therefore, I give consent and authorize
Coppell Adult Medicine Specialist to disclose any or all in-formation contained in my medical records
· included but not limited to, information concerning communicable diseases such as human immunodeficiency virus (HIV), and acquired immunodeficiency syndrome (AIDS), alcohol and substance abuse mental health diagnosis and treatment, laboratory test results, to the following individuals and entities’:
-; physicians and other health care personnel who are involved in the provision,
· coordination or management Of my health care, including but not limited to 'diagnosis evaluation, treatment, consultation and referral for treatment;
· my health insurance plan, Medicare, or/any other person or entity that may be responsible for paying or processing payment for my medical treatment
· employees, agents, representatives, volunteers, contractors of Coppell Adult Medici ne Specialist for the pw-pose of conducting health care activities including, b t  not limited to administration, billing, compliance, quality assurance, risk management, credentialing and other appropriate health care facility activities or operations;
· any person or entity whom I give written authorization to receive my medical record s
On a form provided by Coppell Adult Medicine Specialist or such other form 
Acceptable to Coppell Adult Medicine Specialist; and	 
· Any other person or entity that is required or permitted by law to have access to my medical records.

 I understand that the disclosure of my medical records may be necessary before my insurer will pay for the cost of the medical treatment and that by failing to authorize this disclosure I may be required to pay for the entire bill. I understand that I may revoke this consent to disclose my medical records in the writing at any time, except to the extent that Coppell Adult Medicine Specialist has taken action to pursuant to this concern. Any revocation of this consent that will be effective upon receipt by Coppell Adult Medicine Specialist. I further agree not to hold Coppell Adult Medicine Specialist, their agent, their employee liable for any damages as a result of disclosing my medical records in accordance with this consent. 

III. Assignment of Benefits/Cause of Action

Inconsideration of services rendered, or to be rendered to the patient, I assign and transfer to Coppell Adult Medicine Specialist all rights, title, and interest in a insurance benefits including, but not limited to health plan Personal Injury Protection (PIP), uninsured Motorist/under Insured Motorist (UIM/UM), auto or homeowners insurance. I further assisting and transfer any and all claims or causes of actions relating to any injuries for which I have received treatment, up to the amount of my total financial obligations to Coppell Adult Medicine Specialist.  	·  ··· · ··:·	'  " •





Coppell Adult Medicine Specialist, P.A.
Page 2:	·

Patient Name:	_


Patient Registration and Consent for Treatment

IV. Financial Responsibility
In consideration of services rendered or to be rendered to the patient, I accept financial responsibility and agree to pay for any and all charges and expenses incurred or to be incurred. I understand and agree that regardless of any assigned benefits and monies, I am responsible for the charges tor services to be rendered and agree that all amounts are due upon request. f the account becomes delinquent and it is necessary for account to be referred to attorneys or collection agencies, or suit, I will pay all patient charges, reasonable attorney's fees and collection expenses.
V. Federal and State Programs	.	.
 (
.
)If I am eligible for health care benefits under any federal or state program, including, but not limited to Medicare or Medicaid, I certify that the information given by me in applying for payment under such programs, including Title XVIII and XIX of the Social Security Act is correct. I authorize any holder of medical or other information about me to release to the Social Security Administration or intermediaries or carrier any information needed for any federal or state program-related claims. I request th.at payment or authorized benefits be made to Coppell Adult Medicine Specialist on my behalf. I understand that I am responsible •for all applicable health insurance deductibles and co-insurance under these programs.
:	: ..'  ·' .   ·,. '	.'
VI. Accidental Exposure of Health Care Worker
I understand that Texas Law provides, and I give consent, that I may be tested for possible exposure to certain communicable diseases, including, but not limited to the Human Immunodeficiency Virus (H.I.V) with AIDS, Hepatitis Band C, and Syphilis. Such testing will be conducted pursuant to
· applicable laws and can include, but is not limited to the following situations: 1) if a health care worker is exposed to my blood or other bodily fluid 2) if a medical or surgical procedure is to  be performed  which could ex pose health care workers to my blood or bodily fluids 3) to screen blood , blood products. Organs or tissues to determine suitability for donation 4) if I am pregnant.	'	'· ··  ·· ...i  '·    _·;   ·    ·

This Patient Registration and Consent Form supersedes all prior consent or other authorization forms·- signed by me pertaining to the issues discussed herein. By signing this Patient Registration and Consent Form acknowledge that I have read and understand the information contained in thin this form and I accept its terms on behalf of myself as the patient, or on behalf of the patient authorized legal representative of
the patient.

Date:    	

Patient or Legal representative (Signature):	_


Patient or Legal representative (Printed Name):	_

Legal Representative/ Relation to patient:	
. ; ! •. . ; '
Witness Signature): 	;'   ' Witness (Printed Name): 		









•t  •

. ·..·.




. •'

Medical Information Release Form

(HIPAA Release Form)


Name:	

Date of Birth: ____________________	




Release of Information

[] I authorize the release of information including the diagnosis, records; Examination rendered to me and claims information. This information may be released to:
[] Spouse 	

[] Child (ren)  	 _ [] other 	_


[]	Information is not to be release to anyone.


This Release of Information will remain in effect until terminated by me in writing.
Patient Signature: _____________________________

Date: _____________________



[image: ]Records Transfer Request



Date: _______________________________________
Records From: ______________________________
Address: _____________________________________
City: ____________________	State: _________________
Phone: _________________________	Fax: ________________
 (
I
 
hereby
 
authorize
 
the
 
release
 
of
 
my
 
medical
 
records
 
or
 
copies
 
of
 
such,
 
and
 
request they
 
be
 
transferred
 
to
 
the
 
following
 
entity
:
C
o
ppell Adult Medicine Specialist, 
P.A.
 
Dr
. 
Bina Sharma, MD
722
 
S
.
 
Denton
 
Tap
 
Rd
.
,
 
Suite
 
190 Coppell, Texas
 
75019
Phone:
 
972-393-1200
/ Fax:
 
972-393
-
1234
Patient 
Name
: _____________________________
Date of
 
Birth
: ______________________________
Records to be 
sent
:
 _______________________
Recent
 
Progress Notes 
_  
 
_
_
_
_
 
_
Recent labs 
_ 
_ _ _ _
 _ _ _
 
_
X-Rays 
_ 
_
  
 
_
_  
 
_
_  
 
_
_  
 
_
_  
 
_
All Medical Records
 
_ 
_
_
_
_
_ 
_
OTHER
 
_
_
_
_
_
_
_
_
_
_
_
)
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