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DENTON SOUTH 
3105 Colorado Blvd. 
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Medical History 

Name _____________________________________________ Date of Birth _________________________ Date of Visit ________________________ 

Gender ______________ Ethnicity     Hispanic or Latino       Not Hispanic or Latino     Preferred Language ____________________________________ 

Race(s)     American Indian or Alaska Native       Asian       Black or African American      Native Hawaiian or Other Pacific Islander       White       Other  

Primary Care Physician ________________________________________ City _________________________________________________________ 

Pharmacy ___________________________________________________ Location _____________________________________________________ 

How did you find out about our practice? ________________________________________________________________________________________ 

Reason for your visit ________________________________________________________________________________________________________ 

Current ongoing medical problems _____________________________________________________________________________________________ 

Previous resolved medical problems ___________________________________________________________________________________________ 

Past surgeries (include approximate date) _______________________________________________________________________________________ 

Current prescription, OTC and herbal medications (include dose/frequency) _____________________________________________________________ 

_________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

Previous allergy and asthma medications tried (include oral medications, inhalers, nasal sprays and eye drops) ________________________________ 

_________________________________________________________________________________________________________________________ 

Most effective allergy and asthma medications (from above) _________________________________________________________________________ 

Please list names and approximate dates of any antibiotics taken in last year ____________________________________________________________ 

_________________________________________________________________________________________________________________________ 

Please list approximate dates of any oral steroids taken in last year____________________________________________________________________ 

Please list any known allergies (chemicals, foods, insect stings, latex, medications, etc.) ___________________________________________________ 

_________________________________________________________________________________________________________________________ 

Are you up to date on your immunizations? __________________________ Have you had an adverse reaction to any vaccine? ___________________ 

Date of most recent flu vaccine (if any) ______________________________ Date of most recent pneumonia vaccine (if any) _____________________ 

Please list any major infections requiring hospitalization ____________________________________________________________________________ 

How many times have you had pneumonia? __________________________ Do you have a history of TB or TB exposure? ______________________ 

How many times have you had sinusitis or bronchitis in the last year? ____________How many ear infections have you had in the last year? _________ 

Please list any allergy, asthma, immune or autoimmune problems in your family and the family member’s relation to you _________________________ 

_________________________________________________________________________________________________________________________ 

Review of Systems: Please circle any symptoms you are currently experiencing below 

Constitutional:  Fevers                     Chills                      Night sweats             Fatigue 

Eyes:  Vision changes       Itching                    Tearing                     Redness                     Swelling 

ENT:  Drainage                 Nose bleeds          Congestion               Sinus pain                   Ear pain               Ear ringing            Sore throat       

Respiratory: Coughing                Wheezing               Tightness                 Shortness of breath     Bloody sputum 

Cardiovascular: Chest pain               Palpitations            Dizziness                 Exercise intolerance 

Gastrointestinal:  Heartburn                Bloody stools         Vomiting                   Diarrhea                      Constipation        Abdominal pain     Cramping     

Urinary:  Blood in urine          Painful urination     Difficulty urinating    Low back pain 

Neuro:  Headache                Seizures                 Numbness               Weakness 

Hematology: Unusual bleeding     Easy bruising         Swollen nodes 

Skin:  Hives                        Eczema                  Dry skin                   Itching     Swelling 

Endocrine: Weight loss              Weight gain            Cold intolerance      

Psychology: Anxiety                     Depression             Increased Stress 
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Patient’s Name __________________________ 

Date of Birth ____________________________ 

Non-Covered Services  

_______ (initials) I understand North Texas Allergy & Asthma Center (NTAAC)’s contractual agreement with health care service plans 
relates only to items and services which are deemed “covered” by the individual health plan. Consequently, I accept full financial 
responsibility and agree to pay out-of-pocket for all items or services which are deemed “non-covered” by the individual health plan.  

HMO Referrals 

_______ (initials) I understand that if my insurance company has designated a primary care physician (PCP), I am required to have 

prior authorization from my PCP prior to my office visit. If the authorization is not provided, whether by the Guarantor or through the 
insurance carrier, the Guarantor will be asked to reschedule the appointment or pay for the visit out-of-pocket at the time of service. 

Self-Pay Accounts 

_______ (initials) Self-pay accounts are (1) those with no available health insurance coverage at the time of service or (2) those that 
are covered by an insurance carrier with which NTAAC does not participate. I agree to be individually responsible to pay the full 
charges at the time of service if I have a self-pay account. 

Changes to Coverage 

_______ (initials) I understand that it is my responsibility to advise NTAAC of any changes with my insurance carrier, to confirm the 
practice’s participation, and my eligibility prior to each visit. I agree to pay the full charges of all services rendered by NTAAC if services 
are deemed “non-covered.” 

Services Rendered 

_______ (initials) I agree that in return for services provided to the patient by NTAAC, the account balance will be paid at the time 
service is rendered or I will make appropriate financial arrangements satisfactory to NTAAC for payment. If co-payments, deductibles or 
co-insurance amounts are designated by a contractual agreement to an insurance provider or health plan, I agree to pay these amounts 
to NTAAC. I understand and agree that if my account is delinquent, my account may be referred to a third-party agency for collections 
and fees may apply if such services are utilized. If extenuating circumstances should prevent me from providing payment, I may discuss 
the matter with the office manager. 

 As a courtesy, NTAAC files claims to your insurance provider. If you are covered by insurance, it is your responsibility to 
understand the provisions under which you are covered. 

 Missed or cancelled appointments with less than a 24 hour notice will be subject to a $25 no-show fee. 

 A minimum fee of $25 may be assessed to release medical records. 

 In the event that a guardian shares custody of a patient, the guardian present at the time of service is responsible for payment 
in full at that time. If you have a court order requiring treatment costs to be shared, it is the responsibility of the guardians to 
make appropriate arrangements prior to treatment. 

 All returned checks will be assessed a $25 fee. 

 

My signature below indicates I understand and agree to pay in full any balance unpaid by my insurance provider. 

 

______________________________       ______________________________    _______________________ 

           Patient’s Printed Name          Patient’s Signature        Date 

 

______________________________       ______________________________    _______________________ 

Legal Representative’s Printed Name Legal Representative’s Signature      Date 

 

______________________________ 

If representative, specify relationship 
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Consent for Use and Disclosure of Personal Health Information and Receipt of 
Notice of Privacy Practices 

Purpose of Consent: By signing this form, you consent to our use and disclosure of your protected health 

information (PHI) to carry out treatment, payment activities, and healthcare operations (TPO). 
 
Notice of Privacy Practices: Our office promises not to disclose your PHI (name, address, phone number(s), 

social security number, date of birth, etc.) outside of the TPO without your specific authorization and consent.  Our office 
complies with HIPAA and all federal and state laws regarding the privacy of your information.  A copy of our Notice of 
Privacy Practices document is available to you at any time at our office. 
You may refuse to sign this authorization. 

 
Optional Disclosure of Protected Health Information 
I understand that any and all medical care that I receive at North Texas Allergy & Asthma Center will be treated with the 
utmost confidentiality.  To facilitate my medical care, I hereby authorize North Texas Allergy & Asthma Center to disclose 
PHI about my treatment and medical condition to the following individuals: 

 
Name ______________________________ Relationship _______________________ 
 
Date of Birth _________________________ Phone Number _____________________ 
 
Name ______________________________ Relationship _______________________ 
 
Date of Birth _________________________ Phone Number _____________________ 
 
 
PRIOR TO GOING TO THE LAB, YOU ARE STRONGLY ENCOURAGED TO: 
 

 CONTACT YOUR INSURANCE COMPANY FOR BENEFITS  

 SPECIFICALLY ASK IF ANY OF THE LABS REQUIRE ANY PRIOR AUTHORIZATION 

 MAKE SURE THAT THE LAB IS IN NETWORK FOR YOUR PLAN      
 
____ Our office does not bill your insurance for any laboratory services.  In addition, we do not know how your 

insurance pays for laboratory services or how the lab will code these charges. 
____ Our office cannot be held responsible for any billing issue that you may have between the laboratory and your 

insurance company. 
____ We DO NOT have any contract with any lab and therefore have no input on how they bill and/or appeal charges 

with your insurance company.    
 
______________________________       ______________________________    _______________________ 
           Patient’s Printed Name          Patient’s Signature        Date 
 
______________________________       ______________________________    _______________________ 
Legal Representative’s Printed Name Legal Representative’s Signature      Date 
 
______________________________                                                                        _______________________ 
If representative, specify relationship                Staff Initials/Date 
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Text, Voicemail and Email Authorization 
 

We offer text and/or email messaging for appointment reminders and important announcements.  By providing your cell phone number 
and email address below, you grant North Texas Allergy & Asthma Center permission to contact you regarding upcoming appointments 
and important announcements by text or email. 
 
***Please keep in mind that communications via email over the internet are not secure*** 

 
 RISK OF USING E-MAIL: Transmitting patient information by E-mail has a number of risks that patients should consider before using  

E-mail.  These include, but are not limited to, the following risks: 
 

a) The Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) recommends that E-mail that contains protected health 
information be encrypted.  E-mails sent from North Texas Allergy and Asthma Center are not encrypted, so E-mails may not be 
secure.  Therefore, it is possible that the confidentiality of such communications may be breached by a third party. 

b) E-mail can be circulated, forwarded, stored electronically and on paper, and broadcast to unintended recipients. 
c) E-mail senders can easily misaddress an E-mail. 
d) E-mail is easier to falsify than handwritten or signed documents. 
e) Backup copies of E-mail may exist even after the sender or the recipient has deleted his or her copy. 
f) Employers and on-line services have a right to inspect E-mail transmitted through their systems. 
g) E-mail can be intercepted, altered, forwarded, or used without authorization or detection.  
h) E-mail can be used to introduce viruses into computer systems. 
i) Practice server could go down and E-mail would not be received until the server is back on-line. 
j) E-mail can be used as evidence in court. 

 
As part of routine patient care, it may be necessary to contact our patient(s) by telephone.  In the event you are not available by phone, 
we may leave a detailed voicemail message regarding your/your child’s treatment with your consent.  By providing your telephone 
number(s) below, you grant North Texas Allergy & Asthma Center permission to leave detailed voicemail messages regarding 
your/your child’s treatment. 
 

Mark box below if you DO NOT wish to receive Text, voicemails and/or emails: 

   I do not wish to receive voicemail messages regarding my/my child’s treatment. 

   I do not wish to receive texts regarding appointments or important announcements. 

   I do not wish to receive emails regarding appointments or important announcements. 

PATIENT ACKNOWLEDGMENT AND AGREEMENT 

I acknowledge that I have read and fully understand this consent form.  I understand the risks associated with the communication of E-
mail between the Practice, Physician and me, and consent to the conditions and instructions outlined, as well as any other instructions 
that the Practice may impose to communicate with patient by E-mail.  If I have any questions, please contact our office North Texas 
Allergy and Asthma Center 940-382-4142. 
 

______________________________       ______________________________    _______________________ 

           Patient’s Printed Name          Patient’s Signature        Date 

 

______________________________       ______________________________    _______________________ 

Legal Representative’s Printed Name Legal Representative’s Signature      Date 

 

______________________________ 

If representative, specify relationship 

 
 


