TEXAS NEUROLOGY CENTER

Jennifer A. York, M.D. Telephone Number: (512) 744-0015
5750 Balcones, Suite 110 Facsimile: (512) 744-1654
Austin, Texas 78731-4204 E-mail: appt@texasneurolgycenter.com

You have been scheduled for an EEG at Texas Neurology Center. This test will last
approximately 1 hour 15 minutes to 1 hour 30minutes. It is important for you to be on time. If
you are late, the appointment will need to be rescheduled in consideration of the next patient.
Please follow the instructions to be prepared for the test.

EEG Instruction Sheet

1. Eat a good meal just before you come for your appointment. NQ caffeine (coffee, tea, soft
drinks, chocolate, etc.) before your appointment.

2. Wash your hair the night before or morning of the test. Do not put any oil, hair spray,
mousse, etc., on your hair. Your hair needs to be clean, tangle free and dry.

3. Do not stop any medication you may be on unless instructed by your physician.
4. You may be required to be sleep deprived; your doctor will inform you.

5. It is very important that you contact our office if you are unable to keep the appointment.

If you have questions, please contact us. Thank you.

YOUR APPOINTMENT IS




Welcome to Texas Neurology Center. Please carefully fill out the foilowing required information.

PLEASE PRINT PATIENT INFORMATION
LAST NAME FIRST NAME MIDDLE INITIAL DATE OF BIRTH SEX MARITAL STATUS
i M F

HOME ADDRESS (NO POX BOXES) CITY STATE ZIP CODE HOME PHONE NUMBER
( ) -

MAILING ADDRESS (IF DIFFERENT) CITY STATE ZIP CODE CELL PHONE OR PAGER
( ) -

E-MAIL ADDRESS

EMPLOYER’S NAME OR RETIREMENT DATE  EMPLOYMENT STATUS __ SOCIAL SECURITY NUMBER WORK PHONE/ EXT #

0 FULL () PART () RET - - ) X

STUDENT STATUS SCHOOL'S NAME DRIVER'S LICENSE NUMBER

() FULL TIME () PART TIME

EMERGENCY CONTACT NAME AND TELEPHONE NUMBER (S) AND RELATIONSHIP TO YOU

( ) - ( ) -
REFERRING / CONSULTING DOCTOR’S FULL NAME, ADDRESS AND TELEPHONE NUMBER SEND COPY OF RFEPORT
0 YES  QNO
FAMILY DOCTOR’S FULL NAME, ADDRESS AND TELEPHONE NUMBER SEND COPY OF RFEPORT

O YES (O NO

DATE OF FIRST SYMPTOM DATE OF INJURY OR ACCIDENT
/ / / /

LIST STATE
QONO ( YES

WORK RELATED AUTO RELATED
ONO (QYES

OTHER

DRUG ALLERGIES:

PHARMACY NAME, TELEPHONE NUMBER, FAX NUMBER, E-MAIL

PRIMARY INSURANCE INFORMATION

POLICY HOLDER’S NAME OR () SAME AS ABOVE DATE OF BIRTH SEX SOCIAL SECURITY NUMBER
/ / OM (F - -

PATIENT RELATIONSHIP TO POLICY HOLDER: () SELF, () SPOUSE, () CHILD, () OTHER

ADDRESS IF DIFFERENT FROM PATIENT CITY STATE Zp HOME TELEPHONE NUMBER

) -
EMPLOYER’S NAME OR RETIREMENT DATE WORK TELEPHONE/ EXT # CELL TELEPHONE OR PAGER
(G - ¢ ) -
INSURANCE COMPANY’S NAME OR () INSURANCE CARD PROVIDED POLICY NUMBER GROUP NUMBER
ADDRESS FOR CLAIMS CITY STATE Z1p TELEPHONE NUMBER
¢ ) -
SECONDARY INSURANCE INFORMATION

POLICY HOLDER’S NAME OR () SAME AS ABOVE DATE OF BIRTH SEX SOCIAL SECURITY NUMBER.
/ / OM QF - -

PATIENT RELATIONSHIP TO POLICY HOLDER: () SELF, () SPOUSE, () CHILD, () OTHER

ADDRESS IF DIFFERENT FROM PATIENT CITY STATE ZIP HOME TELEPHONE NUMBER

) -
EMPLOYER’S NAME OR RETIREMENT DATE WORK TELEPHONE/ EXT # CELL TELEPHONE OR PAGER
¢ - ( ) -
INSURANCE COMPANY’S NAME OR () INSURANCE CARD PROVIDED POLICY NUMBER GROUP NUMBER
ADDRESS FOR CLAIMS CITY STATE YAl S TELEPHONE NUMBER
) -
SIGNATURE: DATE:




TEXAS NEUROLOGY CENTER

Jennifer A, York, M.D. Telephone Number: (512) 744-0015
5750 Balcones, Suite 110 Facsimile: (512) 744-1654
Austin, Texas 78731-4204

“The HIPAA Privacy Rule allows those doctors, nurses, hospitals, laboratory technicians, and other
health care providers that are covered entities to use or disclose protected health information, such as
X-rays, laboratory and pathology reports, diagnoses, and other medical information for treatment
purposes without the patient's authorization. This includes sharing the information to consult with other
providers, including providers who are not covered entities, to treat a different patient, or to refer the
patient. See 45 CFR 164.506.”

RELEASE OF HEALTH INFORMATION

Patient Name: Date of Birth;

I authorize the release of my health information from any physician, hospital, or clinic to facilitate my
treatment by Jennifer York, MD.

| would like the following health care providers to receive copies of Dr. York's findings:

Check if you authorize us to speak to the following:

Spouse Mother Father Daughter Son

Please write the name of any other friends or family members you authorize us to speak with:

E-MAIL: If you provided your e-mail address, please note that e-mailing is not necessarily a secure

method of communication. [ Yes, you may contact me by e-mail _
] No, you may not contact me by e-mail

Patient/Guardian Signature: Date:
(Valid for one year from date signed)

This office will disclose information for treatment, payment, and operation purposes, as explained in our Notice of Privacy
Practices.


















Appointment Reminders, Treatment Alternatives, and Other Health-related Benefits

We may contact you by telephone, mail, or both to provide appointment reminders, information about treatment
alternatives, or other health-related benefits and services that may be of interest to you. We may leave test
results via telephone, mail or voice mail/answering machines. If you do not want messages left on voice mail or
answering machines, please inform our front receptionist.

Complaints

If you are concerned that your privacy rights have been violated, you may contact the person listed below. You
may also send a written complaint to the United States Department of Health and Human Services. We will not
retaliate against you for filing a complaint with the government or us. The contact information for the United
States Department of Health and Human Services is:

Office for Civil Rights
U.S. Department of Health and Human Services
1301 Young Street, Suite 1169
Dallas, Texas 75202
(214) 767-4056
TDD (214) 767-8940
Our Promise to You

We are required by law and regulation to protect the privacy of your medical information, to provide you with
this notice of our privacy practices with respect to protected health information, and to abide by the terms of the
notice of privacy practices in effect.

Questions and Contact Person for Requests

If you have any questions or want to make a request pursuant to the rights described above, please contact:

Sheri Espinosa
5750 Balcones, Suite 110, Austin, Texas 78731
Telephone: (512) 744-0015 ext 100 Facsimile: (512) 744-1654

This notice is effective on the following date: November, 2004,
We may change our policies and this notice at any time and have those revised policies apply to all the

protected health information we maintain. If or when we change our notice, we will post the new notice in the
office where it can be seen.



TEXAS NEUROLOGY CENTER

Jennifer A, York, M.D. Telephone Number: (512) 744-0015
5750 Balcones, Suite 110 Facsimile: (512) 744-1654
Austin, Texas 78731-4204

ACKNOWLEDGEMENT OF REVIEW OF NOTICE OF PRIVACY PRACTICES

I'have reviewed this office’s Notice of Privacy Practices, which explains how my medical
information will be used and disclosed. I understand that I am entitled to receive a copy
of this document.

Signature of Patient or Personal Representative

Date

Name of Patient or Personal Representative

Description of Personal Representative’s Authority





