
GRAPEVINE INTERNAL MEDICINE CENTRE

PAT!ENT INFORMATION
Welcome To Our Office
,AI]EI.]T'S NANI E (PLEAST PFiNT] sE/ IBFTfiDATE

slvlwlolsec
STFEEIADDRESS 'PEBI\,IANENT ' TEMPORABY CTTY. STATE ,1 ZIP HOME FHONi

PAT]ENTS OH PABENT'S EMPLOYEI] OCCUPATION (INDICATE IF STUDENT) CELL PHONE

EM'LOYEBS SIBEEf ADOFESS CITY, STAIE & ZIP

I N4A L ADI)BESS DFI,]G ALLEFGIES IF ANY

S?O"'S' OF PAFENT'S NAA,IE SSi: SIBTH DAT!

SPOUSE OF PAFENT'S EI'IPLOYEB OCCUPAI ON (INDICAIE I" STI-D'NI) HOlvI' PHON!

EIIPLOYEB'S STBEET AODBESS CIf{, STATE & ZIP CELL PHON'

SPOUSE'S SIF EET ADDF€SS. IF OIF !:! F ENT THAN AEOVE CITY, STATE & ZIP

I]ELAT ON TO PAT]ENT HOfuIT PHONE

STB'ET AI)IJFIESS PEBMANENT .TEMPOFARY C TY. STATE & ZIP OELL PHONE

EMiBGENCY CONTACT BELATIONSHIP PHONE

HAS ANY l,,4EMBEB OF YOUII Mr!4ED ATE FAMILY BEEN TFEATED tJY OUF Pl-lYSlC AN(S) BEFOFE? INCLUDE l.lAME OF Pl-rYSiClAN AND FAl,l LY [4E[4BEB

STFEETADDFESS, CITY, STATE A ZIO DAYTIM: PHONE

PFll'rAFY INSURANCE

PAT ENT tIL:LATIONSH P O INS!T]ED

POL CY BOLDEB NAIVE:

SEX

SECONDABY LNSUBANCE POLIOY IDT

PATIENT BELATIONSI.]IP TO INSUBETJ

FOL CY HOLDEF] NA[T!

sEx HOME PHON: CELL PHONE



GRAPEVINE INTERNAL MEDICINE CENTRE

FINANCIAL AGREEMENT

Patients WITH Health lnsurance: Due to the many new options in Health lnsurance plans it is patients' responsibility
to call their insurance company to verify that we are in network with your plan belore being seen in our oflice. Ahhough
we can accepi most major insurance plans, there are now several new options under those plans thal have restricted

networks. lf your insurance won't cover a visit due to changes in their plan coverage, it is palient responsibility to pay

for services. Many health insurance plans require you to pay a ccpay and we are contractually required to collect lhis
copayment at the time of service. The remaining balance of the charges {or your services will be billed to your insurance
plan. lf you are unable to pay your copayment at the time o{ service. you may be asked to reschedule your appointmenl
for a future time. lf you have an exisling balance, you are required to either pay this balance or make linancial
arrangemenls with us to pay the balance belore you can be seen. Financial arrangemenls can be made by calling the
Billing Specialist at (817) 481 -8661 . lf your account is rnore ihan I 20 days overdue, you may be referred to colleclions.
lf your account has been referred to collections, you must make payment arrangements before we can schedule an
appointment.

MEDICABE PAYMENTS: (Patient's Cerlification, Authorization to Release lnlormation, and Payment Bequest) lcertify
that the inforrnation given by me in applyinE for payment under Title XVIII of the Social Security Act is correct. I authorize
any holder ol medical or other information about me to release to the Social Security Administration or its iniermediaries
or carriers any information needed lor this or a related l/ledicare claim. I request thal payment of authorized benefits be
made on my behalf.

Patienis who DO NOT have Health lnsurance: For those who do not have health insurance. payment lor services
rendered is required at the time of seruice. lf you are unable to pay at the time of service, please asl( to speak to our
Billing Specialist.

Oftice ot tnspector General (OlG): lf cur oliice has a contract with your insurance carrier, we are required by law to
collect all co-pays, deductibles and co-insurances. Our office wrll not waive your co-pay deductible and/or co-insurance
as this will breach our contract with your insurance carrier. All co-pays, deductibie and/or co-insurance and self pay
monies will be due at the time of visit and will be billeci to you after receiving the explanation of benefits (EOts) from your
insurance and is due immediately or at your next visit. Any remaining balance from previous visits will be due at your next
visit or when you receive your stalement, whichever comes first. Please be advised that our providers are NOT allowed to
discuss your Iinancial account. Please direct your questlons to our billing deparlment.

I have read the financial policies contained above, and my signature below serves as acknowledgement of a clear
understanding of my Iinancial responsibility. I also authorize Grapevine Medicine Centre the release ol and to receive
any intormation pertinent to my case to and from my insurance carrier. I understand that il my insurance company denies
coverage and/or payment of services provided to me, I assume financial responsibility and will pay for all such charges in
full.

Patient / Personal Representalive Signature Date

Printed Name ,/ Belationship to Patienl



GRAPEVINE INTERNAL MEDICINE CENTRE

Palient Name: Date of Birth: __ /_

lnformed Consent for Treatment

I the undersigned. ior myself or a minor chald or anoiher person for whom I have authority to sign. hereby consent
to medical care and treatment as ordereci by a provider, while such medical care and treatmenl is provided through
Grapevine lnternal Medicine Centre on an otfice visiiioutpatienl visit basis. This consent includes my consent for all medical
serv,ces rendered under the general or specilic instruction of a provider; including treatment by a mid{evel provider. and
other health care providers or the designees under the direction o{ a physician, as deedecl reasonable and necessary.

Telehealth

. Teleheallh allows physicians to use computers to connect with patients using secure video conferencing technology to
provide safe. more erricaent use o, medical resources, improve healthcare coordination, minimize patient travel costs
and keeps care local.

. I understand that there are potential rjsks to using technology, including service interruptions, interception, and
technical ditficulties

. All electronic transmission of data wlll be restricted to authorized recipients in cornpliance with the Federal Health
lnsurance Portability and Accountability Act (HIPAA) and applicable state privacy laws.

. I have received a copy of the Notice of Privacy Practices as required under the Health lnsurance Portability and
Accountability Act (HIPAA).

. lacknowledge receipt of a written statement regarding my rights and responsibiliiies as a paiient, which tells me how
to regisler any complaint I might have.

' I understand that iJ I have questions or complaints, I may contact the Privacy Officer/Ofiice lt'lanager at
.1-817-481-8661 cr via email at Janr@gvimc.com.

. I understand that iI lallow anyone to accompany me throughout my visil while ! receive trealment and my personal
health information is discussed, this will constitute an implied consent regarding ihe disclosure of my personal heallh
inlormation in the presence ol the individual

ure of Healthcare Worker

I understand and acknowledge that if any person is exposed to my blood or other bodily lluid, the lacility may perform
tesis, with or without my consent. on my blood or other bodily fluid to determine the presence ol any communicable
disease, including bul not limited to, Hepatit's, Human lmmunodeficiency Virus (the causative agent ot AIDS) and Syphilis.
I understand that the results oi tests taken under these circumstances are confidential and do not become pad 01 my
medicai reco:'d

The undersigned certlfies that she/he rs the patient or is duly authorized by the patient as the patient's general agent to
execute the above and accepts its terms.

Patient / Personal Bepresentative Signature Date

Printed Name / Relationship to Patient



M e d i c a I b L aLmalta n Beleasefarm

Name: Date cf Birth: _ _ /_.

t1

Release af lnformation

I authorize the release of information including the diagnosis, records;
examination rendered to me and claims information. This information may be
released to:

[ ]Spouse

[ ] Child(ren)

[ ] Other

I I lnformation is not to be released to anyone.

This Felease of lnformation will remain in effect until terminated by me in writing

Messases

Please call [ ] my home [ ] my work [ ] my cell number:

lf unable to reach me:

[ ] you may leave a detailed message

[ ] please leave a message asking me to return your call

tl
The best time to reach me is (day) between (trme)

Signed: Dare. _/_/
Date: _l_ /Witness:



INIERI\AL I.'E DICINE CENTI]E
i 604 J-{nra:;Ier. Dr.
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Adull Health l'{istory for NEW Patients

Your answers on lhis lorm will help your health car6 provider 961 an accurale hislory oi your medbal coocems arld conditiofls. li you
ar€ a cunenl paliefll here ts a shc(er uFete form you can use . Please fiIl in all frve pages. lf you cannot remember specmc dslails,
please provide your best guess. lf you are uncomforlable wilh any quesl,on, do nol answer ii. Thank you!

lllair reason for todaYs visit

Other concsms:

Eftat are your he3lth goals lorthe nexl year?

Where were you ge$ing your care before?

ln the p3sl 2 wteks. have you been tolhcred by:

Genenl
_ Unexplai.Ed herghl loss / gsin

- 
Unexpiaioed ialigue / weakness

-- Fi]ll aslsep during day u'lrcn silling

- 
Fever, chills

_ No problerns

S/in

- 
Nevl or dunge in nrrCe

- - Rash / ilching

_ No problems

Breast

- 
Breast {ump I pain / nipPl€ d,scharge

_ l{o problems

Ear{tlose/fhroa!

-. 
Nosablceds, lrouble sivallot{i{rg

-- Frequenl sor[} lhrost. hoarsenes$

__ Hearing lcss / ringioq in sars

-- No problems
Eyes
__ Chal$e ir visi}t I eye lian / Edlress

_ No problems
Cardiovascular

_ che$ pain / disconrtod

Palrrilalions (fad or inegular
hearlfxral)

_ Ho probleras

Litil€ inlerest o{ pleasure ln doiog things?
Feeling down, depressed or hoploss?

n lio o Yes
nNo a Y€s

REVIEW OF SYIIPIOIIS: Pi€as€ mar& lh€ box and/or circle any perslstent symdoms you have had in lhe past fav months. Read

Ihio{,qh every section afld ch€ck 'no probiems' if none of {he symdoms apply tD you. Ust oiher coocems above.

_ LoM snoring /;:ller€d breathinB 
- 

fusy bruising

Resp!ftlory

- 
Cough / wieeze

during sleep

-- Short ol brealh with e'rertion

_ l,lo problans
Gastroinlestinal

H en al ol og i clLy n ph ati c

__ Svollen glands

_ No problems
Neurological
_ H€adache

_ Meflrory Ess
Hearltum I re,i0x i itd'ssticn 

- 
Faialing

_ Blood or cJrarE€ in bowel ,.-_ Dirrfless

- 
No Problam:

,I'!MUruf4TOt'{S: Ciuci( t}!'i::ny vi}ccilr3ii9ils ytt{ hlve l'riiC. Add ye3r, ii l(,'1o1,/rl

_ NumbflBss / lingling

- 
Unsteady gai!

_ Frequent lalls

_ No problems
Allstgislnnu{rt
_ Hay lever / allergies

__ Frequenl inloclions

_ Nc problems
Psychialic

- 
Anxlely / slress / initatrilly
Sleep prot'lem

_. Lick ol co,loenlralion

--_ No problems

Woflen anly

__ Pre-menslrual syntptoms (bloatng
crEr)lrs, jdtabilily)

_. ftoblenr wilh mefislrual fericds
,, Hot flashes / nighl syieals

-. . Ho prob,e.rfls

Cl{$k l},t i$r il y\ru daiil l kr&rl ljrs rQla}rnral0rt, ri

T€rarrus (Td) _..*-"-_ \ry h i,srtussis (Tdap)-- Varicella (Chhken Pnx) shol ({ illness -- -. - Pneunovar {pneumonia}

hlluenza (llu shou __-.- Hep8litis A -.- HeFtiiis B 
-- - MMR 

-- 
lleningiiis 

- 
. Zosiavax {shir)gleii) --HPy

movemelll

--- Con€tipalion

- 
No problems

Genitouinary

- 
Leakirg urins

-- 
Blooj io urirx:

-_ Nighlfifire urinaljon or increasG,
{reqrrcrrry

- 
Discha196, Fenis or vagina

, Concem with sexus! funcfion

_ l{o problems
t,lusotlosi,atelal

- 
Necli pain

- 
tsact paitt

- 
Muscle / icinl Pair ---- Ncr probletns

End@line

- 
lleat or cold snnriiivily

Grapev$sTe



MEDICATloliS: Please lisl (or shovr us your o\an prinled recordlall piescriplrons and non-prescripiion medications, vita{nios, hopie
re;neCics, birlh conlrol pill;, herbs. irthalcis e1.., Use lhe back 0i lhis isrnr i! you nesd lnorc rcont a;C lcl rrs kno\t/ you v,/rotc thcrc

Llose (0 g. ng/piill

,r: TAKE NO MEDICAIIONS

l-lu,,l nany lirnes per rjay?i\,1ed icalicn

Allergies or irrlolerance to medications (include lype of reaction):

HEALTH f*IAIHTENANCE SCREENING TESTS:

I r^r.i r.hnlne,6r^ll nrla
Sigrioidoscopv or Colonoscopy {circle one) Da16

Vy'ooten dnirt

Mammogr.lnr
Pap Smeat
60ne Densily Tesl

Oal€
Date
Daie

Abncrmel?
Polyp?

Abnor,nal?
Abnamal?
Abnormal?

lNo
nNo

r: No
nNc
aNo

rr NONE

u Yes

r Yes

:, Yes

rr YeS

i: Yes

o1 rhe

Revised PaEe 2 of 5

Condition utent ,sl omfi?ents
Alcohol / CrLrg.ab'Jse_
Allerqv (Hay Fever)

Anemia

Anxiely

i15 EJ

Asthma

Eladder/ Kidnev Problems

Breast Lumo (beniqn)

Cancer Breasl

ln
ther Tvoe

1ffi.0varian

Cancer Prostate

Cataracts

Chicken Pox

Colon Polyp

Coronarv Ar{ery Disease
ln 1

llooset)
1

tic!losis
)vs0ma

Fractures (broken bt

Gallbladder Disease
1

G{aucoma



PERS0NAL MEDICAT HISIORY Continued:
Condition Codc Current Pasa Contments

Gout 274.9

Gvnecol0qical Condilions (EttCometri0sis) s17,9

Gvnecoloqical Cordilions iFibroids) zro.t
Gvnecoloqicai Condil;ons {Cther)
l-iead Atlack 410.90

HeDalilis - Tyoe A 070 1

Hepatilis * Tvpe B 0/0.30
Hepatitis - Type C 070.51

Hepatilis - Aiier 070 59

HiQh Blooci Pressure dnl o

High Choleslerol 272.0

Hip Fracture 820.8

lrritable Bowel Syndronro Stt l I

Kidney Disease / Failure 586

Kidney Slones 592.0

Liver Disease 573.9

[4iqraine Headaches t46.90

Os{eoporosis

Pneumonia 486

Proslate (enlaroemenl) 60c.00

Proslate (nodules) 600 10

Seizure I Epileosy 78C.39

Si'.r') Condilion (Ecze,na) A0', o

Skin Condition {Psotiasis) 696.1

Siiin Condilicn (Abnorrnal l',40!€sl ,10 )

Sleep Apnea 780.57

Slomach Uicer JJIJV
Slroke 431 91

Thyroid (Nodsle)

Thvmid Hqh {Overaclive) I iiyperlhvrcidism 242.n
Thyioid Low (Und€raciive) I Hypothyioidisnr

Olher (list)

Other (lisl)

SURGICAL HISTORY - Piease check oli

Revised Page 3 ol t1

Suruical Procedure Codt ).es Year Cofimenta
UTQCIY

)DSY ]: Riqht

Jt0erY

)noscoc'v

voa-'$

iracl
Gallbladder Re roval r: Laparoscopic

Heart Suraery (olher tlran coronary bypass)

.raQery r. Riohl Leil Bolh



SUFGTCAI t/,SIORY C ontin ued :
Surcical Procedure Code Yes Year Conlfients
(nee Suroery lirlle: Right Le{l Eoth
LEEP {Cervix Surqery)

Neck Surqery

Ovary Lioalior {"Tubal")
Ovary Rernoval Circle: Rioht Lefl Bolh
Vasec[ony
Siomoidsccpy

Sinus Surqery

Olher (list)

Adopted - Yes No (Please Circle) lf yes and you do not know your family history skip this sect,on and continue ro
page 5 (Other Health lssues)

FAMILY HISTOnY - lfidicaio which ielalive has had lhe followinq drseases i0arenis and

Coronary Arlery Oisease (e.9. hearl

Page { ot 5

Oisease = ao

a
:E

=

!
o
E

=

E

=
o

o

o Othe. Relative Comments

rificanl history known
Alcoholism I Druc abuse

Alzheimers

Aslhma
Auloimmuoe Disease

Sleeding or Clotlirlg Disqdei _ __
reasi

ln
Cancer Other Tvpe

Cancer Ovarian

roslale

vo

Dir

6enetic Disorder lexolain)
Gtaucoma

_.-:-_----::i+._--

lher)

lilis B or C

JN

3slerol

raclure
iease

ieSse

lnas
eoenemtioo

:adaches

Revised



(i, y$u nevff smoked please go lo alcolloi use queslior

Quil date: 

- 

l-low many years did you smoke,

Approximately how many packs a day did you smoke?

Cur.enl smoke( Packs/dayl 
---"-- 

f of years:

-, tr,p€ .l Cigar :. Snr.di r.. Chew

Exelcise; 0o you r:xe.cise reEulsriy? Lr Yes :'r llo
lvhar. kir:d cl execise,

How long (fiirnules)') How olten ?

r: Good

OTHER HEALTH ISSUES:

Tobacco Use

Smoke cigarelies:

,-alher tobaff3:

Alcohol Use

,r Neva r lo : Yes

oowi

r No i:; Yes

.-.: Beer r: V{ine I Liquor

l lro i, Yes

I l,lo i: Yes

Diet: Hovr would you raie your diet?

Would you like advice on your diet?

r Fair r:r Poor
r No r:r Yes

Sexually involved cunenlly: r.r No r Yes

Sexual parlne4s) idarelhave been: cmale ri ferrale

Birlh control n)elhod (circle below all that apply); n None nsedeC

Candom, pill. diapha$rn, vaseelomy. olher-----

Do you drink aicohol?

# of drinks/week:

Drug Use
9o you use marijuana or ra:reaiional drugs?

ilave you ever used ne€dles l0 iniecl drugs?

Sexual Activity

Spouse/partner's natne:

N mber of grandchildren:

Safety: Do you use a bike helmel? r: No bike i:r Yes ,:: No

Do you use sealballs &lnsislerdly? lYes r;No
Does you lio0re have a $/orking smoke delectoi? n Yes Lr No

lf you havo guns i0 your home, are they locked up?

r-; Noi apdicable r', Yes 
':i 

No

ls viclerce 3l home a ccncem lor you? nNo nYes

Have you completed an Advance Directive for Healih Care (ADHC),

Living !1tll, or POLST (Physician Oders {or Lile Suslainirrg Therapy)?
(Grcle above all that apply) o Yes rt No

SOCI4L HISTORY:

Occlrpation

:mpioyer:

(or prior occupalion):

years of educalio,r or highest degree

tularital slatus icilcle one) singie, parrner, married, divorced, widowed. otner:

relrred/unenrployed/leeve cl aDsence/disabled tcircle orle)

NurDtler of childrei: 

- 

Ages i{ under 1 I yean:

N mber ol great gmndchildren.

!Yh6 lrves al hums dillr You'?

Lersure activites, group u)volvenlenl. relqion, volunleer wo* receDl travei:

WOMEN'S HEALTH HISTORY:

Tolalnomber of pregnancies: -- Numberof blrlhs: 

-
Dale (month/day ii known) ol lasi menskual period it ycu are slrll men$lruating:

Age at beginning of periods [menstrualion): -_'-
Age al end ol periods (menoPause):

R.-vrscd

Thark-you for taki g thc time tc fillthis out.

Page 5 r:1 5



_).

1.

2.

4.

5.

6.

7.

8.

9.

CURRENT MEDICATION LIST
PATIENT NAME:- DOB:

DATE:

PHARMACY
INFORMATION

NAME:

PIIONE#:

PLEASE LIST ALL MEDICATIONS WITH STRENGTH AND
DOSAGE. THIS NEEDS TO BE UPDATED AT EVERY VISIT TO
ENSURE EXCELLENT MEDICAL CARE, FACILTTATE TIMELY
REFILLS, PRIOR AUTHORIZATIONS, AND REFERRALS.

10.

11.

12.

13.

t4.

15.



1604 Lancaster Drive
Grapevine, Texas 76051

Ph:817-481-8661
Faxt 817-488-9792

GRAPEVINE INTERNAL MEDICINE CENTRE
Allergy Histor)'

Patient: DOB;

Contact number: Date:

Email:

Check Conditions Affecting Symptoms

1) During which months do symptoms occur?
r Al1 Months
tr January
n I.'ebruary

tr May
tr.lune

r July
n August

u Septernber
u October

n Novenrber
r December

2 ) Are your symptoms worse?

n March
r April

! AftcrnooD

n At rvork/School

tr

tr Other location:
n Morning
tr At home

tr Not at all

5) Family History:

Evcnilrg tr Nlght

3) Are symptoms?
n Constant tr Erratic tr Rare

4) Do symptoms interfere with your activities?

tr Asthma
n Hay Fever

tr Other:

a A little

fl Lczcma
r Ulcer

E Migraines
! Colitis

a I{odcrately

r Sinus pr-oblcttis
o Ncrvous Disorder

n Ail thc time

6) Please rate your symptoms 1 - 5 (#1 is low degreeuofsymptom, #5 is high degree of symptom)

Eycs [jtchy, water-y or srvelling]

Ears (itchy, draini[g or- cotlgested) 3

3

3

3

3

4

4

+

+

4

4

5

5

5

5

5

5

Nosc []'unDy or congesled)

Hcadaches Ia]lergy t'clated)

Cough (allergy relatedl

12
.1 2

l2
72
L2
L2S

7) Are you currently being treated for allergies?

8) Are you interested in being allergy tested?

Yes No

Ycs

Circle your provider: Dr, Trotter Dr. Page

No

Dr, Ferris Dr, Gordon


