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Patient's Name (First, Middle, Last):
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Fav: 877-336-7744

Consallants Patient Information
Fart ﬂf p/’d(yf/&’ Associates

Address:
City: State: Zip Code: Email:
Main Contact#: Alternate#: Work#:

Date of Birth: / /

Male Female Social Security #:

Marital Status: © Single O Married O Divorced O Widowed Occupation:
Primary Care Physician: Telephone #:
Spouse’s Name: Telephone#:
Emergency Contact: Telephone #:
Other Patient Information
Which racial category does the patient most closely identify with?
QO African American O Asian QO Caucasian Q Hispanic
QO Native American Q Native Hawaiian Q Pacific Islander O Other: (Please Specify)
Ethnicity: What is the patient’s ethnicity? Q Hispanic or Latino O Not Hispanic or Latino
What is the patient’s language of preference? Q English O Spanish O Other; Please Specify)

Insurance Information

Primary Insurance: Policy/ID#

Name of Policy Holder: DOB: / / Group/Acct #:
Employer: Employer Address:

City: State: Zip Code: Work #:
Secondary Insurance: Policy/ID#:

Name of Policy Holder: DOB: / / Group/Acct #:
Employer: Employer Address:

City: State: Zip Code: Work #:
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Ph: 877-336-5060 Far: 877-336-7744 Patient Acknowledgements

ﬁ:&a‘f’ /f/%{@% 50/(&(/122/(&? and Consents

Fart af ﬂ/'aém’ Associates

ASSIGNMENT OF BENEFITS & RELEASE OF INFORMATION

In consideration of services rendered, I hereby assign to Texas Kidney Consultants, and/or any physician who
has treated me, all the rights, title, and interest in any payment due for services described herein as provided in
the policy, or policies, of insurance. I agree to pay the charges of Texas Kidney Consultants, which are greater
than the amount paid by the insurance company or companies. I understand that it is my responsibility to know
the benefits of my insurance plan and whether or not the services I am to receive are covered or not. I
understand that I am, financially responsible for all the services rendered to me. I understand and agree to pay
all co-pays, co- insurance and/or deductibles at the time of service rendered.

I authorize Texas Kidney Consultants, and its billing agents to release pertinent medical information to my
insurance company or companies when requested, or to facilitate payment of a claim.

Printed Name Signature Date

Cancellation/No Show Policy

Texas Kidney Consultants requires a minimum of 24 hours notice for appointment cancellation except in the
case of Emergency. This allows us to accommodate another patient.

Excessive cancellations and/or no shows may result in the practice discharging you from care.

I have read and understand the above policy

Printed Name Signature Date

Labs prior to visit policy

Most return and follow-up visits will require the patient to have had labs drawn and resulted prior to the visit.
We will send orders to the requested lab and provide a paper copy of the orders for you to take with you.

It is your responsibility to make sure all labs are drawn prior to your visit. Failure to have labwork done as
requested may result in the appointment being rescheduled

I have read and understand the above policy

Printed Name Signature Date

© Jan 2018 Texas Kidney Consultants -registered DBA of Dialysis Associates
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*You May Refuse to Sign this Acknowledgement

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I understand that as part of the provision of healthcare services, Texas Kidney Consultants originates records
and maintains health information about me describing my health history, symptoms, examination and test results,
diagnoses, treatment, and any plans for future care or treatment. I understand that this health information may
be used or disclosed by Texas Kidney Consultants for treatment, payment, and health care operations. For
example, my health information serves as:

= A basis for planning my care and treatment;

* A means of communication among other health professionals who contribute to my care;
= A source of information for applying my diagnosis and surgical information to my bill;

= A means by which a third-party payor can verify that services billed were actually provided;

I acknowledge that I have been provided with Texas Kidney Consultants’ Notice of Privacy Practices that
provides a more complete description of information uses and disclosures. I understand that I have the right to
review the Notice of Privacy Practices prior to signing this consent. I understand that Texas Kidney Consultants
reserves the right to change its Notice of Privacy Practices at any time and that I will be provided a copy of the
revised Notice of Privacy Practices.

I'understand that [ have the right to request restrictions as to how my health information may be used or disclosed
to carry out treatment, payment, or health care operations, and that Texas Kidney Consultants is not required to
agree to the restrictions requested but if it does, it is bound by such restrictions.

I understand that I may revoke this consent in writing, except to the extent that Texas Kidney Consultants has
already taken action in reliance thereon.

By signing this form, I consent to Texas Kidney Consultants use and disclosure of my health information for
treatment, payment, and health care operations.

L] T request the following restrictions to the use or disclosure of my health information:

[ Restrictions Accepted [ Restrictions Denied
Print Patient Name DOB Last 4 SS#
Signature of Patient/Patient Representative Date

© Jan 2018 Texas Kidney Consultants -registered DBA of Dialysis Associates
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I understand that I may have a medical condition that could require examination, diagnosis and treatment and other medical
services which may include x-rays, laboratory procedures, tests and medications. I do hereby voluntarily consent to such
examination, diagnosis, treatment, and other medical services, and procedures that may be recommended under the general
and specific instructions of the physicians of Texas Kidney Consultants, their assistants, nurses or designees. [ acknowledge
that the practice of medicine is not an exact science and that the physicians of Texas Kidney Consultants have made no
guarantees to me as to the result of examination, diagnosis, treatment or other medical services.

CONSENT FOR MEDICAL CARE AND TREATMENT

O I consent O I do not consent

CONSENT FOR ALTERNATE COMMUNICATION

Texas Kidney Consultants recognizes the importance and significance of maintaining confidentiality of information
regarding a patient’s medical condition. We also want to provide our patients timely communication as to
laboratory/diagnostic test results and other patient medical information. We understand that because of the patient’s
schedules and our office schedules, personal communication may sometimes be difficult. Texas Kidney Consultants’
policy is not to leave messages regarding sensitive medical information with unauthorized third parties. However,
acknowledging that it may be difficult for the physician/physician’s staff to personally communicate with the patient
regarding laboratory/diagnostic test results, or patient medical information, it is the policy of Texas Kidney Consultants to
leave such information on the patient’s phone messaging system unless you indicate that you do not consent to leaving
such messages on your phone system.

O I consent O I do not consent

If the physician/physician’s staff cannot reach the patient at the home, cell or business telephone, it is the policy of Texas
Kidney Consultants that a message will be left with the person that answers the telephone to advise the patient to return the
phone call unless you indicate you do not consent.

a I consent a I do not consent
It is the policy of Texas Kidney Consultants to send appointment reminders to our patients, either by phone, e-mail, text,
or reminder cards unless you indicate you do not consent.

o I consent o I do not consent

All of the foregoing consents are continuing in nature during the entire course of my care unless specifically revoked by
me.

Print Name of Patient DOB Last 4 SS#

Signature of Patient Date

(Any individual consent or this entire consent can be revoked at any time upon receipt of your written request)

© Jan 2018 Texas Kidney Consultants -registered DBA of Dialysis Associates
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CONSENT FOR RELEASE OF INFORMATION

1. I hereby authorize to release the
following information from the health record(s) of:

Patient Name: Date of Birth:
Address:

Last four of Social Security #:

2. Information to be released
Copy of complete health record(s)

Excluding information related to HIV testing and/or results
History and Physical
Other:

3. Information to be released to: Texas Kidney Consultants
Fax to: 817-336-1744  Mail to: 950 W Magnolia, Ft. Worth TX 76104

4. Purpose of Disclosure: MEDICAL CARE

5. I understand that this consent can be REVOKED at any time except to the extent
that disclosure is made in good faith has already occurred in reliance on this consent.

6. The facility, its employees, officers and attending physician are released from legal
responsibility/liability for the release of the above information to the extent indicated and
authorized herein.

PATIENT SIGNATURE: DATE:
Southwest Office: Arlington Office: Main Office: Burleson Office:
6551 Harris Parkway, Suite 210 1710 Oak Village Blvd, Suite 150 950 W Magnolia Ave 11797 South Freeway, Suite 226
Fort Worth, TX 76132 Arlington, TX 76017 Fort Worth, TX 76104 Burleson, TX 76028
Keller Office: Cleburne Office: Weatherford Office: Granbury Office: Boat Club Office
300 N. Rufe Snow Dr 141 S Westmeadow Dr 2025 Fort Worth Hwy, Ste 200 805 Hill Blvd, Suite 102 4900 Boat Club Rd.

Keller, TX 76248 Cleburne, TX 76033 Weatherford, TX 76086 Granbury, TX 76048 Fort Worth, TX 76135
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PRIVACY & SECURITY RELEASE

As a covered of the Health Insurance Portability and Accountability Act (HIPPA) Texas Kidney Consultants,
and its business associates are protecting the privacy and security of your medical information. As such we do
not release any information without your approval. This includes, but is not limited to medical and financial
information. Please list any persons below, whom you are giving permission to have Texas Kidney Consultants,
or its business associates, release information in regards to your care or billing.

() Medical () Financial
Person’s Name Relationship

() Medical () Financial
Person’s Name Relationship

() Medical () Financial
Person’s Name Relationship
Printed Name Signature Date

© Jan 2018 Texas Kidney Consultants -registered DBA of Dialysis Associates
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PATIENT NAME: DATE OF BIRTH:

REFERRING PHYSICIAN: TELEPHONE #:

FAMILY HISTORY:

IE LIVING IF DECEASED
SEX AGE HEALTH STATUS AGE AT CAUSE OF DEATH
DEATH
FATHER
MOTHER

BROTHER/SISTERS M/ F

M/ F

M/ F

M/ F

M/F

HUSBAND/WIFE

SONS/DAUGHTERS M/F

M/F

M/F

M/F

RENAL (KIDNEY) DISEASE

Y N Do you have a history of kidney disease? If so when, were you first told of this?

Y N Have you ever been found to have blood and/or protein in your urine? If so, when?

Y N Do you have a history of kidney stones?

Y N Do you have a history of urinary tract/kidney infections? If so, about how often do you have an infection?

Y N Have you ever been told that your kidneys were not functioning properly? If so, when?

Page | 1



PAST HISTORY

Write in the names and dates of any diseases you have had which required hospitalization:

Write the names and dates of any serious illnesses you have had NOT requiring hospitalization:

Serious operations, injuries or accidents

Do you know of any relative (mother, father, sisters or brothers) who have had: (Circle and give relationship)

Stroke Cancer

Heart disease Arthritis

Tuberculosis

SOCIAL HISTORY

Y N Do yousmoke? If so, how many per day? How long?

Y N Do you regularly drink alcohol? If so, about how many drinks per week?

HYPERTENSION

Y N Have you ever been told that your blood pressure was too high? If so, when?

Y N Have you ever been diagnosed as having high blood pressure (hypertension)? If so, when?
Y N Are you currently on medication for high blood pressure? If so, please list:

Y N Do you avoid salt?

Y N Do you have a family history of high blood pressure?

DIABETES

Y N Do you have diabetes? If so, when was this disease first diagnosed?

Y N |If so, are you on treatment? What type of treatment?

Diet

Oral Drugs? If so, medication and strength

Insulin? If so, type and dose

Page | 2



Do you check blood sugars at home? If so, what is a typical A.M
Do you have numbness in your feet?

Do you have problems with frequent diarrhea or constipation?
Do you have visual difficulties?

Have you ever had laser therapy

Do you have difficulty beginning urination?

Is your urine stream as strong as ever?

< < < < < < =< =< <
z Zz2 Z2 Z2 Z2 Z2 Z Z2 Z

Do you have palpitations (heart “fluttering”)?

MEDICATIONS

blood sugar? P.M.?

Do you frequently stop urination and the resume with a fairly large volume?

Please list all other medications, both prescribed and over the counter, which you are currently taking:

MEDICATION NAME

DOSE / mg

TIMES PER DAY

Page | 3




DO YOU HAVE A HISTORY OF ANY OF THE FOLLOWING?

Y

Y

N

N

Recent (within 6 months) sore throat?

Recent (within 6 months) skin infections?

Arthritis? If so, what medication (either prescribed or over the counter were used?
Unexplained skin rash?

Frequent use of pain medications — both prescribed and over the counter?

Family history of renal (kidney disease)? If so, describe

Coughing up blood?

Recent loss of appetite?

Nausea and vomiting?

Jerking of your arms and/or legs?

Forgetfulness or lack of concentration?

SYSTEMATIC REVIEW

Y

Y
Y
Y

<

N

N

<
=z

Frequent headaches Heart murmur

Migraine N  Rheumatic fever

Seizures Ulcers or Gl bleeding

< < <
z

Chronic cough N Liver disease or jaundice

<
z

Sputum production Recent weight loss
Pneumonia Y N Recent fevers

Night sweats

Page | 4
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