
BRIDLEWOOD FAMILY HEALTHCARE 
 
Brian D. Glaser, D.O      Courtney A. Haught, M.D.      Brittney D. Fort, FNP-C 
 

Patient Registration Form 
 

PATIENT INFORMATION        Date:____________________ 
 
Name:_________________________________________________________________ 
DOB:__________________________________________________________________ 
Address 1:_____________________________________________________________ 
Address 2:_____________________________________________________________ 
City, State, Zip:_________________________________________________________ 
Phone #_(  ) Home (  ) Work  (  ) Cell:_______________________________________ 
Phone #_(  ) Home (  ) Work  (  ) Cell:_______________________________________ 
Social Security #:_______________________________________________________ 
(     ) Single  (      ) Married   (    ) Other_______      (      ) Male    (     ) Female 

 
Employer:_____________________________________________________________ 
Phone #:______________________________________________________________ 
Address:______________________________________________________________ 
City, State, Zip:_________________________________________________________ 

 
EMERGENCY CONTACT___________________________________________ 
  
Name:_____________________________________Relationship:________________ 
Phone #:______________________________________________________________ 
Address:______________________________________________________________ 
City, State, Zip:_________________________________________________________ 

 
GUARANTOR_____________________________________________________ 
(    ) Same As Patient    
Name:_________________________________________________________________ 
Address:_________________________Relationship to Patient:_________________ 
City, State, Zip:____________________Social Security #:______________________ 
DOB:____________________________ Employer w/ Phone #:__________________ 

 
PRIMARY INSURANCE INFORMATION________________________________ 
(    ) Same as Patient    (    ) Same as Guarantor  (    ) Other 
Insured Party:_____________________Relationship to Patient:_________________ 
Insured Phone#:___________________Social Security #:______________________ 
Company:_____________________________________________________________ 
Insured DOB:__________________________________________________________ 



Bridlewood Family Healthcare, P.A. 

 
Acknowledgement of Receipt of �otice of Privacy Practices 

 

 

 

 

Our practice reserves the right to modify the privacy practices outlined in the 

notice. 

 

 

I have reviewed this office’s Notice of Privacy Practices which explains how 

my medical 

Information will be used and disclosed.  I understand that I am entitled to 

receive a copy of your Notice of Privacy Practices. 
 

 

 

 

 

 

.                                                                                                               . 

�ame of Patient:  (Print) 

 

 

.                                                                                                               .   

Signature of Patient 

 

 

.                                                                                                               . 

Date 

 

 

.                                                                                                               . 

Signature of Patient Representative  

(Required if the patient is a minor or an adult who is unable to sign this form) 

 

 

.                                                                                                                . 

Relationship of Patient Representative to Patient 



Patient Consent for Disclosure of Information 
 

I authorize the release of my protected health information to the following 
person(s): 
 
NAME:__________________________________________________________ 

ADDRESS:_______________________________________________________ 

PHONE:_________________________________________________________ 

RELATION TO PATIENT:___________________________________________ 

 

Limitations on the information you may release subject to this Release 
Form are as follow:________________________________________________ 
________________________________________________________________
________________________________________________________________ 
 

 
HIV/AIDS:  I consent to the release of any positive or negative test result for 

AIDS or HIV infection, antibodies to AIDS, or infection with any other 
causative agent of AIDS with the rest of my medical records. 

Initial:________________    Date:_________________ 
 

 
 
   I DO NOT AUTHORIZE THE RELEASE OF MY INFORMATION TO ANYONE 
 
 
________________________________________________________________ 
Patient Signature (or Parent, Guardian, or Legal Represenative)                               Date 
 
 

By signing this form, I authorize you to release confidential health information 
about me, by releasing a copy of my medical records, or a summary or narrative 

of my protected health information, to the person(s) listed above 
 



 
Medical Records Release Form  

 
Medical Record Release Requested From: 
 
Doctor’s Office: __________________________________________________ 

Address:________________________________________________________ 

Phone Number:___________________________________________________ 

Fax Number:_____________________________________________________ 

 

By signing this form, I authorize you to release confidential health information 

about me, by releasing a copy of my medical records, or a summary or narrative 

of my protected health information, to the person(s) or entity listed below. 

Bridlewood Family Healthcare 
3400 Long Prairie Road Suite 200 

Flower Mound, TX 75022 
Dr. Brian D. Glaser 

Dr. Courtney A. Haught  
972-899-6300 

972-899-6020 (Fax) 
 

Limitations on the information you may release subject to this Release 
Form are as follows:______________________________________________ 
________________________________________________________________ 
 
The reason or purposes for this release of information are as follows:_____ 
________________________________________________________________
________________________________________________________________ 
 
 

Patient Name:____________________    DOB:________________ 
 
_______________________________________________________ 
Signature of Patient (Parent, Guardian, or Legal Represenative):                                Date: 

 

I understand that you will provide this information within 15 days from receipt of 
request and that a fee for preparing and furnishing this information may be 
charged according to rulings set forth by the Texas State Board of Medical 

Examiners. 
 

I DO NOT WISH TO HAVE MY RECORDS RELEASED  



Assignment of Benefits Form 
 
Financial Responsibility 
 
All professional services rendered are charged to the patient and are due at the time of 
service, unless other arrangements have been made in advance with our business 
office. Necessary forms will be completed to file insurance carrier payments. 
 
Assignment of Benefits 
 
I hereby assign all medical and surgical benefits, to include major medical benefits to  
which I am entitled.  I hereby authorize and direct my insurance carrier(s), including 
Medicare, private insurance and any other health/medical plan, to issue payment 
check(s) directly to Bridlewood Family Healthcare for medical services rendered to 
myself and/or my dependents regardless of my insurance benefits, if any.  I understand 
that I am responsible for any amount not covered by insurance. 
 
Authorization to Release Information 
 
I hereby authorize Bridlewood Family Healthcare to: (1) release any information 
necessary to insurance carriers regarding my illness and/or treatments: (2) process 
insurance claims generated in the course of examination or treatment: and (3) allow a 
photocopy of my signature to be used to process insurance claims for the period of 
lifetime.  This order will remain in effect until revoked by me in writing. 
 
I have requested medical services from Bridlewood Family Healthcare on behalf of 
myself and/or my dependents, and understand that by making this request, I become 
fully financially responsible for any and all charges incurred in the course of the 
treatment authorized. 
 
I further understand that fees are due and payable on the date that services are 
rendered and agree to pay all such charges incurred in full immediately upon 
presentation of the appropriate statement.  A photocopy of this assignment is to be 
considered as valid as the original. 
 

 
 
.                                                                               .             .                                                .         

Patient/Responsible Party Signature                                   Date 

 

 

.                                                                               .             .                                                .        

Witness                                                                                Date                                               



Patient Financial Policy Sheet 
 

To reduce confusion and misunderstanding between our patients and practice, we have 
adopted the following financial policies.  If you have any questions regarding these 
policies, please discuss them with our office manager.  We are dedicated to providing 
the best possible care and service to you and regard your complete understanding of 
your financial responsibilities as an essential element of your care and treatment. 
 
Unless other arrangements have been made in advance by either you or your health 
insurance carrier, all co-pays and deductibles are due at the time of your visit.  Additional 
financial responsibility maybe determined after your insurance has processed your 
claim.  For your convenience we accept [Visa, MasterCard, Discover, American Express, 
checks & Cash]. NSF checks will incur a $25.00 fee which will be added to your account 
balance.   
 
Patient Insurance 

• We have made prior arrangements with many insurers and health plans to 
accept an assignment of benefits.  This means that we will bill those plans for 
which we have an agreement and will only require you to pay the authorized co-
payment at the time of service.  This office’s policy is to collect this co-payment 
when you arrive for your appointment. 

• If you have insurance coverage with a plan for which we do not have prior 
agreement, we will prepare and send the claim for you on an unassigned basis.  
This means that your insurer will send the payment directly to you.  
Consequently, the charges for your care and treatment are due at the time of the 
service. 

• In the event that your health plan determines a service to be “not covered,” you 
will be responsible for the complete charge.  Payment is due upon receipt of a 
statement from our office. 

• We will bill your health plan for all services provided in the hospital.  Any balance 
due is your responsibility and is due upon receipt of a statement from our office.  

 
Minor Patients 

• For all services rendered to minor patients, we will look to the adult 
accompanying the patient and the parent or guardian with custody for payment. 
All patient under the age of 18 will not be seen without a parent or guardian 
present/or without a signed consent form. 

 
I have read and understand the financial policy of the practice, and I agree to be 
bound by its terms.  I also understand and agree that the practice may amend 
such terms from time to time.     
 

  

.                                                                                                                                            .                                   

Printed Name of the Patient 
 

                                                                                                                                              . 

Signature of Patient or Responsible Party if a Minor                    Date 



Bridlewood Family Healthcare, P.A. 
 
PF-1000  Notice of Privacy Practices 

 
Uses and Disclosures 
 
Treatment.  Your health information may be used by staff members or disclosed to other health care 
professionals for the purpose of evaluating your health, diagnosing medical conditions, and providing 
treatment.  For example, results of laboratory tests and procedures will be available in your medical 
record to all health professionals who may provide treatment or who may be consulted by staff members. 
 
Payment.  Your health information may be used to seek payment from your health plan, from other 
sources of coverage such as an automobile insurer, or from credit card companies that you may use to 
pay for services.  For example, your health plan may request and receive information on dates of service, 
the services provided, and the medical condition being treated. 
 
Health care operations.  Your health information may be used as necessary to support the day-to-day 
activities and management of our practice.  For example, information on the services you received may 
be used to support budgeting and financial reporting, and activities to evaluate and promote quality. 
 
Law enforcement.  Your health information may be disclosed to law enforcement agencies to support 
government audits and inspections, to facilitate law-enforcement investigations, and to comply with 
government mandated reporting. 
 
Public health reporting.  Your health information may be disclosed to public health agencies as required 
by law.  For example, we are required to report certain communicable diseases to the state’s public 
health department. 
 
Other uses and disclosures require your authorization.  Disclosure of your health information or its 
use for any purpose other than those listed above requires your specific written authorization.  If you 
change your mind after authorizing a use or disclosure of your information you may submit a written 
revocation of the authorization.  However, your decision to revoke the authorization will not affect or undo 
any use or disclosure of information that occurred before you notified us of your decision to revoke your 
authorization. 
 
Additional Uses of Information 
Appointment reminders.  Your health information will be used by our staff to send you appointment 
reminders. 
 
Information about treatments.  Your health information may be used to send you information that you 
may find interesting on the treatment and management of your medical condition..  We may also send 
you information describing other health-related products and services that we believe may interest you. 
 
 
 

THIS �OTICE DESCRIBES HOW MEDICAL I�FORMATIO� ABOUT YOU 

MAY BE USED A�D DISCLOSED A�D HOW YOU CA� GET ACCESS TO 

THIS I�FORMATIO�. 

 

PLEASE REVIEW IT CAREFULLY. 

 



Individual Rights 
You have certain rights under the federal privacy standards.  These include: 
 

□ the right to request restrictions on the use and disclosure of your protected health information 
□ the right to receive confidential communications concerning your medical condition and treatment 
□ the right to inspect and copy your protected health information 
□ the right to amend or submit corrections to your protected health information 
□ the right to receive an accounting of how and to whom your protected health information has been disclosed 
□ the right to receive a printed copy of this notice 

 
Practice Duties 
We are required by law to maintain the privacy of your protected health information and to provide you 
with this notice of privacy practices. 
 
We also are required to abide by the privacy policies and practices that are outlined in this notice. 
 
Right to Revise Privacy Practices 
As permitted by law, we reserve the right to amend or modify our privacy policies and practices.  These 
changes in our policies and practices may be required by changes in federal and state laws and 
regulations.  Upon request, we will provide you with the most recently revised notice on any office visit.  
The revised policies and practices will be applied to all protected health information we maintain. 
 
Requests to Inspect Protected Health Information 
You may generally inspect or copy the protected health information that we maintain.  As permitted by 
federal regulation, we require that requests to inspect or copy protected health information be submitted 
in writing.  You may obtain a form to request access to your records by contacting the Receptionist or  
Privacy Official.  Your request will be reviewed and will generally be approved unless there are legal or 
medical reasons to deny the request. You will be charged a fee as limited by The Texas State Board of 
Medical Examiners for the copy of your records. 
 
Complaints 
If you would like to submit a comment or complaint about our privacy practices, you can contact the 
Privacy Officer at the address shown below. If you believe that your privacy rights have been violated, 
you should call the matter to our attention by sending a letter describing the cause of your concern to the 
address show below. You will not be penalized or otherwise retaliated against for filing a complaint. 
 
You may also send a letter outlining your concerns to the U.S. Department of Health and Human 
Services. 
 
Contact Person 
The name and address of the person you can contact for further information concerning our privacy 
practices is: 
 

Privacy Officer 
Bridlewood Family Healthcare 
3051 Churchill Dr., Suite 101 
Flower Mound, Texas 75028 
972-899-6300 

 
Effective Date 
This notice is effective on or after April 14, 2003. 


