PREMIER

v (L1 9 LIVER =

Shahid Aziz, D.O.
Tami Case, PA-C
909 9% Ave Suite 202
Fort Worth, TX 76104
PH: 817-885-7888
FAX: 817-885-7811

Thank you for choosing Premier Specialty Physician.
Please complete the enclosed paperwork and bring it to your appointment.
You will also need to bring:

- Current photo ID and insurance card/s

- Bring your current medications, any over the counter medications
including herbal products and vitamins, an accurate 1ist is
acceptable, List of physicians

- If your insurance requires a referral authorization number, please
call your primary care physician and have them obtain that before
your appointment.

- Payment for insurance co-pay, co-insurance or deductible is due at
time of service. **IT you are not sure what you owe, please call
your insurance company before your appointment to find out what you
are required to pay to a specialist.

- New patients are asked to arrive 15 minutes hefore their appointment
time in order to allow us time to process your paper work.

- 3$25 no show fee. Please call if you need to cancel or reschedule.

Appointment date: Time:

Provider:

OFFICE HOURS:

Monday - Friday 8:00am — 5:00pm




MEDICAL APPOINTMENT CANCELLATION/NO SHOW POLICY

Thank you for trusting your medical care to PPG Healthcare. When you schedule an appointment with
we set aside enough time to provide you with the highest quality care. Should you
need to cancel or reschedule an appointment, please contact our office as soon as possible, and no later
than 24 hours prior to your scheduled appointment. This gives us time to schedule other patients who
may be waiting for an appointment. Please see our Appointment Cancellation/No Show Palicy below:

e Effective Immediately any established patient who fails to show or cancels/reschedules an
appointment and has not contacted our office with at least 24 hours notice will be considered a
No Show. There will be no charge for the first no show BUT it will be noted in your chart.

e Any established patient who fails to show or cancels/reschedules an appointment with no 24 hour
notice a second time will be charged a $25.00 fee.

» Any established patient who fails to show or cancels/reschedules an appointment with no 24 hour
notice a third time will be charged $25.00 AND be required to pre-pay a non-refundable fee of
$75.00 to secure their next appointment.

e Any new patient who fails to show for their initial visit will be required to pre-pay a non-
refundable fee of $25.00 to secure their next appointment.

e These fees are charged to the patient, not to insurance, and are due at the time of the patient’s
next office visit.

e Asa courtesy, when time allows, we make reminder calls for appointments. If you do not receive
a reminder call or message, the above Policy will remain in effect.

« These requirements will reset each calendar year.

We understand there may be times when an unforeseen emergency occurs and you may not be able to
keep your scheduled appointment. If you should experience extenuating circumstances please contact
our Office Manager, who may be able to waive the No Show fee. You may contact Maria Sanchez-Alvarado
at the numbers below. Should it be after regular business hours Monday through Friday, or a weekend
you may leave a message.

817-885-7888

| have read and understand the Medical Appointment Cancellation/No Show Policy and agree to its terms.

Signature (Parent/Legal Guardian) Relationship to Patient

Printed Name Date
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Patient Name: DOB:
Home Address:

City: State: Zip:
Cell#: Home#: Alt#:

SS#: Male: Female:

Marital Status: (Circle one) Married Single Divorced Widow Partner Legally Separated

Email Address:

Primary Care Physician:

Pharmacy Name: Phone#:
Employer Name: Worki#:
Emergency Contact: Phone#:
Relationship to the patient:

Power of Attorney: Phone#:

|, the undersigned, hereby authorize payment directly to Premier Specialty Physicians for medical services
rendered. | understand | am financially responsible for all charges not covered or authorized by my insurance
company.

| consent to treatment necessary to the care, which has been discussed and directed by the provider.

Printed Name:

Signature: Date:

Please check all that apply:
Race
__American Indian __Asian __Black or African American __White __Other

Ethnicity
__Hispanic or Latino __Not Hispanic or Latino

Language
__English __Spanish __Hearing Impaired __ Other
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Acknowledagment of Privacy Practices

According to the Health Insurance Portability and Accountability Act of 1996 (HIPAA), patients have certain rights to
privacy regarding their protected health information. By signing below you, the patient, acknowledge the following
regarding the management of your protected health information. Your protected health information will be used to:

e Conduct, plan and direct treatment by the physicians employed by Premier Specialty Physicians and will be

shared in cooperation with healthcare providers who are involved in your care directly or indirectly.

= To obtain payment from third party payers

« To conduct normal healthcare operations such as quality assessments and physician certifications.
By signing below you agree that you have either received or waived your right to receive the Notice of Privacy Practices,
containing a complete description of the uses and disclosures of protected health information. You understand that this
organization has the right to change its Notice of Privacy Practices at any time. You also understand that you may request
from this organization a current copy of the Notice of Privacy Practices.

| understand that | may revoke this consent in writing at any time, except to the extent that Premier Specialty Physicians
has previously released relying on this consent,

Do we have permission to?
e leave a detailed message regarding any appointments, treatments or test results at any of the following numbers

we have on file for you: Home: _ Yes _ No Cell: Yes_ No Work: _ Yes _ No
« mail detailed information regarding appointments, treatments or test results to your home address:
_Yes _ No

o email detailed information regarding appointments, treatments or test results to the email address you have
provided us with:
__Yes _ No _ NA Please ask for Patient Portal login if not already enrolled.
Please list anyone you give us permission to discuss your medical records with:
NAME RELATIONSHIP CONTACT NUMBER

Patient’s Signature: Date:
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Shahid Aziz, D.O. Tamm Case, PA
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Patient Name: DOB:

Allergies:

PLEASE MARK IF YOU HAVE EVER BEEN DIAGNOSED WITH THE FOLLOWING:
__Hepatits A,B,C  __Pancreatitis __ Cirrhosis __Jaundice __ Kidney Disease __Kidney Stones _ High Blood Pressure

__HeartAttack __Heart Murmur __ Congestive Heart Failure __ Diabetes __ Emphysema __Asthma __Bronchitis __ COPD
__Pneumonia __Sleep Apnea __Stroke __ Paralysis __BloodinUrine __ Thyroid Disease __Anemia __ leukemia

__Bleeding / Clotting Disorder __ Anxiety __ Depression __Suicide Attempt __ Cancer (type)

PLEASE LIST OTHER CHRONIC CONDITIONS:

Have you ever had a reaction to anesthesia? Y N

If s0, what was the reaction;

DO YOU CURRENTLY TAKE A BLOOD THINNER {INCLUDING ASPIRIN)? ¥ N

If yes, name of medication: _ who monitors it?

PROCEDURES: PLEASE LIST DATE, ORDERING PHYSICIAN AND/OR HOSPITAL

Colonoscopy: date Physician: Hospital:
EGD: date Physician: Hospital:
Liver Biopsy: date Physician: Hospital:

SURGERIES: PLEASE LIST ALL SURGERIES, NAME OF SURGEON, HOSPITAL




Shahid Aziz, D.O. Tamu Case, PA

909 9" Ave Suite 202 Fort Worth, Tx 76104
Phone 817-885-7888  Fax 817-885-7811

MEDICATION LIST

Patient Name: DOB:
Pharmacy Name: Phone:

MEDICATION NAME AND DOSE DIRECTIONS PRESCRIBED BY AND FOR
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PHYSICIAN LIST

Patient Name: DOB:
Pharmacy Name: Phone:
FIRST AND LAST NAME OF PHYSICIAN PHONE NUMBER SPECIALTY & LAST TIME SEEN

BY THIS PHYSICIAN
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Authorization to Release Health Care information
Please read this entire form before signing and complete all the sections that apply to your decisions relating to the
disclosure of protected health information. Covered entities as that term is defined by HIPAA and Texas Health & Safety Code §
181.001 must obtain a signed authorization from the individual or the individual's legally authorized representalive to elecironically
disclose that individual's protected health information. Authorization is not required for disclosures related to treatment, payment, heaith
care operations, performing certain insurance functions, or as may be otherwise autharized by law. Covered entities may use this
form or any other form that complies with HIPAA, the Texas Medical Privacy Act, and other applicable laws. Individuals cannot
be denied treatment based on a failure to sign this authorization form, and a refusal to sign this form will not affect the payment,
enroliment, or eligibility for benefits.

Patient Name: DOB: SSN:

| request and authorize

Phone: Fax:

To release the medical records of the patient named above to:
Shahid Aziz, DO — Tami Case, PA Premier Specialty Physicians
909 9 Ave Suite 202 Fort Worth, TX 76104 817-885-7888 fax: 817-885-7811

WHAT INFORMATION CAN BE DISCLOSED? Complete the following by indicating those items that you want disclosed. The signature of a minor
patient is required for the release of some of these items. If all health information Is to be released, then check only the first box.

_____All health information History/Physical Exam Past/Present Medications ____Lab Results Physician’s Orders
_____Patient Allergies Operation Reports Consultation Reports ____ Progress Notes ____Discharge Summary
___ Diagnostic Test Reports ____Billing Information Other
Your initials are required to release the following information:
Mental Health Records {excluding psychotherapy notes} Genetic Information {including Genetic Test Results)
Drug, Alcohol, or Substance Abuse Records HIV/AIDS Test Results/Treatment

lunderstand that my express consent is required to release any health care information relating to testing, diagnosis, and/or
treatment for HIV {AIDS Virus), sexually transmitted diseases, psychiatric disorders/mental health, or drug and/or alcohol use, you
are specifically authorized to release alf health care information relating to such diagnosis, testing or treatment.

EFFECTIVE TIME PERIOD. This authorization is valid until the earlier of the occurrence of the death of the individual; the individual
reaching the age of majority; or permission is withdrawn; or the following specific date {optional): Month Day___ Year

RIGHT TO REVOKE: | understand that | can withdraw my permission at any time by giving written notice stating my intent to revoke
this authorization to the person or organization named under “WHO CAN RECEIVE AND USE THE HEALTH INFORMATION.” |
understand that prior actions taken in reliance on this authorization by entities that had permission to access my health information
will not be affected.

SIGNATURE AUTHORIZATION: | have read this form and agree to the uses and disclosures of the information as described. | understand that
refusing to sign this form does not stop disclosure of health information that has occurred prior to revocation or that is otherwise pearmitted by law
without my specific authorization or permission, including disclosures to covered entities as provided by Texas Health & Safety Code § 181.154{(c}
andfor 45 C.F.R. § 164.502(a)(1). | understand that information disclosed pursuant to this authorization may be su bject to re-disclosure by the
recipient and may no longer be protected by federat or state privacy laws

Signature of Patient or Patient's Authorized Representative Date Signhed




