
--~ VERITAS FAMILY MEDICINE 

Date: ________ _ 

Patient Information 

3105 Colorado Blvd. 
Denton TX, 76210 

Tel: 940-383- 3444 
Fax: 940-383-2224 

Name: Social Security No. ___________ _ 
Date of Birth: ______ Age: _____ Sex: M/F Marital Status: S D M W Sep 
Address: City: ______ State: ____ Zip: ___ _ 
Phone:...__ __ ...__ ____ _ 

Home Business Cell 

Employer (Company Name): _________ ___ _ 
Address: _____________ _ City: State: Zip: 
Names of Family Members: _______________ _ DOB: 

DOB: 
DOB: 
DOB: 

Insurance Information: 
Insurance Company: ______________ Member Service Phone: ________ _ 
PPO POS HMO Commercial Other ID: Group:, ________ _ 

Insurance Policy Member Responsible Party Information: 
Name: ___________________ Social Security No. __________ _ 

Last First Ml 

Relationship to Patient: ________ _ 
Employer (Company Name): _____________ Phone: .._____..__ _____ _ 
Business Address: ____________ City: _______ State: ____ Zip: ____ _ 

Secondary Insurance Information: 
Insurance Company: ______________ Member Service Phone: ________ _ 
PPO POS HMO Commercial Other 10: Group; _______ _ 

Secondary Insurance Policy Member Responsible Party Information: 
Name: ___________________ Social Security No. __________ _ 

Last First Ml 

Relationship to Patient : ________ _ 
Employer (Company Name): _____________ Phone: .....____. ______ _ 
Business Address: ____________ City: _______ State: ___ ---'Zip: ____ _ 

I authorize the release of my medical information necessary to process this claim for payment of insurance benefits to CFMA Denton, PUC and 
to obtain the proper information for referral forms. I also authorize the office to obtain insurance information from Medicare regarding any 
claims submitted on my behalf. I understand I am responsible for all charges that insurance does not pay including non-covered procedures. 

Patient/Responsible Party Slgnature: ____________ Date: 



PATIENT CONTACT QUESTIONNAIRE 

I. Please list family members or other persons, if any, whom we may inform 
about your general condition and your diagnosis: 

Name: _____________ Phone: ________ _ 
Name: Phone: ________ _ 

II. Please list the family members CJ.: other persons, if any, whom we may inform 
about your medical condition ONLY IN AN EMERGENCY: 

Name: Phone: ------------- ---------
Name: Phone: ________ _ 

ill. Please print the address of where you would like your billing statements 
and/or correspondence from our office to be sent, if other than your home; 

IV. Please list any additional phone numbers, if any, to where you want to receive 
calls about your appointments, lab and x-ray results, or other health care 
information, if odrier h• your how phone number: 

( ) 

V. Can confidential messages be left on your home answering machine or 
voicemail? ___ Yes ___ No 

VI. If you do not have voicemail, can a confidential message be left at your place 
of employment? • Yes ___ No 

Signature of Patie_nt or:Legal Guardian Witness 

Relatiooship to Pabent 



Payment Policy 

Thank you for choosing us as your primary care provider. We are committed to providing you 
with quality and affordable health care. Because some of our patients have had questions 
regarding patient and insurance responsibility for services rendered, we developed this payment 
policy. Please read it, ask us any questions you may have, and sign in the space provided. A copy 
will be provided to you upon request. 

1. Insurance. We participate in most insurance plans, including Medicare. If you are not 
insured by a plan we do business with, payment in fu11 is expected at each visit. If you are 
insured by a plan we do business with, but don't have an up-to-date insurance card, 
payment in full for each visit is required until we can verify your coverage. Knowing 
your insurance benefits is your responsibility. Please contact your insurance company 
with any questions you may have regarding your coverage. 

2. Co-payments and deductibles. All co-payments and deductibles must be paid at the tie 
of service. This arrangement is part of your contract with your insurance company. 
Failure on our part to collect co-payments and deductibles from patients can be 
considered fraud. Please help us in upholding the law by paying your co-payments at 
each visit. 

3. Non-covered services. Please be aware that some - and perhaps all - of services you 
receive may be non-covered or not considered reasonable or necessary by Medicare of 
other insurers. You must pay for these services in full at the time of visit. 

4. Proof of insurance. All patients must complete our patient information form before 
seeing the doctor. We must obtain a copy of your driver's license and current valid 
insurance to provide proof of insurance. If you fail to provide us with the correct 
insurance information in a timely manner, you may be responsible for the balance of a 
claim. 

S. Claims submission. We will submit your claims and assist you in any way we may 
reasonably can to help get your claims paid. Your insurance company may need you to 
supply certain information directly. It is your responsibility to comply with their request. 
Please be aware that the balance of your claim is your responsibility whether or not your 
insurance company pays your claim. Your insurance benefit is a contract between you 
and your insurance company; we are not party to that contract. 

6. Coverage changes. If your insurance changes, please notify us before your next visit so 
we can make the appropriate changes to help you receive your maximum benefits. If your 
insurance company does not pay your claim in 45 days, the balance wiJl automatically be 
billed to you. 



7. Nonpayment. If your account is over 90 days past due, you will receive a letter stating 
that you have IO days to pay your account in full. Partial payments will not be accepted 
unless otherwise negotiated. Please be aware that if a balance remains unpaid, we may 
refer your account to a collection agency and you and your immediate family members 
may be discharged from this practice. If his is to occur, you will be notified by regular 
and certified mail that you have 30 days to find alternative medical care. During that 30-
day period our physician will only be able to treat you on an emergency basis. 

8. Missed appointments. Our policy is to charge $25 for missed appointments not 
cancelled within 24 hours of the appointment time. This policy applies to new and 
established patients and will be charged to the patient/guarantor, not to the patient's 
insurance. All no-show fees must be paid prior to the next appointment in order to be 
seen. Family Healthcare reserves the right to terminate the doctor-patient relationship of 
established patients due to no-shows. New patients who no-show for their appointment 
will no longer be able to schedule with our providers and will be billed the No-Show fee. 
New Patients will be allowed to be seen in Family Healthcare, but only after the No­
Show fee has been paid. Please help us to serve you better by keeping your regularly 
scheduled appointment. 

Our practice is committed to providing the best treatment to our patients. Our prices are 
representative of the usual and customary charges for our area. 
Thank you for understanding our payment policy. Please let us know if you have questions or 
concerns. 

I have read and understand the payment policy and agree to abide by its guidelines: 

Signature of patient or responsible party Date 



NOTICE OF PRIVACY PRACTICES* 

We Care About Your P • vacy 
FAMILY HE JHCAAE 

3105 Col Blvd., Denton, TX 76210 

Telephone: (940) 383-34-44 

The privacy of your medical information is Important to us. We understand that your medical information is pereonal and 
we are committed to protecting it. We create a record of the care and services you receive at our organization. We need 
this record to provide you with quality care and to comply with certain legal requirements. This notice wiH tell you about 
the ways we may use and share medical information about you. We also describe your rights and certain duties we have 
regarding the use and disclosure of medical information. 
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Law 11equ1,.s Us to: 
1. Keep your medical information private. 
2. Give you this notice describing our legal duties, privacy 

practices, and your rights regarding your medical information. 
3. Follow the terms of the current notice. 

We Have the R'9ht to: 
1. Change our privacy practices and the terms of this notice at any 

time, provided that the changes are permitted by law. 
2. Make the changes in our privacy practices and the new terms 

of our notice effective for all medical information that we keep, 
including information previously created or received before the 
changes. 

Notice of Change to Privacy Practices: 
1. Before we make an important change in our privacy practices, 

we will change this notice and make the new notice available 
upon request. 
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The following section describes different ways that we use and 
disclose medical information. Not every use or disclosure will be 
listed. However, we have listed all of the different ways we are 
permitted to use and disclose medical information. We will not use 
or disclose your medical information for any purpose not listed 
below, without your specific written authorization. Any specific written 
authorization you provide may be revoked at any time by writing to us. 

FOi' n.atment: 
We may use medical information about you to provide you with 
medical treatment or services. We may disclose medical information 
about you to doctors, nurses, technicians, medical students, or other 
people who are taking care of you. We may also share medical 
information about you to your other health care providers to assist 
them in treating you. 

FOi' Payment: 
We may use and disclose your medical information for payment 
purposes. A bill may be sent to you or a third-party payer. The 
information on or accompanying the bill may Include your medical 
information. 

FOi' Health C.... Operations: 
We may use and disclose your medical information for our health 
care operations. This might include measuring and improving quality, 
evaluating the performance of employees, conducting training 
programs, and getting the accreditation, certificates, licenses and 
credentials we need to serve you. 

Additional UM• and Dlscloau,es: 
In addition to using and disclosing your medical information for 
treatment, payment, and health care operations, we may use and 
disclose medical information tor the following purposes. 

Facility Directory: 
Unless you notify us that you object, the following medical information 
about you will be placed in our facility directories: your name; your 
location in our facility; your condition described in general terms; 
your religious affiliation, if any. We may disclose this information to 
members of the clergy or, except for your religious affiliation, to others 
who contact us and ask for information about you by name. 

Notification: 
.We may use and disclose medical information to notify or help 
notify: a family member, your personal representative or another 
person responsible for your care. We will share information about 
your location, general condition, or death. If you are present, we 
will get your permission if possible before we share, or give you the 
opportunity to refuse permission. In case of emergency, and if you are 
not able to give or refuse permission, we will share only the health 
information that is directly necessary for your health care, according 
to our professional judgment. We will also use our professional 
judgment to made decisions in your best interest about allowing 
someone to pick up medicine, medical supplies, x-ray or medical 

· Information for you. 

Disaster Relief: 
We may share medical information with a public or private 
organization or person who can legally assist in disaster relief efforts. 

Fundral•lng: 
We may provide medical information to one of our affiliated 
fundraising foundations to contact you for fundraising purposes. We 
will limit our use and sharing to information that describes you in 
general, not personal, terms and the dates of your health care. In any 
fundraising materials, we will provide you a description of how you 
may choose not to receive future fundraising communications. 

Research In Limited Clrcumatancn: 
We may use medical information for research purposes in limited 
circumstances where the research has been approved by a review 
board that has reviewed the research proposal and established 
protocols to ensure the privacy of medical information. 

Funeral Director, Coroner, Medical Examiner: 
To help them carry out their duties, we may share the medical 
information of a person who has died with a coroner, medical 
examiner, funeral director, or an organ procurement organization. 

Specialized Government Functions: 
Subject to certain requirements, we may disclose or use health 
information for military personnel and veterans, for national security 



and intelligence activities, for protective services for the President and 
others, tor medical suitability determinations for the Department of 
State, for correctional institutions and other law enforcement custodial 
situations, and for government programs providing public benefits. 

Court Orders •nd Judie,_/ •nd Admln,.tr•tlve Proceeding•: 
We may disclose medical information in response to a court or 
administrative order, subpoena, discovery request, or other lawful 
process, under certain circumstances. Under llmited circumstances, 
such as a court order, warrant, or grand jury subpoena, we may share 
your medical information with law enforcement officials. We may 
share limited information with a law enforcement official concerning 
the medical information of a suspect, fugi1ive, material witness, crime 
victim or missing person. We may share the medical information of an 
inmate or other person in lawful custody with a law enforcement official 
or correctional institution under certain circumstances. 

Pub/le HNlth Actlvltln: 
As required by law, we may disclose your medical information to 
public health or legal authorities charged with preventing or controlling 
disease, injury or disability, Including child abuse or neglect. We 
may also disclose your medical information to persons subject 
to jurisdiction of the Food and Drug Administration for purposes 
of reporting adverse events associated with product defects or 
problems, to enable product recalls, repairs or replacements, to track 
products, or to conduct activities required by the Food and Drug 
Administration. We may also, when we are authorized by law to do 
so, notify a person who may have been exposed to a communicable 
disease or otherwise be at risk of contracting or spreading a disease 
or condition. 

Vlcttm. of Abu•, Negl«:t, or Do,,,..tlc Violence: 
We may use and disclose medical information to appropriate 
authorities if we reasonably believe that you are a possible victim of 
abuse, neglect, or domestic violence or the possible victim of other 
crimes. We may share your medical information If it is necessary to 
prevent a serious threat to your health or safety or the health or safety of 
others. We may share medical information when necessary to help law 
enforcement officials capture a person who has admitted to being part of 
a crime or has escaped from legal custody. 

Worlre,s Com,»nNtlon: 
We may disclose health information when authorized or necessary 
to comply with laws relating to workers compensation or other similar 
programs. 

HM/th Ovenllght Actlvltln: 
We may c1iac1ose medical information to an agency providing health 
oversight for oversight acitivities authorized by law, including audits, civil, 
administrative, or criminal investigations or proceedings, inspections, 
licensure or disciplinary actions, or other authorized activities. 

L.llw Enfol'C9ment: 
Under certain circumstances, we may disclose health information to law 
enforcement officials. These circumstances Include reporting required 
by certain laws (such as the reporting of certain types of wounds), 
pursuant to certain subpoenas or court orders, reporting limited 
information conceming identiftcation and location at the request of a law 
enforcement official, reports regarding suspected victims of crimes at 
the request of a law enforcement official, reporting death, crimes on our 
premises, and crimes in emergencies. 

Appointment Reminders: 
We may use and disclose medical information for purposes of sending 
you appointment postcards or otherwise reminding you of your 
appointments. 

Altematl11e •nd Additional M«lical Service•: 
We may use and disclose medical information to furnish you with 
information about health-related benefits and services that may be of 
interest to you, and to describe or recommend treatment alternativas. 

You Have • Right to: 
1. Look at or get copies of certain parts of your medical 

information. You may request that we provide copies in a format 
other than photocopies. We will use the format you request 
unless it is not practical for us to do so. You must make your 
request in writing. You may ask the receptionist for the form 
needed to request access. There may be charges for copying 
and for postage if you want the copies mailed to you. Ask the 
receptionist about our fee structure. 

2. Receive a list of all the times we or our business associates 
shared your medical information for purposes other than 
treatment, payment, and health care operations and other 
specified exceptions. 

3. Request that we place additional restrictions on our use or 
disclosure of your medical information. We are not required to 
agree to these additional restrictions, but if we do, we will abide 
by our agreement (except in the case of an emergency). 

4. Request that we communicate with you about your medical 
information by different means or to different locations. Your 
request that we communicate your medical information to you 
by different means or at different locations must be made in 
writing to our Privacy Officer. 

5. Request that we change certain parts of your medical 
information. We may deny your request if we did not create 
the information you want changed or for certain other reasons. 
If we deny your request, we will provide you with a written 
explanation. You may respond with a statement of disagreement 
that will be added to the information you wanted changed. If we 
accept your request to change the information, we will make 
reasonable efforts to tell others, including people you name, of 
the change and to include the changes in any future sharing of 
that information. 

6. If you wish to receive a paper copy of this privacy notice, then 
you have the right to obtain a paper copy by making a request in 
writing to our Privacy Officer 

J/J, r; If/' 1l ! 1} I ,·•··n( ' 

If you have any questions about this notice, please ask the 
receptionist to speak to our Privacy Officer. 
If you think that we may have violated your privacy rights, you may 
speak to our Privacy Officer and submit a written complaint. To take 
either action, please inform the receptionist that you wish to contact 
the Privacy Officer or request a complaint form. You may submit 
a written complaint to the U.S. Department of Health and Human 
Services; we will provide you with the address to file your complaint. 
We will not retaliate in any way if you choose to file a complaint. 

Acknowled&ement of Notice of Privacy Practices 
I have read and understand the Privacy Practices of Family Health. This 
form will be placed in your chan for pennanent record. 

Signature: ________________ _ 

Printed Name: _______ ___ _ ___ _ 

Date: _ _________ _ ______ _ 



I Telemedicine Informed 
Consent 

Telemedicine services involve the use of secure interactive videoconferencing 
equipment and devices that enable health care providers to deliver health care 
services to patients when located at different sites. 

1111' TEXAS MEDICAL 
~ SOCIATION 

Physicians Caring for Texans 

1. I understand that the same standard of care applies to a telemedicine visit as applies to an in-person 
visit. 

2. I understand that I will not be physically in the same room as my health care provider. I will be notified of 
and my consent obtained for anyone other than my healthcare provider present in the room . 

3. I understand that there are potential risks to using technology, including service interruptions, 
interception, and technical difficulties. 
a. If it is determined that the videoconferencing equipment and/or connection is not adequate, I 

understand that my health care provider or I may discontinue the telemedicine visit and make other 
arrangements to continue the visit. 

4. I understand that I have the right to refuse to participate or decide to stop participating in a telemedicine 
visit , and that my refusal will be documented in my medical record . I also understand that my refusal will 
not affect my right to future care or treatment. 
a. I may revoke my right at any time by contacting Veritas Family Medicine at 940-383-3444. 

5. I understand that the laws that protect privacy and the confidentiality of health care information apply to 
telemedicine services. 

6. I understand that my health care information may be shared with other individuals for scheduling and 
billing purposes. 
a. I understand that my insurance carrier will have access to my medical records for quality 

review/audit. 
b. I understand that I will be responsible for any out-of-pocket costs such as copayments or 

coinsurances that apply to my telemedicine visit. 
c. I understand that health plan payment policies for telemedicine visits may be different from policies 

for in-person visits. 
7. I understand that this document will become a part of my medical record. 

By signing this form, I attest that I (1) have personally read this form (or had it explained to me) and fully 
understand and agree to its contents; (2) have had my questions answered to my satisfaction , and the 
risks, benefits, and alternatives to telemedicine visits shared with me in a language I understand; and (3) am 
located in the state of Texas and will be in Texas during my telemedicine visit(s). 

Patient/Parent/Guardian Printed Name Patient/Parent/Guardian Signature 

Witness Signature Date 

© 2019 Texas Medical Association. All rights reserved. 

The Texas Medical Association acknowledges the Texas Medical Association Special Funds Foundation 
for its support of th is document through funds awarded by The Physicians Foundation. I ~HE 

PHYSICIANS 
F UNDATION 

NOTICE: This information is provided as a commentary on legal issues and is not intended to provide advice on any specific legal matter. This information should NOT be considered 
legal advice and receipt of it does not create an attorney-client relationship. This is not a substitute for the advice of an attorney. The Office of the General Counsel of the Texas 
Medical Association provides this information with the express understanding that (1) no attorney-client relationship exists , (2) neither TMA nor its attorneys are engaged in providing 
legal advice, and (3) the information is of a general character. Although TMA has attempted to present materials that are accurate and useful , some material may be outdated and 
TMA shall not be liable to anyone for any inaccuracy, error or omission. regardless of cause, or for any damages resulting therefrom. Any legal forms are only provided for the use of 
physicians in consultation with their attorneys. You should not rely on this information when dealing with personal legal matters; rather legal advice from retained legal counsel should 
be sought. 

RELEASED: March 2020, Texas Medical Assoc iation 



I Telemedicine Informed 
Consent 

II' TEXAS MEDICAL 
~ SOCIATION 

Physicians Caring for Texans 

NOTICE CONCERNING COMPLAINTS 
Complaints about physicians, as well as other licensees and 
registrants of the Texas Medical Board, including physician 
assistants, acupuncturists, and surgical assistants may be 

reported for investigation at the following address: 

Texas Medical Board 
Attention: Investigations 

1801 Congress Avenue, Suite 9.200 (physical address) 
P.O. Box 2018 (mailing address) 

Austin, Texas 78768-2018 

Assistance in filing a complaint is available by calling the following 
telephone number: 

1-800-201-9353 

For more information, please visit our website at 

www .tmb.state.tx.us. 

© 2019 Texas Medical Association. All rights reserved. 

The Texas Medical Association acknowledges the Texas Medical Association Special Funds Foundation 
for its support of this document through funds awarded by The Physicians Foundation. I ~HE 

PHYSICIANS 
F UNDATION 

NOTICE: This information is provided as a commentary on legal issues and is not intended to provide advice on any specific legal matter. This information should NOT be considered 
legal advice and receipt of it does not create an attorney-client relationship. This is not a substitute for the advice of an attorney. The Office of the General Counsel of the Texas 
Medical Association provides this information with the express understand ing that (1) no attorney-client relationship exists, (2) neither TMA nor its attorneys are engaged in providing 
legal advice, and (3) the infonmation is of a general character. Although TMA has attempted to present materials that are accurate and useful. some material may be outdated and 
TMA shall not be liable to anyone for any inaccuracy, error or omission, regardless of cause , or for any damages resulting therefrom. Any legal forms are only provided for the use of 
physicians in consultation with their attorneys. You should not rely on this information when dealing with personal legal matters; rather legal advice from retained legal counsel should 
be sought. 

RELEASED: March 2020, Texas Medical Association 


