Tony McClung M.D.
1213 Hermann Drive #520
Houston, Texas 77004
ph 713 528 3444 www.mcclungelinic.com  fx 713 528 4434

PATIENT REGISTRATION FORM

Today's date: Primary Care Physician:

PATIENT INFORMATION
Patient’s last narme: First: Middle: M. O Miss Marital status (dircle ane)

: 1 Mrs.
S or UMs. Single f Mar / Div / Sep / wid

Street address: City: State: ZIP Code:
Sacial Security no.: Home phone no.: Cell phone no.:

¢ ) { )
Birth date: Age: Sex: Pharmacy Name: Street your pharmacy Is on:

/ / UM 4dF
Occupation: Ernployer: Employer phone no.:
( )
Da you have aliving will?  JYes QNo Email Address:
Do you have power of attorney?  JYes JNg  IF y&s, person’s name: Phare Number:
Referred to Dr. McClung by (please check one box): 0 Dr. O Insurance Provider 0O Hospitzal
) ; it t
0 Family Q Friend = WEbSI S Q Yellow Pages 4 Other
Search
Spouse’s Name (if applicable): Spouse’s Date of Birth:
INSURANCE INFORMATION
(Please give your insurance card to the receptionist.)
Mame of primary insurance: Group no.: Policy na.:
Policy Holder's Name: Birth date: Palicy Halder’s 5.5, no.: Employer:
/ /
Patient’s relationship to policy holder: L1 Self - Spouse 1 Child O Other
Narne of secondary insurance (if applicable): Group noe.: Policy na.:
Policy Holder's Name: Birth date: Poliey Halder's 5.5, no.: Employer:
/ f

Patient’s relationship to policy holder: 00 Self 2 Spouse 2 Child O Cther

IN CASE OF EMERGENCY
Name of lacal friend or relative (not living at same address): Relatianship to patient: Home phone no.: \Work phone na.:

{ ) ( )

The above information is true to the best of my knowledge. I autharize my insurance benafits be paid directly to the physician. T understand that T am
financially responsible for any balance. 1 dsa authorize Dr. Neil Baum or insurance company to release any infarmation required to process my claims.

Patient{Guzrdian signature Date



Patient Information

Patient’s last name: First: Middle: Date of Birth:

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMEN T

| understand that. under the Health Insurance Portability and Accountabilily Acl of 1996
("HTPAA™), T have certain righls io privacy regarding my protccted health information. |
understand that this information can and will be used fo:

Conduct, plan and direct my treatment and follow-up among the multiple healtheare
providers who mayhe involved in that treatment, directly and indirecily.

Obtain payment trom third-party pa yers.

Conduct normal healthcare operations such as quality asscssments and physician
cerlilicalions,

[ have received your Notice of Privacy Practices conlaining a more complele description of (he
uses and disclosures of my health informaiion. T understand that this organization has the right
to change its Notice of Privacy Practices fiom time to time and that | may contact this
organization at any time at the addross above to obtain a current copy of the Notice of Private
Hractices.

Tundersiand ihat Tmay request in wri tmg thal you restrici how my privale information is used or
disclosed to carry out treatment, paymeat or health care operations. [ also understand you are not
required to agree to my requested restrictions, but if you do agree then you are bound to abide by
such restrictions.

Patient Name:

Signature of Patient or
Legally Responsible Party:

Relationship to Patient:

Dhate:

Expires one year from date signed

OFFICE USE ONLY

I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy
Practices Acknowledgement, but was unable to do so as documented below:

Date: Initials: Reason:




Tony McClung M.D.
1213 Hermann Drive #520
Houston, Texas 77004
ph 713 528 3444  www.mcclungclinic.com  fx 713 528 4434

Patient Release of Medical Records to Dr. Tony McClung

| authorize my medical records to be released and sent to Dr. Tany McClung.

Date:

Name:

DOB:

S5N:

My Address:

City: State:

Zip:

Patient Signature:




Patient Information

Padent’s last name:

First:

Migddle: Date of Birth:

RELEASE OF PERSONAT. MEDICAL INFORMATION

>

: allow ihe office of Tony McClung, MLD. to discuss my

medical information with the following individuals:

Name

Name

MName

Name

Patienl Signalure

Expires one year from dale signed.

ﬁclationship to Paticnt

Rclatiﬂnshjp to Paticnt

Relationship to Patient

Relatiomship to Patient

Daie

FOR OFFICE USE OQNLY

Date:

Initials of Witnesgs:




Patient Information

Patient’s last name: First:

Today's Date:

R

List Relevant Symptoms:

 Middle:

Date of Birth:

EASON FOR VISIT TODAY (Please describe your problem/reason for visit in detail};

Are you allergic to any medications? (If so pleass list)

< Ihave no known drug allergies

Are you on anv medications? Please List:

Are you taking any blood thinners?

(Warfarin)

Do you smoke or use tobacco products?

O YES O NO If ves,
Do you drink aleoholic beverages?
O YES O NO If yes,

Do you drink caffeine (soda, coffee, etc)?
a YES O NG If yes,

O Aspirin U Plavix

Howr many packs per day?

U Coumadin

For how many years?

How many drinks per day?

How many drinks per day?




Patient Information

Patient’s last name;

PATIENT PAST MEDICAL HISTORY:

First:

Middle:

Date of Birth:

(Please list any medical conditions either current or past)

O Heart Disease O Heart Attack U Stroke
O Diabetes O Cancer (Please spedfy type) O Hypertension (High Blood
On Insulin? O YES Pressure)
= N sy
O High Cholesterol J O Prostate Cancer O Depression
!
I Kidney Stones U Kidney Disease U Dialysis
O HIV/AIDS - O Palinsan’s | O Alzheimer's
O Hepatitis & / B / C i O Liver Disegse O Epilepsy or Seizures
0 Other:

PATIENT SURGICAL HISTORY:

performed)

FAMILY MEDICAL HISTORY:

Name of Surgery

which family member)

(Please list any surgeries you have had and the vear they were

Date of Su!_‘genr (Year_)

{Please list any medical conditions in your family and specify

]

Other:

CONDITION ! FAMILY MEMBER CONDITION FAMILY MEMBER |
(mother, father etc} {mother, father etc) ‘
 Heart Disease 3 Prostate Cancer
S = S P et BN rRE IO __7|
I
O Diabetes ad Cancer |
Type- 1
1 Stroke 3 High Chalesteral |
|

O Alzheimer's 3 Parkinsan’s
|
' |
_;1 1 Heart Attq;k | d Kidney Disease ) |
O High Blood Prassure ‘ - Dementia J‘




Patient Information

Patient’s last name: First: Middle: Date of Birth;

EEMALE PREGNANCY HISTORY:

Number of Vaginal Deliveries Number of Caesarians

Beview of Systems

Have you had any of the following problems recently?

GENERAL:

- Weight loss or gain O Fatigue Sleep Apnea

J Fever or chills O Headaches Other:
EYES:

-l Blurry or double vision - Glaucoma Cataracts
NEUROLOGICAL: '

1 Dizziness U Numbness/Tingling Seizures

- Fainting U Tremars Paralysis/ Weakness
ENDOCRINE:

O Excessive Thirst - Tired/Sluggish Too Hot/Cold
GASTROINTESTINAL:

L Abdominal Pain - Nausea/Vomiting Stomach Ulcer
CARDIOVASCULAR:

- Heart Trouble U Chest pain or discomfort Heart Murmur

-1 High Blood Pressura U Shortness of Breath Irreqular Heart Beat
SKIN:

- Rash U Skin Lumps Psoriasis
MUSCULOSKELETAL:

1 Muscle or joint pain [ Back Pain Arthritis
FAR/NOSE/THROAT/MOUTH:

O Sinus Problems U Vertigo Hearing loss
RESPIRATORY:

- Shortness of Breath O Frequent Cough Tuberculosis

- Asthma O Coughing up bleod Wheezing
HEMATOLOGICAL/LYMPHATIC:

U Swollen Glands U Blood Clotting Problems HIV
PSYCHOLOGIC:

O Depression - Anxiety Suicidal Thoughts




