Thomas A. Lombardo, M.D.
T. Randolph Lombardo, M.D.
Scott R. Sherron, M.D.,

Sheila DeVaugh, APRN, BC

PATIENT INFORMATION SHEET ~ —— Greg Gilbreath, APRN, BC

Jorge A. Hernandez, M.D.

Steven K. Sooudi , M.D.
Timothy K. Colgan, M.D.

Please fill out all information completely or this form will be returned to you.

Patient |
NAME: DATE OF BIRTH: GENDER: M F
ADDRESS: MARITAL STATUS: _ Single _ Married
__Divorced _ Widowed
CITY: ST.
HOME PHONE: CELL PHONE:

SOCIAL SECURITY #:

FAMILY DOCTOR:

DRIVERS LICENSE #:

Employer |
RETIRED: _  YES __ NO
NAME: WORK PHONE:
ADDRESS:

Spouse |
NAME: DOB:
HOME PHONE: WORK PHONE:
SOCIAL SECURITY #: EMPLOYER:
Emergency Contact — Someone other than spouse |

NAME: HOME PHONE:
ADDRESS: RELATIONSHIP:
CITY: ST: Z|P:

Insurance - A copy of your card must be on file |

PRIMARY CARRIER:

ADDRESS:

CITY: ST: ZIP:

PHONE:

POLICY HOLDER: DOB:

RELATIONSHIP TO PATIENT:

EMPLOYER NAME:

MEMBER#: GRP#

SECONDARY CARRIER:

ADDRESS:

CITY: ST: ZIP:

PHONE:

POLICY HOLDER: DOB:

RELATIONSHIP TO PATIENT:

EMPLOYER NAME:

MEMBER#: GRP#

DO YOU HAVE AN ADVANCED DIRECTIVE (LivingWill) ___ Yes ___ No
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PLEASE CONTINUE ON BACK




ASSIGNMENT OF BENEFITS/CONSENT FOR TREATMENT

| HEREBY AGREE TO PAY IN FULL FOR MEDICAL SERVICES BY ADVANCED CARDIOVASCULAR SPECIALISTS (ACS) AND/OR ITS
STAFF, UNLESS OTHERWISE CONTRACTUALLY OR STATUTORILY PROHIBITED. UNLESS SPECIFICALLY PROHIBITED, I
UNDERSTAND THAT | WILL BE FINANCIALLY RESPONSIBLE FOR ANY CHARGES NOT PAID BY MY INSURER, EMPLOYER, OR
OTHER THIRD PARTY. | ALSO AGREE THAT ANY PAYMENT DUE FROM ME WILL BE MADE AT THE TIME SERVICES ARE
RENDERED OR PROMPTLY UPON BILLING. | ACKNOWLEDGE THAT I/MY CHILD NEED MEDICAL SERVICES BECAUSE OF MY/
HIS/HER CONDITION. THEREFORE, | HEREBY DO VOLUNTARILY CONSENT TO MEDICAL TREATMENT AND/OR DIAGNOSTIC
TESTING, AND OTHER MEDICAL SERVICES, UNDER THE GENERAL AND SPECIFIC INSTRUCTIONS OF THE PHYSICIANS OF ACS.
THEIR ASSISTANT(S) OR THEIR DESIGNEE(S) AS IS NECESSARY IN HIS/HER JUDGEMENT. | ALSO ACKNOWLEDGE THAT THE
PRACTICE OF MEDICINE IS NOT AN EXACT SCIENCE AND THAT NO GUARANTEES HAVE BEEN MADE TO ME AS TO THE RESULT
OR OUTCOME OF TREATMENTS, EXAMINATIONS, OR TESTING BY THE PHYSICIANS OF ACS, THEIR ASSISTANT(S) OR THEIR
DESIGNEE(S).

I AUTHORIZE AND REQUEST PAYMENT(S) OF MEDICAL BENEFITS DIRECTLY TO ACS OR THEIR DESIGNEE(S). |
FURTHER AUTHORIZE AND DIRECT ACS, THEIR ASSISTANTS AND DESIGNEES TO RELEASE TO MY INSURANCE COMPANY((IES)
ANY AND ALL MEDICAL INFORMATION (INCLUDING THAT OF A CONFIDENTIAL NATURE NECESSARY TO PROCESS MY
INSURANCE CLAIMS. | ADDITIONALLY AUTHORIZE ACS TO ORDER STAFF TO RELEASE COPIES OF MY/MY CHILD’S MEDICAL
RECORDS (INCLUDING TESTING RESULTS, AND MEDICAL SERVICES OF A CONFIDENTIAL NATURE TO OTHER PHYSICIAN(S)
GOVERNMENTAL AGENCIES, INSURANCE COMPANIES, ETC. AS | MAY DIRECT EITHER VERBALLY OR IN WRITING.

I AUTHORIZE: ADVANCED CARDIOVASCULAR SPECIALISTS TO RECEIVE INFORMATION IN CONNECTION WITH ANY
ILLNESS/INJURY WHICH | HAVE SUFFERED OR ANY TREATMENT RENDERED TO ME.

SIGNATURE OF PATIENT OR LEGAL GUARDIAN DATE

RELATIONSHIP TO PATIENT (IF LEGAL GUARDIAN) WITNESS

NURSE PRACTITIONER CONSENT

THIS FACILITY HAS ON STAFF, NURSE PRACTITIONERS TO ASSIST IN THE DELIVERY OF CARDIOVASCULAR CARE.
A NURSE PRACTITIONER IS NOT A DOCTOR. A NURSE PRACTITIONER IS A REGISTERED NURSE WHO HAS
RECEIVED ADVANCED EDUCATION AND TRAINING IN THE PROVISION OF HEALTH CARE. A NURSE PRACTITIONER
CAN DIAGNOSE, TREAT, AND MONITOR COMMON ACUTE AND CHRONIC DISEASES AS WELL AS PROVIDE HEALTH
MAINTENANCE CARE.

| HAVE READ THE ABOVE, AND HEREBY CONSENT TO THE SERVICES OF A NURSE PRACTITIONER FOR MY HEALTH
CARE NEEDS. | UNDERSTAND THAT AT ANY TIME | CAN REFUSE TO SEE THE NURSE PRACTITIONER AND REQUEST
TO SEE A PHYSICIAN.

SIGNATURE OF PATIENT OR LEGAL GUARDIAN DATE

RELATIONSHIP TO PATIENT (IF LEGAL GUARDIAN) WITNESS

PATIENT AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

BY SIGNING THIS AUTHORIZATION, | AUTHORIZE ADVANCED CARDIOVASCULAR SPECIALISTS, LLP (ACS) TO USE AND/OR
DISCLOSE CERTAIN PROTECTED HEALTH INFORMATION (PHI) ABOUT MYSELF. THIS AUTHORIZATION PERMITS ACS TO USE
AND/OR DISCLOSE THE FOLLOWING INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION ABOUT ME. THE INFORMATION
WILL BE USED OR DISCLOSED FOR THE FOLLOWING PURPOSE: MEDICAL TREATMENT, INSURANCE INFORMATION, OR ANY
ISSUE RELATED TO MY HEALTH CARE. IF REQUESTED BY THE PATIENT, PURPOSE MAY BE LISTED AS “AT THE REQUEST OF
THE INDIVIDUAL.” THE PURPOSE (S) IS/ARE PROVIDED SO THAT I CAN MAKE AN INFORMED DECISION WHETHER TO ALLOW
RELEASE OF THE INFORMATION. THIS AUTHORIZATION WILL EXPIRE ONE YEAR FROM SIGNATURE DATE BELOW. THE
PRACTICE WILL NOT RECEIVE PAYMENT OR OTHER REMUNERATION FROM A THIRD PARTY IN EXCHANGE FOR USING OR
DISCLOSING THE PHI. 1 DO NOT HAVE TO SIGN THIS AUTHORIZATION IN ORDER TO RECEIVE TREATMENT FROM ACS. IN FACT,
I HAVE THE RIGHT TO REFUSE TO SIGN THIS AUTHORIZATION. WHEN MY INFORMATION IS USED OR DISCLOSED PURSUANT TO
THIS AUTHORIZATION, IT MAY BE SUBJECT TO REDISCLOSURE BY THE RECIPIENT AND MAY NO LONGER BE PROTECTED BY
THE FEDERAL HIPAA PRIVACY RULE. | HAVE THE RIGHT TO REVOKE THIS AUTHORIZATION IN WRITING EXCEPT TO THE
EXTENT THAT THE PRACTICE HAS ACTED IN RELIANCE UPON THIS AUTHORIZATION. MY WRITTEN REVOCATION MUST BE
SUBMITTED TO THE PRIVACY OFFICIAL AT: 755 N. 11™ ST., SUITE P2200, BEAUMONT, TX 77702

SIGNATURE OF PATIENT OR LEGAL GUARDIAN DATE

RELATIONSHIP TO PATIENT (IF LEGAL GUARDIAN) WITNESS
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