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Clear Lake Specialties

Patient Registration Form

PATIENT INFORMATION
Patient’s Name ) , ; DOB
{Last) (Fizst) (Middle Initial)
Marita] Status O Mazmied CIsmgle I Divorced O widowed [ Legally Separated O Other
Secial Security - - Gender:  Female DMale OTransgender

Race O American Indian/ Alaskan O Asian  ONative Hawatian/ Pacific Islander [ White
O Black/African American O Other
Ethnicity [ Hispanic/Latino LI Not Hispanic/ Latino ~ U Declined
Language L[l English O Spanish 0 HindwUrdu T Arebicld Japanese I Chinese O Korean O Frenchd Other
Emafl Address

Phone Numbers: Home Cell Authorize to Leavemessage Y e§ - NO-—-
Address
Street Name City, State Zip Code
PCP Referring Provider
(Primary Care Physician)
Phone: Phone :
EMERGENCY CONTACT INFORMATION: INSURANCE INFORMATION:
Emergency Contact: Name Primary Insurance
Number___~ Secondary Insurance:
Relationshipto Patient * PHARMACY INFORMATION:
Employer/ School *Pharmacy Namne
Number * Number

*Do you have an Advance Directive? Yes - NO-—

AUTHORIZATION TO REV.EASF INFORMATION TO CARE GIVER / FAMILY MEMBER

Name " Relationshipto Patient *:

Name Relationship to Patient™®:
* Authorize to Leavemessage Yes --—- No——

I agree tha: the information on this form is accurate and up-to-date to the best of my knowledge.
Patient (or Responsible Party) Signature Date
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Clear Lake Specialties, PA

New Patient Information
)
Today’s Date: Doctor’s Name:
Patient’s Name: Date of Birth:
Patient History
Reason for today’s visit:
Medications

Please list the name, dosage, and how ofien you take the medication.

Please include TV antibiotics, nebulizer medications, vitamins, over the counter and prescription meds.

1) 11)
2) 12)
3) 13)
4 14)
5) 15)
6) 16)
7) 17)
8) 18)
9) 19)
10) 20)
Allergies
1) Medications:
2) Food:

3) Other:
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Please let us know if you have been
diagnosed with any of the following:

[ Anemia

[J Angina Aortic Aneurysm

] Arthrifis

[ Asthma

[0 Back painfinjury

OO Bleeding Disorders

LIBlood clots in the legs or lungs
I Bronchitis

{3 Cancer; where?

O Cirrhosis of the liver

O Compression fracture

D Coronary Artery Disease
3 Deep Venous Thrombus
[ Depression/Nervous disorder
[ Diabetes

[ Diverticulitis

LI Emphysema

3 Epilepsy

CIExcessive bleeding

O Eye Problems

0 Galistones

O Glaucorna

1 Goiter/thyroid disorder
1 Gout

[ Heart Attack

I Heart Failure

[ Heart Problems, Other
[ Hepatitis

3 Hernias, Hiatal or Other
CHigh Choleéterol

D) High Blood Pressure
Oav/ADs

[ Hypertension

[ Jeundice

OXidney stones

I Kidney/Bladder infection

Clear Lake Specialties, PA

New Patient Information

OTEHER: If there are other illnesses not listed here, please write them in the space

below:

" [IMigraine headaches

LJOsteoporosis (thinming of bones)
OPancreatitis

[iPeptic Ulcer Disease
DI Pneumonia
Oprostate enlargement
O Prostate infection

D pychiarric Hliness

D pyimonary Embotus
DiRrenmatic Fever
[isickie Cell Anemia
D Sinus Problems
CISleep Aprea

[ISioke

DI Thyroid Problems

DI TB Tuberculosis
[Lung Problems, Other
Dlulcers

DlUrinary Problems

Women Onk

ElCurrently on birth contrel pills
CIRecurrent Vaginitis

|:| Endometriosis

LI Ovarian cysts or tumors
UPelvic Infection

[JMenstrual Disorders

CIRecent Miscarriages




Clear Lake Specialties, PA
New Patient Information

Surgeries

Please tell us if you have had any of the following surgeries and list the date of each one.

L Lungs/ Chest: What kind? Date:
[ Heart: What kind? Date:
[ Abdominal: What kind? Date:
O Gallbladder: | Date:
-0 Appendix: Date:
O Hernia: Date:
L Eyes: Date:
I Prostate: Date:
[ Hysterectomy: Date:
1 Mastectomy: Date:
LI C-Sections: Date:
U Others: Date:
Hospitalizations

Have you ever been hospitalized for any reason? Please explain and list the dates

Date: Reason:
Date: Reason:
Date: Reason:

Date: Reason:

Immunizations/ Vaccines
When was the last time you had the following vaccines:

Prneumonia: Flu Shot:

Hep A: Tdap:

Hep B: Other:

Raviead 7 4 16




Clear Lake Specialties, PA
New Patient Information

Family History

Did any blood relatives (parents, grandparents, children, brothers, or sisters) have any of the following

If yes, please list who had the illness.

O Asthma

OTuberculosis

[OHeart Disecase

ODiabetes

OHypertension

DO Lung Disease

CCancer

O Stroke

D Excessive Bleeding
B Thyroid

0O Arthritis

O Glaucoma

O Others

Secial History

Did you ever smoke cigarettes, cigars, or pipes?

How many packs per day

How many years?

Did you ever drink alcohol? If so, what type?

How many drinks per week
Whe do you live with?
Do you have any pets? What kind?

What jobs/occupations have you had during your lifetime?

How many years?

Age quit?

Age quit?

Were you ever exposed to excessive dust, asbestos, sand etc.?

Have you travelled outside the US? If so, when?

Ravicari A 4 111a




CLS - Orthopedic Department
Karthik Jonna, MD

American Board of OrthopedicSurgery
600 N. KobayashiRd #208

Webster, TX 77598

Phone: 281-985-9342 | Fax: 281-393-0029

6'

PATIENT RESPONSIBILITY FORM
PLEASE INITIAL BESIDE EACH SECTION

lacknowledge that my physician is my partnerin health. As an adult, itis my responsibility to

keep track of my medical conditions, medications, and all other physicians that are involvedin my
medical care. [tis my responsibility to inform every physician or other health care providerthat|
encounter about any changes in my medications, medication dosages, any medical conditions or any
evaluationsin progress. ({Initial}

Testresults are usually reviewed and discussed in the office at a follow-up appointment. [
acknowledge that if | am NOT notified of any test results obtained or referred by this office, thenitis
my dutyto contact the office to make arrangementsto receive the resuits. | will not assume that
not receiving results meanstestsare normal. |also understand that certain results may warranta
formal discussion and the doctor may require a follow-upappointmentin lieu ofa phone
conversation. {Initial)

I acknowledge thatif | fail to keep an advised follow-up appointmentto go overtest results, monitor
treatment, or evaluate symptoms,then [ am responsible if this resultsin harm to myself, delayin
diagnosis, or fallure to treat or cure. (Initial)

lacknowledge that | am responsible for scheduling my own appointments. Asa courtesy - the
physician’s office will attemptto contact me one or twe days prior to remind me of an appointment,
howeveri may not receive this message forvarious reasons. {Initial)

lacknowledge the importance of making sure the physician’s office has my current address and all
phone number contacts. if my information on file is not current, thani acknowledge that my
physician’s office will not be able to notify me about abnormal test results, medication recalls,
changes in appointmentor surgery scheduling, etc. {Initial)

tacknowledge that | am responsible to know the insurance benefits provided by my insurance
carrier(s). Anyquestions! have regarding my insurance benefits will be directed to my insurance
carrier or Human Resources department by myguarantor or myself. (Initial)

Print Name & Date of Birth Signature Date




CLS — OrthopedicDepartment

Karthik Jonna, MD i
American Board of OrthopedicSurgery

600 N. KobayashiRd #208

Webster, TX 77598

Phone;281-985-9342 | Fax:281-393-0029

Initial Financial & Office Policies
Please initial next to each section:

All co-pays, co-insurance, deductibles and cash payments are due at check-in on the day
services are rendered. Should you have any remaining balance on your account, you will
receive a hilling statement.

For your convenience we accept cash, money order, debit, and most major credit cards

For all elective procedures we DO NOT accept checks. Payment must be made in one of the
other acceptable forms of payment or your procedure may be rescheduled.

A fee of $50.00 will be charged to your account for any returned check.

“No-Show for Appointment or office procedure” - failure to keep a scheduled appointment
without giving our team 48 hour notice fee: $25.00

“Cancellation” — Appointment cancellation with less than 24 hours’ notice fee: $50.00

Surgery Deposits must be paid prior to your scheduled surgery day, usually at the time our
schedulers reserve a time slot for you: $100.00

CLS Orthopedics requires a 5 BUSINESS DAYS notice for cancelling surgical cases. If you do
not cancel your surgery 5 BUSINESS DAYS in advance, you may be subject to a $200.00 fee.

Completion of disability forms, FMLA, or insurance forms will be assessed a $40.00 fee per
form to cover the administrative overhead involved in completing these forms. This fee is not
covered by insurance.

Fee for completion of Prior Authorizations for medications that are not covered by your
insurance company - $30.00. We will notify you in advance if we believe your insurance
company won’t cover your medication. If you wish for us to appeal the decision, the fee will
cover the manpower required to attempt the appeal. THERE IS NO GUARANTEE THAT YOUR
INSURANCE COMPANY WILL APPROVE ANY APPEAL.

Print Name & Date of Birth Signature Date




Clear Lake Specialties (CLS)

Consent to Obtain Patient Medication History

Patient medication history is 2 list of prescriptions that healthcare providers have prescribed for you. A variety of
sources, including pharmacies and health Insurers, cantribute to the collection of this history. Medicstion history s

very important in helping providers treat your symptoms znd/or illness properly and avoid potentially dangerous drug
Interactions. The collected information Is stored In the CLS electronic medical record {EMR} system and becomes part
of your personal medical record.

Itis very important that you and your provider discuss all your medicaticns to ensure that your recerded rmedication
history is 100% accurate and up to date. Your medication history might not include drugs purchased without using

your heaith insurance. In addition, over-the-counter drugs, supplements, or herbal remedies that you take on your
own may not be included.

1 give my permission to allow my healthcare provider to obtain my medication histary from my pharmacy, my
heaith plans, and my other healthcare providers.

Signature of Patient or Legal Guardian:

Patient Name: Date:

By signing this consent form you are giving your healtheare provider permission o collect grid shere your pharmagy and your health
insurer information about your prescriptions thet have been filled at any pharrnacy or covered by any heaith Insurance plan. This
Includes prescription medicines to trect AIDS/HIV and medicines used to traat mental health issues such as depression.




AUTHORIZATION TO DISCLOSE PROTECTED HEAITH INFORMATION

Beveloped for Texas Hezith & Safey Code § 181.154(0)
effective June 2013

Please read this entire form before signing and complete ali the
sections that apniy 4o your decisions relating to the disclosure
of protected heakth Imfermation. Coversd emtities 25 that tenm is
defined by HiPAA and Texas Heaith & Safety Cods § 181.007 mus:
obtein & signed authorization from the ndwidual or the individuzl's
legally autherzed representstive o electromically dissioss thet ingi-
vidual's pretected health information, Authorizatien is not required for
disciosures refated to treatmen: vaymen:, health care cperations,
perfomming cerizin insurance functions, or =s mzy be cthersise 2u-
m&edbth&vaedaﬁﬁﬁmay&seﬁﬁsfumnrany other
form that complies with HIPAA, the Texes Medical Privacy Act. and
ather applicable laws, Individuals cannot be denied Testmant based
on 2 fallure % sign this authorization form, and e refusat & sign this
Yorn Will not affest the payment, enroliment, or efigioiity for bensfts.

NAME OF PATIENT OR INDIVIDUAL

fesi

CTHER NAME(S) USED
DATE OF BiRTHE Manth
ADDRESS

First MNiddle

ey

eITY
BHONE { )
EMAlL ADDRESS (Opional):

STATE
ALT. PHONE(

iy

| AUTHORIZE THE FOLLOWING TO DISCLOSE THE INDIVIDUAL'S PROTECTED HEALTH

REASON FOR DISCLOSURE
INFORMATION: {Cnoose oniy one option below)
Fereon/Organizetion Name 3 Treamment/Centinuing Medisal Care
Address . o Persgnal Use
I~ — Stete 2ip Code T Siiling or Claims
Bhone { ) Fax { ; = insurance
WHO CAN RECEIVE AND USE THE HEALTH INFORMATION? 2 Legal Purposes
Person/Organization Name Z  Disadiity Dstermination  ©
Address = Schoal
City Siste Zig Ccde = Employment
Phefgte:_ 3 Fax { 3 B QOther

WHAT INFORMATION CAN BE DISCLOSED? Conplen the ioliowing by in@ce_ﬁ;'xg hase fems that you war disslesed. The signstore of g miner
patient is required for the release of some of these toms. If 21 hesaith information Is o te reiezsad, then chegk oniy the first box,

O AR heaith information O #iswry/Physical Bxzm O PastPresent Medications O Lsb Resylts

D Physieian’s Crders T Paztient Allergies 2 Cperaton Repons I Consultstion Reports

1J Progress Notes 3 Discharge Summary O Dizgnosis Test Renonls O EXECardiviogy Reperts
O Paihology Reports O B8ng informetion 2 Radivlogy Repors £ Images O Cther

Your initials are required to release the foliowing information:

—rierial Health Feconds (exsiuding pevehetherspy notes)
—Lrug, Aleshel, or Substance Abuss Racords

ZSenelic informefon (nciuding Senstic Test Resuils)
HIV/AIDS Test ResulisfTreetmen

EFFECTIVE TIME PERIOD. Tnis authorzztion s velid unmd the earfer of the cccurrence of the desth of e individual; the individuzl reach-
ing the 2ge of majority; or permiesion is wifhidrawn; or the foliewdng spacific daie (opilonal): Monmth Day Yezr

EHT OKE: derstand that | czn withdrew my permission 2t any dme by giving written netice stzting my intent o reveke thie au-
‘t:?mzan:l? tﬁe peé;n OF orgenization named ume:s:i}:-ect} CaN EECEEE(VE AND USE THE HEALTH }N_FORMAT_iON.' i understend that
prior actions teken in refiance on this auionzstion Sy enties e had permission i socess my heelth nformation will not be affected.
SIGNATURE AUTHORIZATION: | havs resd s %o and egse o the uses and disciosures of the information as described. 1 un-
dersiand that refusing w0 sign this form dees not sop disclomze of heakh riormation &hat hes ocoumed prior o revocation or thet
is ctherwise permitted by law withoin my specific suthorizston or parmission, inciuding cxsdssura:‘ta cevered emtities as provide
ed by Texas Health & Saisty Code § 181.134(c) =ndior 45 SRR § 154.30%(=y1). | understand that Irormation dissiosed pursu-
ant o this authorization may be subject ' re-Cisciosurs by the rediie and mey nc longer be protecisd by iederal or s privacy laws,

SIGNATURE X

Signature of Individusal or indtvitiusl’s Legally Autherized Representative
Printed Name of Legalfly Authorized Representstive {if sopfinetis): _ :
if represenistive, specify refztisnshi oo e indvidueh T Paent of miner O Guargian O COther
Aminer individual's signature is regquired for the relesse of cenein types of miomation, inniuding for exemeie, the release of imformation related io cer-

1ain fypes of reproductive care, sexudlly rensmitied dissases, end drug, slcoho! or substense shuse and mental heakh trestmem {See, 8., Texx. Fam,
Code § 32.003). .

DATE

SIGNATURE Y,

Signature of Minor Individasal DATE

o
|

Q
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