ADS ORTHOPAEDICS   11301 Fallbrook Dr., Suite 100, Houston, TX77065 * Phone: 281.807.5432 * Fax: 281.807.5437

Doan K. Nguyen, M.D.
Patient email:
	Patient’s Information

	Last:
	First:
	Mi: 
	DOB:       /       /  
	SSN:          -       -
	Sex:  M    F

	Marital Status:    Single       Married      Divorce
	Race  White/Black/Asian
	Language: 
	Height:
	Weight:

	Address: 
	City:  
	State:
	ZIP:

	Employer::
	Address::
	City:
	State:
	ZIP: 

	Home Phone:
	Cell or WorkPhone:
	Ethnic:Spanish or Latin/ Not Spanish or Latin

	Emergency Contact Information

	Last:
	First:
	Address:
	City:
	State
	ZIP:

	Home Phone: 
	Cell Phone:
	Work Phone:
	Relation to Patient:

	Insurance Information and Policy Holder

	Primary Insurance
	Secondary Insurance
	Policy Holder

	HMO
	POS
	PPO
	OTHER
	HMO
	POS
	PPO
	OTHER
	Circle one:    Patient       Other    (If Other, please fill out this section)

	ID#:
	ID#: 
	First:
	Last:

	 Copay: $                          Or           %
	Copay: $                          Or          %
	DOB:
	SSN: 
	Phone:

	Deductible: $                     Or           %
	Deductible: $                   Or          %
	Employer                                          
	Phone:

	
	
	Address: 

	Description of Injury

	What kind of Pain or Injury do you have?

	What happened?

	When did it happen or start?

	Where (i.e. at work, home, etc.)

	Who referred you here?

	Medical History 

	Please List current Medications (not including vitamins):

	Medication Allergy/Intolerant (Allergy to drug): 

	Family Disease History:

	Social History      smoking      ( non- smoker ;  curent smoking : every day or ____ number cigarettes/packs  ____  day/week/month;   
former smoker  when quit  :                                )  

drinking (   heavy,  moderate,  occasional, does not drink )

	Surgical History:

	Walking  condition

	Medical History (Mark the following  box or enter in here)

	Check  the following diseases or condition

	Abnormal Bleeding/Hemophia
	
	Fainting or Dizziness
	
	HIV/AIDS
	
	Radiation/Chemotherapy
	

	Anemia
	
	Epilepsy
	
	Join Replacement/Implant
	
	Rheumatic Fever
	

	Arthritis
	
	Heart Deffect, Murmur 
	
	Kidney Problems
	
	Tuberculosis
	

	Asthma
	
	Hepatitis (circle):      A     B    C
	
	Latex or Nickel Algergy
	
	Tumor
	

	Bone Disorders
	
	Herpes/Fever Blisters
	
	Nervous Disorders
	
	Cancer
	

	Diabetes
	
	Blood Pressure (circle):   H     L
	
	Pneumonia
	
	Tonsils/Adenoids removed
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   Patient Pharmacy Phone Number and Location :
DOAN KHAC NGUYEN, M.D., P.A.   *   11301 Fallbrook Dr., Suite 100,     Houston,      TX. 77065
I hereby authorize the attending physician and the medical staff to perform medical procedures.

	I authorize the release of any medical information necessary for the processing of insurance.

	I authorize the release of any medical information necessary to the physician to whom I have referred.

	A photocopy of the assignment is to be considered as valid as an original.

	We cannot accept the responsibility of negotiating a settlement in a disputed claim.

	YOU ARE RESPONSIBLE FOR PAYMENT ON YOUR ACCOUNT.

	I have read the above statement and agree to abide by the financial policies described above.

	I have received the Notice of Privacy Practices and I have been provided an opportunity to review it.

	I am providing information to the best of my knowledge.




Signature: ____________________________________________________________ Date: _____________________   
FINANCIAL AGREEMENT 
Welcome to our office. Please take a moment to review our financial policy. 

Although Dr. Nguyen accepts most insurance plans, it is the responsibility of the patient to be familiar with his or her benefits. Some procedures, x-rays, injections, and medical supplies distributed from our office may not be covered. Our office will make every attempt to verify insurance benefits prior to your visit. In the event that your insurance does not cover these services, or if benefits or eligibility is unobtainable, you will be responsible for any charges incurred. 

ATTENTION HMO/MEDICAID PATIENTS: In order for your insurance to consider any medical services provided by our office, it is your responsibility to have an active referral from your primary care provider on file. In the event that there is not an active referral on file, we request that payment be made at the time of service. 

Payment is due at the time of service; this will include any deductibles, office visit co-pays, and coinsurance amounts due. 

We only accept cash and credit cards.
Thank you for choosing Dr. Nguyen for your healthcare needs. Please be assured that our staff will answer any questions you may have regarding our office policies. 

I,_________________________________________  , HAVE READ AND DO AGREE TO THE TERMS REGARDING THIS FINANCIAL AGREEMENT. 

SIGNED:____________________________________ PRINT NAME:_____________________________________ DATE:__________________ 

(If other than patient)  Please state your RELATIONSHIP TO PATIENT:___________________________________________________________

PATIENT AUTHORIZATION FOR ACCESS TO PROTECTED HEALTH INFORMATION

I give permission for the following people to have access to my protected health information and reserve the right to revoke this at any time by notifying the office.   

___ Any Family Member    

___ Specific Family Member:  Name(s) / Relationship:  1) _____________________________________________________________________ 

          2) _____________________________________________________________________ 

___Other (Friend / Caregiver)  Name(s) / Relationship: 1) _____________________________________________________________________ 

                                                                                                  2)______________________________________________________________________ 

 I would like to have messages regarding: ___ Appointments, ___ Test Results 

Be given to me by:  Home Phone:________________  Work Phone:______________  Cell Phone:_____​___________  Fax:_________________ 

SIGNED:__________________________________       PRINT NAME:________________________________________  DATE:_______________
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