
                       RENAL CARE HOUSTON 

                                                                        Please fill out completely.  

Last Name ____________________ First Name____________________ Middle Name _________________  

SSN ______-_____-_______ Date of Birth _______________ Gender  M/F    Marital Status _________           

Street Address ____________________________________ City _______________ State _____ Zip ________ 

Home Phone (____) _____________ Work Phone (____)_______________ Cell Phone (____)____________ 

Email Address ________________________________________  

Preferred Method of Contact ☐Home Phone ☐Work Phone ☐Cell Phone  

Primary Language _______________ Ethnicity ☐ Hispanic or Latino ☐ Not Hispanic or Latino Race ☐Black 
or African American ☐Asian ☐Native Hawaiian or Pacific Islander ☐American Indian or Alaska Native 
☐White ☐Other 

  

Emergency Contact  

Name___________________________ Phone (____)__________________ Relationship ______________  

Primary Insurance Company _________________________ ID/Policy # _________________________  

Group # ____________ Insurance Phone (____) ___________  

Is this policy through your employer? Y / N     Spouses employer? Y / N  

Secondary Insurance Company _________________________ ID/Policy # _________________________  

Group # ____________ Insurance Phone (____) ___________  

Is this policy through your employer? Y / N    Spouses employer? Y / N   

Patient’s Signature _______________________________________ Date _____________________________ 



 

 

 

 

***Are you currently under the care of another kidney doctor OR have you been seen by a kidney doctor 

within the last 10 years? (Please choose one) YES NO If yes:  

Doctor’s Name: _____________________________ Date Last Seen: ___________________________________ 

 

 

 



 

 

 

 

 



 

 

 

EXAMPLE: Furosemide 20mg 1 tablet twice a day





 

 

                                                                         

 

 

 

 

 

ASSIGNMENT OF BENEFITS  

                                    Your signature is necessary for us to process any insurance      

         claims and to ensure payment of services rendered.  

 

 

 

I request that payment of authorized insurance benefits, including Medicare if I am a Medicare 

beneficiary, be made on my behalf to Renal Care Houston for any equipment or services provided to me 

by its physicians or clinical staff. I authorize the release of any medical or other information necessary to 

determine these benefits or the benefits payable for related equipment or services to Renal Care 

Houston , my insurance carrier, or other medical entity. A copy of this authorization will be sent to my 

insurance company or other entity if requested. The original authorization will be kept on file by Renal 

Care Houston. I understand that I am financially responsible to the organization for any charges not 

covered by health care benefits. It is my responsibility to notify the organization of any changes in my 

health care coverage. In some cases exact insurance benefits cannot be determined until the insurance 

company receives the claim. I am responsible for the entire bill or balance of the bill as determined by 

the organization and/or my health care insurer if the submitted claims or any part of them are denied for 

payment. I understand that by signing this form I am accepting financial responsibility as explained 

above for all payment for services rendered. This assignment will remain in effect until revoked by me in 

writing. A photocopy of this assignment is to be considered as valid as the original. I have read and I 

understand the information above. I agree to be financially responsible for all charges as discussed 

above.  

 

 

 

Patient Signature _________________________________ Date____________________________________  

 

Witness _____________________________ Responsible Party _____________________________________ 

 

 

 



 

 

 

 

 

                                                                                                                                               

                 

        

 

 

     Patient Contact Record   

 

 

 

Patient’s Name: _____________________________________________  
Date ____________________________________  

The HIPAA Privacy Rule gives individuals the right to restrict release of their Private Health Information 

(PHI). Please list the individual(s) you will allow Nephrology Associates, P.A. to release or discuss your 

PHI with. Do not list other physicians.  

1. ____________________________________________________________________________  

2. ____________________________________________________________________________  

3. ____________________________________________________________________________  

4. ____________________________________________________________________________  

5. ____________________________________________________________________________  

Signature _________________________________ Date _________________________________  

 

 

 

 

RECEIPT NOTICE OF PRIVACY PRACTICES WRITTEN ACKNOWLEDGEMENT OF FORM I, 

____________________________ have received a copy of Renal Care Houston notice of privacy  

Practices. 

Print Patient’s Name __________________________________ 

 Signature ______________________________ Date ___________________________________ 



Patient Name:

Phone: 

Address:

Date of Birth:

Phone: 

City/State/Zip:

Facility Name:

Release to:

Facility Phone:

Facility Address:

Address:

Facility Fax:

 

832-844-1998Fax:

Printed name of Authorized Representative

Address and telephone number of authorized representative

Date

Relationship/ Capacity to patient

Signature of Patient/ Parent/ Guardian or Authorized Representative
(Guardian or Authorized Representative must attach documentation of such status)

Renal Care Houston PLLC

Katy, TX 77450City, ST, Zip:

AUTHORIZATION FOR RELEASE OF MEDICAL RECORD INFORMATION

Please Note: Copy Fee May Be Charged For Medical Records

Above listed patients authorizes the following healthcare to make record disclosure:

RESTRICTIONS: Only medical records originated through this healthcare facility will be copied unless otherwise requested.
This authorization is valid only for the release of medical information dated prior to and including the date on this authorization
unless other dates are specified.

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I need
not sign this form in order to assure treatment. I understand that I may inspect or obtain a copy of the information to be used or
disclosed, as provided in CFR 164.524. I understand that any disclosure of information carries with it the potential for an
unauthorized redisclosure and the information may not be protected by federal confidentiality rules. If I have questions about
disclosure of my health information, I can contact the authorized individual or organization making disclosure. 

I have read the above foregoing Authorization for Release of Information and do hereby acknowledge that I am
familiar with and fully understand the terms and conditions of this authorization.

I understand the information in my health record may include information relating to sexually transmitted disease, acquired
immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information about behavioral or
mental health services, and treatment alcohol and drug abuse.

This information may be disclosed and used by the following individual or organization:

2 years prior from last date seen Change of Insurance or Physician

Specific Information Requested: Referral

Other

Dates Other: Continuation of Care (e.g., VA Med Ctr)

City, ST, Zip:

Dates and Type of information to disclose: The purpose of disclosure is:

Phone:

705 S Fry Rd Ste 300

832-940-9746

I understand I may revoke this authorization at any time. I understand that if I revoke this authorization I must do so in writing and
present my written revocation to the health information management department. I understand that the revocation will not apply to
information that has already been released in response to this authorization. I understand that the revocation will not apply to my
insurance company when the law provides my insurer with the right to contest a claim under my policy.
Unless otherwise revoked, this authorization will expire on the following date, event, or condition:

Please mail records

x Please fax records


