   Nephrology Associates P.A
                       Shahzeb R. Naqvi M.D.
              150 PINE FOREST DR STE. 102 SHENANDOAH,TX 77384
Phone: 832-813-8074                                                                                                      Fax: 832-813-8076


Patient Registration Form

Date: _________________	Email: ______________________________________
Primary Care Doctor: ___________________________

Patient Name: ____________________________________________________________________
Patient Address: __________________________________________________________________
City: ________________________ State: ____________ Zip Code: __________________________
Home Phone: _________________________ Cell Phone: __________________________________
Date Of Birth: _________________________  Sex:    Male       Female
Marital Status:    Single     Married     Widowed     Divorced   SSN: ____________________________
Preferred Language: ________________________________
Emergency Contact: Name: _______________________________ Phone: _____________________
Relationship to Patient: __________________________________.

Pharmacy Information
Pharmacy Name: ___________________________________ Phone: __________________________
Pharmacy Location: __________________________________________________________________

Health Insurance Information
Insurance Company Name: ___________________________________________________________
Subscriber SSN: _____________________________
Policy Number: _____________________________ Group Number: __________________________
Subscriber Name: __________________________________ Subscriber DOB: ___________________


Allergy Information
Allergy to medication: _____________________________________________________________

Social History
Do you smoke or chew tobacco?  Yes     No
If yes, then how many packs per day? ___________________________ 
For How Long: ______________
Former Smoker:     Yes     No     Quit Date: ________________________
Do you consume alcohol?     Yes     No
Family History of Medical Conditions
Mother: _______________________________________________________________________
Father:________________________________________________________________________
Maternal Grandparents:__________________________________________________________
Paternal Grandparents:___________________________________________________________
Surgical History
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________






Current Medications				Dose   		Frequency
1. ________________________________  ____    __________________________________
2. ________________________________  ____    __________________________________
3. ________________________________  ____    __________________________________
4. ________________________________  ____    __________________________________
5. ________________________________  ____    __________________________________
6. ________________________________  ____    __________________________________
7. ________________________________  ____    __________________________________
8. ________________________________  ____    __________________________________
9. ________________________________  ____    __________________________________
10. ________________________________  ____    __________________________________
11. ________________________________  ____    __________________________________
12. ________________________________  ____    __________________________________



Acknowledgement of Privacy Practice
By signing this form, I am indicating that I have been offered a copy of the Notice of Privacy Practice located on the wall at the check in desk.

__________________________________ Date: __________________________________________
                      Signature of Patient 








Consent for Treatment

I voluntarily give permission to the health care provider, Shahzeb R. Naqvi M.D., as he may deem necessary to provide medical services to me. I understand that by signing this form, I am authorizing him to treat me as long as I seek care or until I withdraw my consent.

_____________________________________ Date: __________________________________________
                  Signature of Patient

I, _________________________________ Date of Birth _______________________ give Shahzeb R. Naqvi MD permission to discuss my medical treatment and care with the following person(s) listed below while under the care of Nephrology Associates PA either in the clinic or in the hospital. This authorization will remain in effect unless it is revoked in writing by the patient.
 Name(s): ________________________________________________________________________
Relationship to Patient: _____________________________________________________________
Contact Phone Number: _____________________________________________________________
Name(s): _________________________________________________________________________
Relationship to Patient: _____________________________________________________________
Contact Phone Number: _____________________________________________________________
Signature of Patient: __________________________________ Date: ________________________
Authorization to Release Information
I authorize the release of any medical information necessary to process any bills to the insurance company and request payment of benefits to Shahzeb R. Naqvi MD. I acknowledge that I am financially responsible for the payments whether the benefits are covered by my insurance.

Signature of Patient: ________________________________________ Date: _____________________
