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Gracias por escoger nuestra oficina! Para servirle apropiadamente, necesitamos la siguiente informacion. Toda esta informacion sera totalmente confidencial.

	Nueva information del paciente 


	Nombre
	
	Fecha de Nacimiento
	

	Direccion de domicilio 
	

	Ciudad
	
	Estado
	
	ZIP
	

	# Cellular
	
	#  de casa
	
	# de trabajo
	

	Correo electronico
	
	

	Estado social
	
	# Seguro Social
	


	

Detalles del Seguro Medico 


	Compania de seguro 
	
	
	
	
	

	Nombre del asegurado
	
	
	
	Relacion con el Asegurado
	

	Numero de ID
	
	#de grupo
	

	Po BOX
	

	Ciudad
	
	Estado 
	
	Zip 
	

	Empleador del paciente
	

	Contacto de emergencia/ relacion 
	
	# de telefono
	

	Farmacia local y/o correo 
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	HIPPA Notice of Privacy Practices


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.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted health information. “Protected health information” is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services.

Uses and disclosures of protected health information

Treatment: We will use and disclose your protected health information to provide coordinate, or manage your health care and any related services. This includes the coordination or management of your health care with a third party.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. 

Healthcare operations: We may use or disclose as needed your protected health information in order to support the business activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training or medical students, licensing, and conducting or arranging for other business activities. 

We may use or disclose your protected health information in the following situations without your authorization. These situations include: as required by law, Public Health issues as required by law, Communicable diseases: Health Oversight: Abuse or Neglect: Food and drug administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Worker’ Compensation: Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the secretary of the department of Health and Human Services to investigate or determine our compliance with the requirements of Section 164.500. other permitted and Required Uses and Disclosure will be made only with your consent. You may revoke this authorization at any time, in writing except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

Your Rights: following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information.

You have the right to request a restriction of your protected health information.

You have the right to request to receive confidential communications from us by alternative means or at an alternative location; you have the right to obtain a paper copy of this notice form us.

You may have the right to have your physician amend your protected health information.

You may have the right to receive an accounting of certain disclosure we have made, if any, of your protected health information. You may complain to us or to the secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint we will not retaliate against you for filling a complaint. 
We are required by law to maintain the privacy of and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information. If you have any objectios to this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at 281-395-8688

 NOMBRE _______________________ FIRMA ____________________________ FECHA  ________
	Historial De Salud 


Esta siendo o alguna vez ha sido tratado por:

	CONDICION 
	SI
	NO
	EXPLIQUE
	

	Asthma
	
	
	
	

	Psicológico/Psiquiátrico
	
	
	
	

	Presión alta/ baja
	
	
	
	

	Desorden Sanguineo
	
	
	
	

	Cancer
	
	
	
	

	Colesterol 
	
	
	
	

	Diabetes
	
	
	
	

	Enfisema
	
	
	
	

	Epilepsia o Convulsiones
	
	
	
	

	Condiciones de laVesicula
	
	
	
	

	Gota
	
	
	
	

	Problemas Cardiacos
	
	
	
	

	Hemoroides
	
	
	
	

	Sinocitis o problemas de oido
	
	
	
	

	Problemas Renales
	
	
	
	

	Problemas menstruales
	
	
	
	

	Problema de systema muscular
	
	
	
	

	Problemas del sueno
	
	
	
	

	Problemas de la tiroides
	
	
	
	

	Otro 
	
	
	
	


Liste todos los medicamentos recetados que usa ahora

	MEDICAMENTO
	DOSIS
	RAZON

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Alergias a medicamentos 

	


Sirugias o hospitalisaciones :

	TIPO
	ANO 

	
	

	
	

	
	

	
	

	
	

	
	


Historia Familiar 

	FAMILIAR
	FECHA DE 

NACIMIENTO
	EDAD DE MUERTE
	ENFERMEDADES

	Mama
	
	
	

	Papa 
	
	
	

	Hermanos
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Hermanas 
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Hijos
	
	
	

	
	
	
	

	# Abortos o perdidas
	
	
	


Historia Social

	
	Yes
	No

	Toma café?
	
	

	Toma alcohol?
	
	

	Usa cocaina, heroina, marijuana, etc.?
	
	

	Fuma  o a fumado/ mastica o masticado tabaco?
	
	

	Dieta y Ejercicio 
	
	

	Actividad sexual 
	
	

	Historial de enfermedades venerias
	
	


	Consentimiento Para Informacion 


Condiciones para dar informacion personal:
 Es dificil hablar con los pacientes en persona, por lo mismo nosotros debemos tener su permiso de como poder comunicarnos con usted. Por favor chequee si usted esta de acuerdo con las siguientes condiciones. 

_____   La practica medica puede dar mi informacion medica a mi persona y a los siguientes individuos en mi presencia o cuando no este fisicamente presente, incluyendo via telefonica, correo de voz, correo electronico o correo regular.
Si usted no esta de acuerdo especificar como desea que nos comuniquemos con usted: ________________________________________________________________________

Yo estoy de acuerdo que ciertos individuos participen en discusiones y decisions relacionadas con mi cuidado medico. Por eso doy mi permiso al la Dra. Nadia Abbasi y su practica para dar informacion personal y medica a los siguientes individuos: 
	Nombre
	Numero de Telefono
	Relacion 


	
	
	

	
	
	

	
	
	

	
	
	


Yo entiendo que puedo cancelar este concentimiento de forma escrita en cualquier momento a esta practica medica.
Firma del paciente___________________________________Fecha_______________
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