Cardiovascular Wellness Center of Texas.

Website: cvwellnesscenter.com
Phone: (903) 892-2030 Sherman
Phone: (214) 491-6365 McKinney
Fax: (903) 892-2004

REGISTRATION FORM
LAST NAME: FIRST NAME:
DATE OF BIRTH: S.S. NUMBER:
ADDRESS:
CITY: STATE: ZIPCODE;:
PHONE:
ALT. NUMBER:

MARITAL STATUS: [J Single [ Married [ Divorced [} Widowed

REASON FOR VISIT:

PRIMARY PHYSICIAN:

PHONE:
FAX:
WHO REFERRED YOU HERE:

IN CASE OF AN EMERGENCY NOTIFY:

RELATIONSHIP: PHONE:




MEDICAL HISTORY

NAME: DATE OF BIRTH:

1. Please check all that apply to you past or present.

! Heart Attack ~-When?
[ Stroke ~When?

[} High Cholesterol

[l High Blood Pressure
L] Kidney Issues

L] Leg Pain or Ulcers —Burning? Cramping?

[J Lung Disease (Asthma/ Bronchitis/ Emphysema)
[ Pacemaker/Defibrillator

2. Do you have now or have you had in the past, any significant medical illnesses?

Give approximated dates. (Include allergies, anemia, arthritis, bleeding problems,
gallbladder disease, and gout.)

3. Please list any surgeries in the past with approximate dates of the procedure and
where.




MEDICATION LIST

4. Please list all medications you are currently taking.

Medication Name and Dosage: Directions:

Allergies and Reactions:

Pharmacy:

Phone Number:

Address:




5. Social History (Circle Yes or No)

Do you smoke? Yes or No

Did you previously smoke? Yes or No When did you stop?

« Do you use smokeless tobacco? Yes or No
Do you drink alcoholic beverages? Yes or No

If yes how much do you usually drink? (How many daily/weekly)

6. Family History |

Please list each family member, whether living or deceased. List age at time of death if

deceased. Also list any known illnesses and or/cause of death.

Family Member (Circle One) Age IIness/Cause of Death
Mother Living or Deceased
Father Living or Deceased
Brother(s) Living or Deceased

Living or Deceased

Sister(s) Living or Deceased

Living or Deceased

Children Living or Deceased

Living or Deceased




7. Have you previously had any of the following diagnostic tests? If yes please

indicate approximate date, name of physician, and hospital/clinic where performed.

Exercise Treadmill Test/ Chemical Stress Test:

Holter Monitor or Event Recorder:

Cardiac Catheterization / Other Diagnostic Procedure:

Coronary Angioplasty or Stent Placement:

Have you previously been under the care of another cardiologist? Please state name

and telephone of previous cardiologist.




No Show and Late Cancellation Policy

All appointments must be cancelled 24 HOURS in
advance. A ‘NO SHOW’ charge of $35.00 will be added to
your account if you do not show up or cancel the day of your
appointment. Emergent cases may be discussed at the

following appointment with Dr. Karim. Thank you for your

consideration!

Patient Signature




Patient Portal

Our office uses IPatientCare Electronic Medical Record system. This system will help us to
provide even better care and improve patient satisfaction, One feature is a Patient Portal that
allows for secure communication between our office and you the patient. It also allows us to

deliver secure documents (such as lab results) to you at your request.

Please provide an email address so that we can send you a username and activation code directly
to your personal email. Once you receive the Patient Portal link, please activate the account. If

you experience problems call the office at (903) 892-2030 for assistance.

Email:

Signature:

F'do NOT want to access the patient portal

Opt Out: I:] Printed Name

To opt out of using your patient portal please check the opt out box and print your name.
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NOTIFICATION‘ or PRI’VAOY?RAGTICES
Patlen) Henleh Inforgiatioy: .

Under federal fayw, your patient health information fs profested
nfbrmation ahoyt YOur symptoms, fust resulis, diagnosis,

and oonfidentinl. Patient heaith information includes
information also inchides, payment,

treatment; and related medioal nformation, Your heatth
billing, and insueance informatiag, .

How We Use Voup Fatlent Haaltly Tnformation

We nsa liealth information abiout your for Wreattmait, to abtein pryent,
administrative Pepose nand evaluation of the quall

aud for heplth oxre opetations, inchding
required to s or diselose the Information even

ty of enre that you receive, Under some circumstauces, we may be
withott your permission,

Treatment, Payment, angd Hialth Care Operatins
Treatment: We will uge and disslose your healih Information o provide you with medical treatment o services,
For example, nurses, physioinns, und other members of you

1 i teeatioent team willreeard informetion in your record
and use it to dotermine the mos appropriate course of gore, We may plso disclose te.information to other health:

Ent, to phacmacists wiip are Rlling vonr preseriptions, and to -

i £97 payment putposes, For example, we gy need to
obtain muttinization from Your isurtnee compeny before providing eettain types of treatment, Wa will submit bills
and:maintaln tocords of payments from your health \

Syour-healts Inforroation to. conduct our stondard dnternal
eperations, including proper administeption of records, eva

8.1 i watuation of the Quality of trestment, and to aggess the care
aud otteomes of Your case and others like it,

Specinl Uses
Wo may nse your information to contact

yau with appointme rewindets, We.may also contact you toprovide
information abant troatment altematives

or ather hoalth-rglated benefiny and services that may be of interest-to you,

Other Uses ang Disolosures
We may vse or disclose identifiabl

: & liealth informiation ahou you for other reagons,
Subjeat to certaiy re

eVl withdwt yeuroousent,
fuifaments, we dra perntitted to pive out Health lefarmation wi

thout youspsermission. for the
following purposes ‘

Required by Law; We may be required by fiw 1o raport funshat wounds, suspected abuse or negleet, or simifar
iujtittes and events.

Resenrch: We may use or diselose informution for approved tnedical research,
Public Health Activittes: As required by law, we vhay disclose vita} Statistics, disease, Information selated to reenlly
of dengerous produsts, -and sirtlor information to public bealth authorites,

Health oyer sight; We nay bexequired to disolase Information to assist ininvestigations and audits, elgibility for
govermment. programs, apd similae activities,

Sudicipl gnd idnilnlstrative. proveadings: We may disclose infarmatlon in response to an approgriste subpoens or
oourt ordey

Linw exforidinent Prevdoges; Subiéet i ceraln resiietions, we may disclose Informatibn required. by taw
enforcement officials,

BDeaths: We ey report information teparding deaths to abroners, medieal examiners,
donation dgencies,

Serious (hreat to. heilih oy safety: We may use and disclose information when necessary ta prevent a serious threat
to.your henlth. aud safoty orthe health and safery of the pubille or auother person,

Worknrs-Cnmpnnqaﬂom We. ey release inforvntion aboul you for workeys compensation-or similar programs
providing benefits for work related njuries or flness,

funeral direstors, and organ
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In any other situation we will ask for your written authovization before using or disclosing any identifiable health

tnformation about you. If you choosé to sign an authorization 1o disolose information, you can later revoke that
authorization to stap any fature uses and, diselosures.

Individual Righis :

You have the followiag rights with regard to your health information, Please contact the person listed below to
ubtain the appropriate form for exercising these rights,

Request Restrictions: You may request restrictions on certain uses and disclosures of your health information, We
are not required to apree to such restrictions, but if we do ngree, we naust abide by those restrictions,

Confidential Communications: You may ask us to commniente with you confidentially by, for exarnple, sending
notices to a special address or nol using postcards o remingd you of nppointioents,

Ingpect avd Obtain Coples: In most cases, you have the right to Touk at or get a copy of your health information,
There may be a small charge for the coples,

Elecironi¢ Records: Yon have the right to reqnest a fogia and password Lo your efeetronic health record maintained
by the praciice. Al your records can be aecessed online vin the togin portal.

Amend Information: If you believe that informetion in yourrecord is incorreet, or if tmporiant information is
missing, you have the right to request that we corteet the existing information or add the missing information.

Accounting of Distlogures: You may request & 1sl of instances where we have disclosed health infornation about
you for ressens otlier than treatment, pnyment, or healih cave operations.

Onr Legal Duty

‘We are required by law 1o protect and maintain the privacy of your health information, to provide this Notice about

our legal duties and privacy practices regarding protected health information, and to abide by the terms of the Netice
currently in effect.

Complaints
If you are concerned that we have violated your privacy-rights, or if you disagres with a decision we made aliout
your records, you may contact the person listed below. You also rauy sehd a written complaint to the U.S.

Department of Health and Human Services. The petson lsted below will provide.you with the appropriate address
upon reqpest. Yoou will not be penalized in sny way for filing # complaist,

M. Asad Karim, MD
Chicf, HIPPA Complisnce Officer
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Acknowledgement of Privacy Practices

L hereby acknowledge that [ have received a copy of this practice’s Notice of Privacy
Practices, | understand if ] have questions or complaints regarding roy privacy rights that T may
contact the person listed on such privacy practices. I further understand that the practice will
offer me updates to this Noatice of Privacy Practices should it be amended, modified or changed
in any way.

(Sigm) (Date)




TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION (PH!)

PATIENT AUTHORIZATION

I authorize M. Asad Karim’s office and its employees to use and/or disclose my protected health
information as specified in this request.

Protected Health Information to be Disclosed and Purpose of Disclosure

T authorize M. Asad Karin’s to disclose my complete patient file, which may include but is not
limited to the information desctibed below, to any specialist[s] recommended by M. Asad

Karim’s for the purpose of potential involvement by such specialisi(s) in my diagnosis and
recoramended treatment, if any.

s  Test resulis

s Patient demographic information (such as name, address, phone number)
» Medical Notes/Records/Summary

] understand that the information used and/or disclosed pursuant to this authorization may be re-

disclosed by the person or party receiving it; in that case, the information may no longer be
protected under federal privacy law, :

Notice to the Patient
«  Youmay request a copy of the protected health information to be used or disclosed;

This authorization only covers PHI that is used or disclosed by <name of dental practice>,
The information could be re-disclosed by the person(s) who receive it and, in that case, your
PHI will not be protected by the HIPAA privacy and security rules;

You have the right to revoke this authorization at any time, provided that you do so in writing
by submitting the Patient Revocation to M. Asad Karim’s office, except to the extent that
we have already relied on this authorization to use or disclose your information; and

s You may refuse to sign this authorization.

. Patient’s Information

Patient’s Name

(PRINT}

First Name Middle Name Last Name

4

(SIGN)




Authorization to release information/assignment of Medicare
and Insurance Carrier Benefits

I authorize any holder of medical or athsr information about me to be released to the Social
Security Administration or its intermediaries.or cartiors any information needed for this or
related Medicare or other insurance company elaim(g). I permit a copy of this authorization to
be used in place of the originat, and tequest payment of medical Insurance benefits either to
myself or the party who accepts assignment, Furthermore, I request thet payments under the

medical insurance benefits either to me or to'the party who accepts assignment below.

Furthermore, I request that payment under medical insurance program be made to

M. Asad Kaxim, MD PA, Cardiovasculay Weliness Center of Texas

T certify that the above information 1s trite to the best of ry knowledge. I authorize my
insurance benefits be paid directly to the physician, | understand that I am financially

responsible for any balance, I also authorlze Cardiovascular Wellness Center of Texas or
Medijcare or any other insurance company to release any information required processing
iy claims,

PATIENT!/ GUARDIAN SIGNATURE:
DATE:




