
Bridlewood Family Healthcare, P.A.  
PATI ENT HI STORY FORM 

Note:  This is a confidential record and will be kept in your doctor’s office.  Information contained here will not be released to anyone without your authorization to do so. 

TODAY ’S DATE ______/ _____/ _____                         DATE OF LAST PHYSI CAL EXAM  _____/ _____/ _____  

LAST NAME  _____________________________ FI RST NAME:   ________________________________________ 

SOCI AL SECURI TY NO.  ______________________________   DATE OF BI RTH :  ____/ _______/ _______   AGE_____    

OCCUPATI ON.  ___________________________MARI TAL STATUS    M ARRI ED     S INGLE    DIVORCED     WIDOWED  

Medical (High Blood Pressure, Diabetes, Asthma, Cancer, Heart Disease, etc. )    

__________________________   _________________________   ___________________________   __________________________ 

__________________________   _________________________   ___________________________   __________________________ 

__________________________   _________________________   ___________________________   __________________________ 

__________________________   _________________________   ___________________________   __________________________ 

 

Surgical (Tonsillectomy, Appendectomy, Hyst erectomy, Hernia, etc.)   None 

__________________________   _________________________   ___________________________   __________________________ 

__________________________   _________________________   ___________________________   __________________________ 

__________________________   _________________________   ___________________________   __________________________ 

__________________________   _________________________   ___________________________   __________________________ 

Allergi es to medications?   None (I f Yes, please explain type of reaction, i.e. hives, wheezing, upset stomach, swelling, etc.)  

_____________________________________________________________________________________________________________ 
 
Curre nt prescription medicines  

Name of drug            mg dose     #  tablets     #  times per day 

_________________  _______   ________     _____________ 

_________________  _______   ________     _____________ 

_________________  _______   ________     _____________ 

_________________  _______   ________     _____________ 
_________________  _______   ________     _____________ 

_________________  _______   ________     _____________ 

Current prescription medicines  

Name of drug            mg dose     #  tablets     #  t imes per day 

_________________  _______   ________     _____________ 

_________________  _______   ________     _____________ 

_________________  _______   ________     _____________ 

_________________  _______   ________     _____________ 
_________________  _______   ________     _____________ 

_________________  _______   ________     _____________ 
 

 
OTC medicines .  (Aspirin, Tylenol, Ibuprofen, Aleve, vitamins and herbals.) 

_________________________   __________________________   ____________________________   _________________________ 

_________________________   __________________________   ____________________________   _________________________ 

 

Family History  
 
Father:    Living - Age:  _____  Deceased, Age at Death_____  (Cause)  ___________________________________ 
Mother:   Living - Age:  _____  Deceased, Age at Death_____  (Cause)  ___________________________________ 
Siblings:  Number Living  ________  Number deceased  _________  (Cause)____________________________________ 
 
List other illnesses in your family (Example - Diabetes, heart disease, colon cancer, breast cancer, prostate cancer, etc) 
Family Member          I llness                        Family Member               I llness                            Family Member         I llness 
________________   _________________    __________________     ___________________   ________________   ______________ 
  

Social History  
Smoke ?   Yes   No     If yes, how much?  _____ #  of packs/day   ______ #  of years   When did you stop smoking?   _________ 
Alcohol ?  Yes   No     I f yes, how much?  ________________ 
 
Exercise  regularly?  Yes  No     If yes, what and how frequently?  ___________________________________________________ 
Routinely wear seatbelts ?    Yes   No     Routinely wear a helmet ?     Yes   No           Substance Abuse?  Yes   No 



Review of Systems  

Do you now or have you had any problems related to the following systems?  write Yes or No. 
Constitut ional Symptoms  

Integumentary 
  

Fever 
Chills 
Headache 

Y 
Y 
Y 

N 
N 
N 

Skin rash 
Boils 
Persistent itch 

Y 
Y 
Y 

N 
N 
N 

Other  __________________________________________ 
 

Other  __________________________________________    
       

Eyes Musculoskeletal  
Blurred vision 
Double vision 
Pain 

Y 
Y 
Y 

N 
N 
N 

Joint pain 
Neck pain 
Back pain 

Y 
Y 
Y 

N 
N 
N 

Other  __________________________________________ Other  __________________________________________ 
 

Allergic/ I mmunologic  Ear/ Nose/ Throat/ Mouth  

Hay Fever 
Drug allergies 

Y 
Y 

N 
N 

Ear infection 
Sore throat 
Sinus problem 

Y 
Y 
Y 

N 
N 
N 

Other  __________________________________________ Other  __________________________________________ 
 

Neurological  Genitourinary  
Tremors 
Dizzy spells 
Numbness/ tingling 

Y 
Y 
Y 

N 
N 
N 

Urine retention 
Painful urination 
Urinary frequency 

Y 
Y 
Y 

N 
N 
N 

Other  __________________________________________ Other  __________________________________________ 
 

Endocrine  Respiratory  
Excessive thirst 
Too hot/cold 
Tired/sluggish 

Y 
Y 
Y 

N 
N 
N 

Wheezing 
Frequent cough 
Shortness of breath 

Y 
Y 
Y 

N 
N 
N 

Other  __________________________________________ Other  __________________________________________ 
 

Gastrointest inal  Hematologic/ Lymphatic  
Abdominal pain 
Nausea/vomiting 
Indigestion/heartburn 

Y 
Y 
Y 

N 
N 
N 

Swollen glands 
Blood clotting problem 

Y 
Y 

N 
N 

Other  __________________________________________ Other  __________________________________________ 
 

Cardiovascular  Psychologic  
Chest pain 
Varicose veins 
High blood pressure 

Y 
Y 
Y 

N 
N 
N 

Are you generally satisfied with your life? 
Do you feel severely depressed? 
Have you considered suicide? 

Y 
Y 
Y 

N 
N 
N 

Last Eye & D ental Exam  Sexual History  
Change in sex drive? 
Sexual performance satisfactory? 

Y 
Y 

N 
N 

 
Date - Last Eye Exam:  __________ 
Date - Last Dental Exam:  _______ Other  (i.e. sexual trauma) 

Screening Exams  
Cholesterol                                   Colonoscopy                             Mammogram                             Pelvic Exam 
 
PSA                                             Chest X-ray                               Stress Test                                Blood Pressure 

 



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 NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU 

MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO 

THIS INFORMATION. 

 

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. 



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 


