B &

NuHeaith MD

I BN BB Primary +Wellness Clinic

PATIENT INFORMATION
First Name: MI: Last Name: SSN#:

Date of Birth: Sex: Marital Status: S M D W

Email Address:

Race: Ethnicity: Primary Language:
Street Address:

City: State: Zip Code:

Home Phone: Mobile Phone:

WOHW

ACCOUNT RESPONSIBILITY (If different than above)

Who is responsible for this account? Relationship to patient:

Mailing Address: City: State:
|

Cell Phone: Date of Birth: SSN#:

MEDICAL INSURANCE

Name of Primary Insurance Company:

Subscriber Name: Group #

Member ID: Subscriber Date of Birth:

Name of Secondary Insurance Company:

Subscriber Name: Group # Member ID:

Subscriber Date of Birth: Medicare ID (If on Medicare):
|

Payment Policy

Patients are required to pay total amount due at the time of service to see a primary care provider or
have testing/procedures performed. Please note that your balance may be more than the above stated
amounts and will be determined based on actual services rendered during your office visit. We can offer

payment plan if needed.
By signing below, you state that you have read and understand the above cash pay policy.

Patient/Guardian Signature:
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CONSENT FOR TREATMENT

By signing below, you state that you have read and understand the above CLINIC BILLING AND
EXPECTATIONS.

| am requesting Nuhealth MD to provide health care related treatment and consultation to the below
named patient, and that | may refuse treatment or services atany time. | understand Nuhealth MD does
not guarantee any outcome for any services or treatments, either stated or implied.

Patient Name (Please Print): Date of Birth:

Signature (Patient/Guardian): Date:

Acknowledgment Privacy Policy Offered
My health information may be created or reviewed by Nuhealth MD and may be in the form of written or
electronic records, or spoken words. My health records may include information on my health history,
health status, test results, diagnoses, treatments, procedure, prescriptions, and similar types of related
health information.

| understand that | have the right to receive and review a written description of how Nuhealth MD will
handle my health information. This written description is known as a Notice of Privacy Practices. This
notice describes the uses and disclosures of health information made and the information practices
followed by the employees, staff and other office personnel of Nuhealth MD and my right regarding my
health information. | may obtain a copy of the Notice of Privacy Practices at the reception desk or view
it on the clinic website.

Patient Confidential Communication

The Health Insurance Portability and Accountability Act (HIPAA) gives you the right to request that we
communicate financial and/or medical information to you in confidence by a particular method or
certain locations. In order to protect the privacy and confidentiality of your information, please
complete the following.

| give permission to Nuhealth MD to leave messages regarding:
[ ] Appointments [] Billing information [_] Limited medical information

[ |Home []| Mobile [ ]Work
And/Or with the following person(s):

Name: Relationship: Phone number:
Name: Relationship: Phone number:
Name: Relationship: Phone number:
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This release will be revoked by written permission only.

Consent to Email or Text Usage for Appointment Reminders and Other Healthcare Communications:
Patients in our practice may be contacted via email and/or text messaging to remind you of an
appointment, to obtain feedback on your experience with our healthcare team, and to provide
general health reminders/information. If at any time | provide an email or text address at which | may
be contacted, | consent to receiving appointment reminders and other healthcare
communications/information at that email or text address from the Practice.

Patient Name (Please Print): Date of Birth:

Signature (Patient/Guardian): Date:

Medical History:

Medications Diagnosis/ Reason for Specialist/prescriber?
medication

Implanted medical devices, or other medical devices i.e. CPAP, Oxygen:

Prior Hospitalizations & Illnesses:

Allergies (Medications, Food, Environmental) AND description of reaction:
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Medical History

Vaccines Year Screenings Year Other Tests Year
Flu Colonoscopy DEXA Scan
Tetanus (Tdap) Mammogram Stress Test
Pneumonia Pap Smear Other:
Shingles Eye Exam
For Women:
Age of first period: First day of last period:
# of Pregnancies: # of Births:

Surgical History:

Surgery Year Specialist
Family History:
Diagnosis Relative Age at
(Specify Paternal or Maternal) Diagnosis

Cardiac (heart attack, stroke, etc.)
High Blood Pressure

Cancer (specify type)

Diabetes

Mental Health

Other
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Authorization for Release of Medical Records

I, , do hereby give my permission to have my
Medical Records released from and
sent to:

Nuhealth MD

801 W. Park Row Dr.

Arlington, TX 76013

In order for us to fully evaluate this patient’s health and make informed decisions, the patient
has approved our request for copies of all relevant medical records in your file.

Please be sure to include all X-Rays, Labs, and relevant progress notes.

| understand that | may revoke this authorization at any time except to the extent that action has been
taken in reliance on it. This authorization will expire in 90 days from the date of my signature.

| hereby authorize the release of all necessary medical records to Nuhealth MD.

| understand that my records are confidential and may be disclosed only as authorized in this consent.

Patient Signature: Date:

Phone Number:
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As a general rule, WE DO NOT MANAGE CHRONIC PAIN and will not routinely
prescribe narcotics or other controlled substances (Tramadol, Codine,
Hydrocodone, Soma, etc). We recognize many people live with chronic pain and
understand the necessity of controlling such symptoms. We also recognize
chronic pain management as a specialized field of medicine and believe long-term
treatment of chronic pain should be addressed by a board-certified pain
management physician in an accredited pain management center.

As a general rule, WE DO NOT PRESCRIBE CONTROLLED SUBSTANCES FOR THE
LONG-TERM TREATMENT OF ANXIETY. Anti-Anxiety drugs such as Xanax,
Klonopin, Ativan, and Valium may be prescribed for the short-term treatment of
acute anxiety or on an infrequent “as needed” basis but will not be prescribed for
long-term use. Family practice providers are experienced in the diagnosis and
management of anxiety and depression and see patients with these issues on a
daily basis. Anti-Depressants and certain other anti-anxiety medications are not
controlled substances and will be prescribed as needed.

| certify that | have read and fully understand the above statements and consent
fully and voluntarily to its contents.

Signature of Patient or Responsible Party Date

Revised 12.15.2020



