Welcome to our Practice!
PATIENT INFORMATION (PLEASE PRINT)

Full Name:

DOB:

Preferred Name:

Address:

City/State:

Zip:

Main Contact Phone:

(check one)

Cell

Home

Work Detailed message: YES / NO

Alternate Contact:

(check one)

Cell

Home

Work Detailed message: YES / NO

Sex:

M

F

Marital Status:

SSN:

Single

Married

Separated

Divorced

Widowed

Partner

Email Address:

Race:

Ethnicity:

Non-Hispanic

Hispanic

Other:

How did you hear about us?
**PATIENT PREFERENCES

Preferred Pharmacy: (Name/Phone)
**EMERGENCY CONTACT
Name/Relationship:

Phone:

**PRIMARY INSURANCE (All information is required if insurance card has not been provided, otherwise complete the bold fields only)
Insurance Company:
Subscriber/Member ID:

Insurance Address:
Group #:

Policy Holder/Guarantor Full Name:
Relationship to Patient:

Policy Holder/Guarantor DOB:

**ADDITIONAL INSURANCE (If applicable)
Insurance Company:
Subscriber/Member ID:

Insurance Address:
Group #:

Policy Holder/Guarantor Full Name:
Relationship to Patient:

Policy Holder/Guarantor DOB:

**Authorization and Acknowledgement
I hereby state that the above information is true and correct to the best of my knowledge. I authorize the Cedar Park Physician
Associates to release any information acquired in the course of my treatment to my insurance company, physicians, institutions or third
party payers, as required for certain claims filed.
I authorize direct payment to be made to the Physician Associate practices for any and all medical or surgical services rendered. I
understand if any services or changes are not covered by my insurance company, or if my eligibility cannot be verified prior to seeing
the physician, I will be responsible for all charges incurred at the time of visit. By signing below, you understand and authorize that you
may be billed for any unpaid services.

Signature of Patient or Parent/Guardian

Printed Name

Date

Patient Name:

DOB:

Consent for Treatment

I hereby voluntarily consent for treatment. I permit the facility and its employees,
physicians and others involved in my care to treat me in ways they judge to be
beneficial to me. I understand that I have the right to ask questions and to receive
information about my care and treatment, and the right to withdraw my consent for
treatment or tests.
I consent to examinations, blood tests (including blood tests for communicable diseases
such as hepatitis and HIV/AIDS when healthcare personnel have been exposed to my
blood and/or body fluids), laboratory and imaging procedures, medications, infusions,
nursing care and other services or treatments rendered by my physician, consulting
physicians and their associates and assistants, or rendered by facility personnel under
the instructions, orders or direction of such physician(s).
If my physician deems necessary, I consent to the photographing or videotaping,
including body, for medical and medical record documentation purposes, provided said
photographs or videotapes are maintained and released in accordance with protected
health information regulations.
I am aware that the practice of medicine is not an exact science and further understand
that no guarantee has been or can be made as to the results of the treatments, care or
examinations in the facility.
I understand and agree not to photograph, videotape, audiotape, record or otherwise
capture imaging or sound on any device. I also understand it is my responsibility to
assure those accompanying me comply with this requirement.
The undersigned certifies that he/she has read the forgoing, understands it, accepts its
terms, has received a copy of it and is the patient or is duly authorized by the patient as
their agent execute the above.

Signature of Patient or Parent/Guardian:
Relationship to Patient:

______

Date:
(i.e., Self, Parent)

Patient Name:

DOB:

Privacy Practices Acknowledgement and Receipt
Due to the Health Insurance Portability and Accountability Act (HIPAA) of 1996, the
following information must be completed and updated annually by the patient or guardian:
In the event a family member or caregiver attends my office visits and is in the exam room at the time of
my evaluation and/or treatment, I give Cedar Park Physician Associates and its providers and
employees my permission to discuss freely my condition, treatment or diagnosis with that person
present.

(Circle one)

YES

NO

By signing below, I acknowledge that I have been provided a copy of this facility’s Notice of Privacy Practices
Form 3732-3732-PPSI-2061 (Rev. 09/2016) for review and a personal copy to keep will be provided upon
request. If you have any questions about this notice, please contact the Facility Privacy Officer at (512)5287000.
Signature of Patient or Guardian:

Today’s Date:

Relationship to Patient:

(i.e., Self, Parent)

Personal Health Information Release (PHI)
This release authorizes Cedar Park Physician Associates to discuss medical information regarding my care,
lab results, imaging results, condition, treatment or diagnosis with the following:

□
□
□
□
□

Patient Only
Spouse Name:

_________ Ph Number: __________________ Detailed message: YES / NO

Parent(s) Name:

__________ Ph Number: __________________ Detailed message: YES / NO

Parent(s) Name:

__________ Ph Number: __________________ Detailed message: YES / NO

___________

Other (Specify Name(s):

Ph Number 1: __________________ Ph Number 2: ___________________ Detailed message: YES / NO

How may we contact you with automated messaging?
□
□
□
□

Health Notifications
Appointments
Announcements
Billing

Email
Email
Email
Email

□
□
□
□

Phone
Phone
Phone
Phone

□

Text

□
□

Text
Text

The following people may pick up medication samples and/or prescriptions on my behalf:

□
□
□

Patient Only

□ Spouse (Specify Name of Spouse):

Parent(s) (Specify Name of Parent(s):
Other (Please specify):

Signature of Patient or Parent/Guardian:
Relationship to Patient:

Today’s Date:
(i.e., Self, Parent)

Patient Name:

DOB:

OFFICE POLICIES
We strongly feel all patients deserve the very best medical care that we can provide. We have prepared this
material to acquaint you with our office and financial policies. Please Initial all fields below.
All Patients
A $27.00 fee may be assessed for NO-SHOW appointments. Please call 24 hours prior to your appointment
time if you are unable to make it.
A $27.00 charge will be assessed on all returned checks.
_______ I understand that if I fail to pay amounts owed the clinic has the right to secure an outside collection agency
and/or attorney to collect unpaid debt. I understand that any unpaid debt will be reported to credit-reporting agencies. I
further understand that I will be responsible for any additional charges or fees incurred by securing the collection agency
or attorney ~ including reasonable attorney’s fees.
_______ I understand that I am responsible for updating my information (i.e., insurance, address, phone numbers) with
the clinic in order for them to be able to contact me for future appointments, refunds, etc. I understand I can do this by
contacting the office directly or on the Patient Portal.
_______ I understand that if I have a pending Medicaid application and do not provide a Medicaid ID number within 30
days, I will be considered as a Self-Pay patient and responsible for any incurred charges. If you provide proof of Medicaid
coverage after 30 days, your account will be switched back to Medicaid. At that point we will bill Medicaid for all charges.
_______ I understand that there is a fee for copies of my medical records. I also understand that I may use the online
patient portal to receive copies of part of my medical record instead.
All co-pays are due when you check-in for your appointment. All other payments are expected at the time of
service unless prior arrangements have been made.
In the case of NO insurance coverage. I understand that I am responsible for payment of services rendered to
myself or my dependents at the time of service (unless prior arrangements have been made and approved through the
office manager.)
_______ I understand that as a self-pay patient I will receive a 30% discount for medical services provided. I also
understand that if I pay I pay in full at the time of service there will be an additional 20% off medical services. (This equals
46.6% off medical fees.) If I do not pay in full at the time I check out, the additional discount will not be given.
I authorize any holder of medical or other information about myself to be released to the Social Security
Administration and Health Care Financial Administration, or its intermediaries or carriers, any information needed for this
or any related Medicare claim. I permit a copy of this authorization to be used in place of the original, and request
payment of medical insurance benefits to either myself or the party who accepts assignment. I understand it is mandatory
to notify the health care provider of any other party who may be responsible for paying for my treatment. (Section 1128B
of the Social Security Act and 31 U.S.C. 3801-3812 provides penalties for withhold this information.) Regulations
pertaining to Medicare assignments or benefits also apply.

WAIVER OF LIABILITY
There may be certain services that are not adequately covered by your insurance company. If the provider feels that the
service is medically necessary and your insurance company denies payment, it will be your responsibility to pay for that
service.
I have read and understand the payment policies listed above and agree to the terms provided.

Signature of Patient or Parent/Guardian:
Relationship to Patient:

Date:
(i.e., Self, Parent)

Patient Name:

DOB:

ELECTRONIC PRESCRIBING NOTICE

What is electronic prescribing? Why does your provider E-Prescribe?
E-Prescriptions, or Electronic Prescriptions, are computer-generated prescriptions created by your provider
and sent directly to your pharmacy. Your provider participated in E-Prescribing because he/she cares about
your health and well-being and E-Prescribing has multiple safety benefits.
How does E-Prescribing work?
Instead of writing out your prescription on a piece of paper, your provider enters it directly into the computer.
Your prescription travels from your provider’s computer to the pharmacy’s computer. E-prescriptions are sent
electronically through a private, secure and closed network, so your prescription information is not sent over
the open Internet or as e-mail. Your E-Prescription arrives at the pharmacist’s computer faster and may help
to save you time. The E-Prescription can be sent to the pharmacy you choose. If you do not want your
prescription sent electronically, or your pharmacy does not accept E-Prescriptions, your provider can print your
prescriptions for you.
Privacy
The privacy of your personal health information contained in all your prescriptions, whether written or
electronic, is protected by a federal law and state laws. The federal law is the Health Insurance Portability and
Accountability Act (HIPAA). HIPAA requires that your personal health information be shared for treatment,
payment, and healthcare operations. E-Prescriptions meet this requirement.

PATIENT CONSENT FOR E-PRESCRIBING
I have been made aware and understand that the medical practices and offices may use an electronic
prescription system which allows prescriptions and related information to be electronically sent between my
providers and my pharmacy. I have been informed and understand that my providers using the electronic
prescribing system will be able to see information about medications I am already taking, including those
prescribed by other providers. I give my consent to my providers to see this protected health information.
Patient/Guardian Signature:
Relationship to Patient:

Today’s Date:
(i.e., Self, Parent)

Patient Name:
DOB:

Patient Preferences
Primary Care Physician:
Referring Physician:
Specialists:

Allergies and Reactions

Medications
Please list all current medications with strength and dosing information. (Example: Lisinopril 20mg 1 daily)

Vaccine History (Please list date)
Tetanus?

Influenza (Flu)?

Pneumonia?

TB Test?

Family History (Please list medical conditions and if deceased age of death)
Mother:
Maternal Grandmother:
Maternal Grandfather:
Father:
Paternal Grandmother:
Paternal Grandfather:
Son:
Daughter:
Other:

Patient Name:
DOB:

Social History
Do you currently smoke?

If yes: How much daily?

Age you started smoking?

Did you formally smoke?

If yes: Age you quit smoking?

Total years you smoked?

Chew tobacco?

How much alcohol do you drink a week?

Use illicit drugs?

Is a blood transfusion acceptable in an emergency?

Marital Status?

Occupation?

Times weekly you exercise?

Education Level?

Sexually active?

History of an STD?

Surgical History (Please list dates)

Past Medical History (Please highlight or check/list dates if available)
ADD or ADHD
Abdominal Pain
Abscess
Allergies
Anemia
Anesthesia Complications
Aneurysm
Ankylosing Spondylitis
Anxiety Disorder
Aortic Aneurysm
Arrhythmia
Asthma
Bedwetting
Birth Defects
Cancer (type)
Congestive Heart Failure
Depression
Developmental Disorder
Diabetes
Epilepsy
Fatigue
GERD

Head Trauma
Headaches
Heart Disease
Heart Attack (MI)
High Cholesterol
Hypertension
Migraines
Neurologic Disorder
Pain
Psychiatric Illness
Sclerosis
Seizures
Serious illness or injury
Shortness of Breath
Sleep Apnea
Sleep Disorder
Stroke/CVA
TIA
Thyroid Problem
Urologic Disorder
Other

Patient Name:
DOB:

Please highlight/circle any of your symptoms
Constitutional: Fever, chills, night sweats, weight gain (___lbs.), weight loss (___lbs.), exercise intolerance, fatigue,
decreased appetite, sleep disturbances, insomnia
Eyes: Dry eyes, irritation, pain in the eyes, visual changes, objects moving within the field of view (floaters), sensitivity
to light (photophobia), seeing double images (diplopia), discharge
Ears:

Difficulty hearing, ear pain, vertigo, ringing in the ears (tinnitus)

Nose:

Difficulty smelling, frequent nosebleeds, nose/sinus problems

Mouth/Throat: Sore throat, difficulty swallowing (dysphagia), anterior neck pain/tenderness, unusual taste of foods,
bleeding gums, snoring, voice changes, dry mouth, oral abnormalities, mouth ulcer, teeth abnormalities, mouth
breathing, pain on swallowing
Cardiovascular: Chest pain on exterior, arm pain on exertion, shortness of breath when walking, shortness of breath
when lying down, palpitations, known heart murmur, light headed on standing, calf or jaw pain, ankle edema
Respiratory:
apnea

Cough, wheezing, shortness of breath, rapid breathing, sputum production, coughing up blood, sleep

Gastrointestinal: Nausea, vomiting, vomiting blood, abdominal pain, change in appetite, black or tarry stools, frequent
diarrhea, constipation, heartburn, early satiety, incomplete emptying of stool, bloating, unable to restrain bowel
movement, bowel urgency, blood in stool/on toilet paper
Genitourinary: Pain with urination, urinary loss of control, difficulty urination, hematuria, increased urinary frequency,
feelings of urgency, incomplete emptying, pain in the flank, urinary tract infections
Musculoskeletal: Muscle aches, muscle weakness, muscle cramps, arthralgia/joint pain, back pain, swelling in the
extremities, difficulty walking, foot drop
Skin: Dry skin, abnormal mole, jaundice, rash, discoloration, itching, excessive facial or body hair (hirsutism), hair
thinning, growth/lesion, excessive sweating
Neurologic: Loss of consciousness, slurred speech, weakness, numbness, tingling, tremors, seizures, dizziness, frequent
or severe headaches, restless legs, memory lapses or changes, difficulty finding desired words, loss of balance or falls
Psych: Irritability, depression, anxiety, panic attacks, sadness, sleeps disturbances, feeling unsafe in relationship,
thoughts of suicide, paranoid ideations, and restless sleep
Endocrine: Fatigue, increased thirst, hair loss, increased hair growth, cold intolerance, heat intolerance, unusual body
odor, erectile dysfunction, irregular period/problems
Hematologic/Lymphatic:

Easy bruising, swollen glands, clotting problems, excessive bleeding

Allergy/Immunologic: Runny nose, nasal congestion, frequent sneezing, sinus pressure, itching, hives

Patient Name:
DOB:

Epworth Sleepiness Scale
How likely are you to doze off or fall asleep in the situations described below, in contrast to feeling just tired? This refers
to your usual way of life in recent times. Even if you haven't done some of these things recently try to work out how
they would have affected you.
Use the following scale to choose the most appropriate number for each situation:
0 = Wound NEVER doze 1 = SLIGHT chance of dozing

2 = MODERATE chance of dozing

Situation
Sitting and reading
Watching TV
Sitting, inactive in a public place (e.g. theatre or meeting)
As a passenger in a car for an hour without a break
Lying down to rest in the afternoon when circumstances permit
Sitting and talking to someone
Sitting quietly after a lunch without alcohol
In a car, while stopped for a few minutes in traffic
Score:
0-10 = Normal Range
10-12 = Borderline

3 = HIGH chance of dozing

Enter chance of dozing

12-24 = Abnormal Range

Screening Tool for Sleep Apnea
Questions
Do you snore on most nights?
Greater than 3 nights weekly?
Is your snoring loud?
Can it be heard through a door or wall?
Has it even been reported to you that you stop breathing or gasp during
sleep?
What is your collar size?

Do you occasionally fall asleep during the day when you are busy or
active?
Do you occasionally fall asleep during the day you are driving or stopped
at a light?
Have you had or are you being treated for high blood pressure?
Score System
9 points or more = Refer to sleep specialist or order sleep study
6-8 points = Possible sleep apnea
5 point or less = Low probability of sleep apnea

Answer Choices
Yes = 2
No = 0
Yes = 2
No = 0
Never = 0
Occasionally = 3
Frequently = 5
Male: Less than 17 inches = 0
Male: More than 17 inches = 5
Female: Less than 16 inches = 0
Female: More than 16 inches = 5
Yes = 2
No = 0
Yes = 2
No = 0
Yes = 1
No = 0
TOTAL:

SCORE

Patient Name:
DOB:

