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

PLEASE PRINT PATIENT INFORMATION
LAST NAME FIRST NAME MIDDLE INITIAL DATE OF BIRTH SEX MARITAL STATUS
[ M F
HOME ADDRESS (NO POX BOXES) CITY STATE ZIP CODE HOME PHONE NUMBER
( ) -
MAILING ADDRESS (IF DIFFERENT) aTY STATE ZIP CODE CELL PHONE OR PAGER
( ) -
E-MAIL ADDRESS
EMPLOYER’S NAME OR RETIREMENT DATE  EMPLOYMENT STATUS SOCIAL SECURITY NUMBER WORK PHONE/ EXT #
() FULL () PART () RET . - ( ) -
STUDENT STATUS SCHOOL’S NAME DRIVER’S LICENSE NUMBER
() FULL TIME () PART TIME
EMERGENCY CONTACT NAME AND TELEPHONE NUMBER (5) AND RELATIONSHIP TO YOU
( ) - ( ) -
REFERRING / CONSULTING DOCTOR’S FULL NAME, ADDRESS AND TELEPHONE NUMBER SEND COPY OF RFEPORT
0 YES O NO
FAMILY DOCTOR’S FULL NAME, ADDRESS AND TELEPHONE NUMBER SEND COPY OF REEPORT
(0 YES (N0
DATE OF FIRST SYMPTOM DATE OF INJURY OR ACCIDENT _ LIST STATE  WORK RELATED AUTORELATED  OTHER
! / / / ONO OYES  (QNO (YES
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 OF - -

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
(G - « ) -
INSURANCE COMPANY’S NAME QR () INSURANCE CARD PROVIDED POLICY NUMBER GROUP NUMBER
ADDRESS FOR CLAIMS CITY STATE ZIP TELEPHONE NUMBER

) -

SECONDARY INSURANCE INFORMATION
POLICY HOLDER’S NAME OR. () SAME AS ABOVE DATE OF BIRTH SEX SOCIAL SECURITY NUMBER
T OM OF - -

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

ADDRESS IF DIFFERENT FROM PATIENT - CITY STATE Zp i{OMli TELEPHONE NUMBER
EMPLOYER’S NAME OR RETIREMENT DATE \(’VORI)( TELEPHONE/ EXT # (EELL ';'ELEPHONB OR PAGER
INSURANCE COMPANY’S NAME OR ()} INSURANCE CARD PROVIDED POLICY NUMBER GROUP NUMBER

ADDRESS FOR CLAIMS CITY STATE ZIP TELEFPHONE NUMBER

(G -

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

Financial Policy

Thank you for choosing us as your healthcare provider. We are committed to your treatment being successful.
Please understand that payments for services rendered are part of your treatment. Along with your intake
information, this financial policy must be signed prior to treatment.

Payment is due at the time service is rendered. We accept cash, check, Discover, MasterCard or Visa. A fee of
$25.00 is charged for any returned checks.

1. Filing of Contracted Insurance Claims:
We are happy to file your insurance claims if we are contracted with the insurance. All co-payments are due
prior to treatment, unless stated otherwise in your contract.

2. Referrals/Authorization:
If your insurance requires an authorization or referral to be seen by our office, it is your responsibility as the
patient to be sure this information is obtained and received by our office. If we do not receive this
information, you will be responsible for payment in full.

3. Non-Contracted Insurance Claint
We are happy to file your insurance claims. If payment is not received from your insurance company within
45 days, you will be responsible for payment in full. Your insurance policy is a contract between you and
your insurance as we are not a party to that contract. Please be aware that some of the services provided
may be non-covered services and not considered reasonable and necessary under your plan.

4. Usual and Customary Rates
We are committed to providing the best treatment for our patients. We are not above the reasonable or
necessary charges for our area. The patient/guardian is responsible for payment regardless of any insurance
company’s arbitrary determination of usual and customary rates.

5. Collection Costs
I understand that I will be legally responsible for all collection costs involved with the collection of this
account if | default on this agreement.

Please let us know if you have any questions regarding this policy. Yoursignature below confirms you
have read our policy and agree to continue with treatment.

Patient’s Printed Name Date of Birth

Signature of Responsible Party Date



NOTICE OF PRIVACY PRACTICES
TEXAS NEUROLOGY CENTER

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.

Treatment

We are permitted to use and disclose your medical information to those involved in your treatment. For
example, your care may require the involvement of a specialist. When we refer you to a specialist, we will
share some or all of your medical information with that physician to facilitate the delivery of care. The
physician in this practice is a specialist. When we provide treatment, we may request that your primary care
physician share your medical information with us. Also, we may provide your primary care physician
information about your particular condition so that he or she can appropriately treat you for other medical
conditions, if any.

Payment

We are permitted to use and disclose your medical information to bill and collect payment for the services
provided to you. For example, we may complete a claim form to obtain payment from your insurer or HMO.
The form will contain medical information, such as a description of the medical service provided to you, that
your insurer or HMO needs to approve payment to us.

Health Care Operations

We are permitted to use or disclose your medical information for the purposes of health care operations, which
are activities that support this practice and ensure that quality care is delivered. For example, we may engage
the services of a professional to aid this practice in its compliance programs. This person will review billing
and medical files to ensure we maintain our compliance with regulations and the law. For example, we may ask
another physician to review this practice’s charts and medical records to evaluate our performance so that we
may ensure that only the best health care is provided by this practice.

Disclosures That Can Be Made Without Your Authorization

There are situations in which we are permitted by law to disclose or use your medical information without your
written authorization or an opportunity to object. In other situations, we will ask for your written authorization
before using or disclosing any identifiable health information about you. If you choose to sign an authorization
to disclose information, you can later revoke that authorization, in writing, to stop future uses and disclosures.
However, any revocation will not apply to disclosures or uses already made or taken in reliance on that
authorization. :

Public Health, Abuse or Neglect, and Health Oversight

We may disclose your medical information for public health activities. Public health activities are mandated by
federal, state or local government for the collection of information about diseases, vital statistics (likes births
and death), or injury by a public health authority. We may disclose medical information, if authorized by law,
to a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease or
condition. We may disclose your medical information to report reactions to medications, problems with
products, or to notify people of recalls of products they may be using.

We may also disclose medical information to a public agency authorized to receive reports of child abuse or
neglect. Texas law requires physicians to report child abuse or neglect. Regulations also permit the disclosure
of information to report abuse or neglect of elders or the disabled.

We may disclose your medical information to a health oversight agency for those activities authorized by law.
Examples of these activities are audits, investigations, licensure applications and inspections which are all
government activities undertaken to monitor health care delivery system and compliance with other laws, such
as civil rights laws.





