Full Lezal Name : . Nickname:
DOB: Lge:
Maziling Address: State/Zip:

“omefhone . Cellbhone. . VierkPhoner .
Emerzency Contact Name/Number/Relation:
Marital Status: Name of Spouse:
Employer Name: Occupation:
Mayv we call vou at work? Best time to call you:
Preterred Pharmacy/Location: Email:

Previous Primary Care Physician:

Do vou have an advance directive/living will? If ves, provide copy.

List all other specialist that are treating vou and the reason:

Tobgeeo Use: Caffeine Use: Alcohol Use Narcotic/illicit Drug Abuse/Use

Alcohol Use? £ per day: Yrs: Vear Quit:
Tobacco Use? # per dav: Yrs: Year Quit:
Drug Use/Type? # per day: Yrs: Year Quit:
FAMILY HISTORY

Arevou Adopted?  VYes  No

Mother Alive (age) Medical Conditions:

Father Alive (age) Medical Conditions:

Brother(s) Alive (ages) - Medical Conditions:




Do you have children with heart problems

Explain:

CURRENT MEDICATIONS/VITAMINS/SUPPLEMENTS
DRUG STRENGTH/DOSE/HOW MANY TIMES A DAY/WHO PRESCRIBED:

SURGERIES AND PROCEDURES
Have you had cardiac catheterization? Yes  No
Daie:

Facility:

Was this intervention? Stent? Balloon? (circle one)

Have you had vascular surgery? Yes No
Date:

Facility:




Lo
|

i:
Did you have difficulty during any ot these procegures?

Other Surgeries: Tvpe/Date/Facility Surgeon

Females only: Have vou had a toial hysterectomy? Ovaries?

At age: Do vou take birth control? Yes - No

Have you gone throush menopause? Yes NO In the midst of:
~Beyouwtzke-hormone replace ments——Yfes——No—Type

a
PERSONAL HISTORY AND RISK FACTORS
Have you been diagnosed with......2
Diabetes: Yes No When:

High Cholesterol: Yes No When:

High Blood Pressure: Yes No When:

“Blood flow problem limbs: Yes No When & which [imb:
Venous or Arterial (circle one) |

Heart Valve Disease: Yes No When & which valve:

Thyroid Disorder: Yes No When:

Bleeding tendencies: Yes No When & type:

Lung Disease: Yes No When:

Stroke Yes No When & which side:

Kidney problems Yes No When & type:

Heart Attack Yes No Age:




Are vou currentlv experiencing any o

_"._f,
=

following symptoms? (please

write ves or no on all that apply)

Swelling o

)

leg Dain w%Lh y

Cardiac arrest

Waking at nieht shorio

Constrtution

|

na
Recant weizhi z2in

Faticue

Resa irstory

Spitiing up Blood

Qh Tiness of Frcam on &

" SROrnEsE O bresthacre .

Gastrointestinal

Loss ot zppetite

Nzusea or Vomiting

Blood in stool

Abdominzal pain

Musculoskeletzl

Joint pain

Muscle wezakness or pain

Skin/Derm

Rash

Skin sores

Neurological
Fregueni Headaches

lishtheaded or Dizzy

Seizures

Stroke or TIA

Tramors

Memory Loss

Psychiatric

Depression

Nervousness or anxiety
Drficulty Sleeping Hallucinations

Gemiourinar\f
Blood in urine

Freguent urination

Pzinful or burning urination

Hematologic Anemiz

Bleeding or Bruising Tendency

HEENT
Visual changes

Hearing loss

PATIENT SIGNATURE:

DATE:




Authomizeton and Consent

Frenk B. Martinez, MD rzceives peyment o1 pafient care fom insurence companies, Medicere,

Permission 1o Commumicste with Your Pomery Care Physiczn and/ox Other Comum ooty Cere
§) Y

Providers: In order to chsure comtinmiy of care, it is often necessaty to cormmumicate mformation
y. Lhess

your pomety czre physiczn, other commmumity Care provideTs and 1o yOouT mMSIrence COmp

CormT™ ur\_c._—._@::\s ey inchide information abowt your medical treatment 2nd mental health oz

cubstance shuise treatment This mformenon is Imied to thet which is necessary © "ha

detezrmimation of coverzge znd the coordination of your care Meny msurance COTop 2T Tiql—”“‘"’ﬁ s
4o dosmment sobsther oz act you sl ollose yomr clinidan to corprmpmvicate wifh your pomary Care
physician and/or Health Insurance C paoy.
Sigmature of the patient (or person awthomized to sig for patient):
1g0atTe DT ThE D T pemsond gd 10 S1gD 10T P& .
Date:

Relationship to Padent




?\el 258 I._LOT'H].‘:‘ Hom to nL_i‘T fembers
Luﬂy mmembers such as thelr sponss, parents 0r 01hsTs
and procedures. Under the Tequmemer]

its Tor
g:?“u'a this information 1o anyone without the patient’s
T test resnlts released to family members YOU TSt $1gn

t allow Frenk E.

ez, MD, znd his Associates, 1o releass Ty
i reporis to the mlowing matvidnals.

e _Reldt 67 10 Pauc_i,

Anthorization to L ve Messages with Household Members// A_n_gwemj g Machine

From tims to tme 1 1 ism NeCcEssaTy 10T Tepreseniatives oﬂ:Taﬂ E. Meartinez, MD,
»nd his Associzies, fo leave messages for patients. The purposes oF these mEessages 510
rermind pafients that Th\:y hav zppointment, 1o notfy the patient thet the he medical stafl

would Hke 1o discuss I2b ot IDbEdUIGTES'LlLS orto ask a patient to call our o e
regarding an issue 07 concern Af no tme will a representative of our office. discuss your
medical circumstances ot condmion without your comsent. The purpose of this consent 1 i
i leave messages with members of your household or on your answermg machme

You have the risht to revoke this consent, m writing, except whers We hﬁVc
already made disclosures in reliznce on your prior consent.

Patient Name: Date of birth:

Patient Signature: Date:




Frank Martinez, M.D.

Financial Policy

| have received a copy, read, undersiand, and agree o Frank Mariinez, M.D.'s
Financial Policy. | understand that charges not coverad by my insurance
company, as well as applicable co-payments and deduciibles, are my
responsibility.

[ authorize my insurance benefiis be paid directly to Frank Martinez, M.D.,
P.A.

| authorize Frank Martinez, M.D., P.A. to release periinent medical information fo
my insurance company when requested, or fo facilifafe payment of a claim.

Date:

Printed Name:

Signature:




Our Patient Payment Policy
-rank Martinez, M.D

Thank you for rhuo ing our prectice! We are committed o the success of your
medical reatment :ra care. Please understand that payment of your bill is part
ot 1h13 reaiment and care _

All patients must complete our Patient Information Form. We believe that a

good n—,/az/nnthp is based on understanding and open communications. Our
steff has been instructed to make every effort available to you (o clamy any
misSunderst ndm youU have concaeming your DQ/QHLS‘

-Tihaneizl-poli
these policies
Manager. Heasv r=fr
involved in your medica e and NOT the financial aspect of you care. Plea
direct all concemns fo our billing specialist

How Kiay i Pay?

)

&J
— 5

om L\ng Lhe DocLor abouL your account as he is
s

We accept payment by cash, check, VISA, and Mastercard. For your

convemcno= our billing office is staffed Monday through Thursday from 8:00
Al to 4:30 PM. The phone number is 361-882-1600 Ext 103.

\ DU zre wxpccze:d to make payment in full upon raceipt ot a bill showing your

balance due. Other payment plans or Dpﬁons may be available. Please

contact our Pzafient Financial Services for this informafion and/or when your

— e - S R S § R S . ——r
—Giting-address changes. A monuy oiling s ‘

=210 wili-be-aaded-o-aih c:buudms-

not paid in Tull within 45 days of sarvice.
When is my account
delinguent?

An account is considered past due 30 days following billing unless
other arrangements have been made. Unpaid accounts beyond 80
days are considered delinguent and may be forwarded fo our collection
agency and will have a service Tee/billing fes added.

How are my Medicme Refills
handled?

Our poticy is for the pafient fo-call their pharmacy and ask them 1o fax the .
request for your medication to 361-892-0176 Attn: Refill Coordinator. Requests
are usually handled within 48 business hours. Processing times may vary

depending on the availability of your doctor, who for your safety must review
each request prior to completion.

Are there Service Charges”



T the decision is mad:

or deductible 2 service 335 will be agded.

Our physicians will not be doing telephone Tladic:ma T you need o talk
doctor we will give ;,/_Ju =n appointment. Calling the doctors after hours
result in 2 chargs which insurances 0o not pay-ma P ing you responsible.
‘What about missed appomiments”

We would eppreciate your help and couriesy o T” call if you are unable

an appointment. Please nofify our ofice at leas
the appointmant time. We reserve the ﬂghi 0 h

ze z patient who does not have his/her co-pay
L q-
= g

your
will

0 keep
twenty-four(24) hours prior t

ge you a missed appointm
fee of $30 and ihres (3) non cancelled missed appointments are grounds for
pat )em discharge. '

ﬂy pamem sent to collections will be responsible Tor all collection fees. [fa
patient is taken to small claims court the patient will be responsible Tor all

tees/charges.

Any letter that you need from the Doctor, will carry a tee or $25.00
pickup.
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Any forms that need to be completed: FMLA, Insurance Disability, Employment

related eic will carry a $25.00 to be paid at the time it is picked up.

Lesignmeniof Banefits

You need o assign bens rs/paymems TOT your insurance paymers o the

docior.

Emergencies after fHours

If you need medical care when the office is closed, please go fo the ER of the

closest Hospital to you.

If You Have... You Are Responsible For... Our Staff Will...
Commercial Insurance Payment of the patient responsibility for all Call your insurancs company

Also known as indemnity,
“regular insurance, or
“80%I[20% coverage.”

office visit, x-ray, injection, and other charges
at the fime of office visit.

shead of ime o determine
deductibles and coinsurance.

Filé an insurance claim as a
courtesy {6 you.

HMO & PPO plans with which
we, have a contract

If the services vou receive are covered by the

plan: A1l applicable co-pays and deduciibles
are requested at the time of the office visit

all your insurance company
zshead ofime fo determine &

.deductibles, and NoN-coOVEerst
services for YGU



Pa}msﬁt in full for office visits, x-ray,

Provide the necessary ninrma

comtracied injsctions, and othar charges 2t the ime of for you to complets and Tile yo!
office Visit cleim directly with the insuranc
Comperty.
or O Payment of the patient responsibility- Cell your insurance COmMpany
Ot Network PFO | deguctible, co-pay, non-coversd sarviczs-st zhasd of time o determing oul
ths time of the visit network benetis, Co-peys,
deduciibles, and non-coversa
SEMVICES
File 2n insurance claim on you
behalf.
Medicare If you have Regular Medicare, and have not File the claim on your behali, 2

met your $110 deductible, we ask that it be
paid =t the Time of sarvice.

“I'::U-UécLad E’ th

AV s:*\acesdnm_obv—;rcd Dy Medicarn BB e i i

t'ime“ DT"* :em;” -

[T you have regular Visdicare as_primary. and

zlso have secondary insurance or_Miedioan:
No paymeant is nacessary at the ime of the
VisiL

IT vou have regulsr Medicars 2s primary. but

no_sscondary insuranca:
Pzyment of your 20% co-pay is rcquastao at

the ime of the visiL

well as any clzims o your

acondary insurance.

2]

Medicare HMIO

All 2pplicable co-pays and deductibles at the

Fil= the ciaim on your behalf, a
veell as any claims o your

~Ume Of e omce VISIL

SECondary MSOrance:

T You Have...

You Are Responsible For...

Our Staff Wil

No Inmsuranes

Payment i full at the time of the visit

Work wn_nj ou 1o settle your
account. Please ask to speak W

our staff if you need assistance

What if My Child Needs fo Ses the
Physician?

A parent or legal guardian must accompany patients who are minors on
the patient's first visit. This accompanying adult (who consents fo the
treatment) is responsible for payment of the account, according fo the
policy outlined on the previous pages. We will not be involved in
separation/divorce disputes.



