Thong Tin Bénh Nhan

Ho

Tén

S6 An Sinh X3 Hoi

Ngay Thang Nam Sinh

Tudi

Gidi tinh

Pia Chi

Thanh Pho

Tiéu Bang

Zip

S6 Dién Thoai Di Pong

S6 Dién Thoai Nha

S6 Dién Thoai Céng S&

Email:

Tinh Trang H6n Nhan: Ddc than / da két hén/ ly di /chung séng

S6 Nam Bén Nhau

Tén cla vg/ chéng: Ho Tén

Anh chi/ ¢6 chd c6 may ngudi con?

Ngu&i phu trach tai chinh hodt bdo hiém (néu khdong phai ban than bénh nhan):

Ho Tén SO An Sinh X3 Hoi Ngay Thang Tubi Gidi tinh
Nam Sinh
Dia Chi Thanh Phé Tiéu Bang Zip

S6 Dién Thoai Di Pong

S6 Dién Thoai Nha

S6 Dién Thoai Cong S&

Théng Tin Lién Lac Khan Cap: Vin phong c6 thé lién lac véi ai khi cé viéc khan cap ma khong lién lac duoc véi quy vi

Ho Tén

Quan hé S6 dién thoai chinh

S8 dién thoai khac

Vin phong cé duoc lién lac véi ngudi nay cho viéc khong khan cap khong? (Yes/No)

Théng Tin Bdo Hiém
Bao Hiém Chinh S6 ID Bao Hiém Chinh Co-Pay
Bao Hiém Phu S6 ID B3o Hiém Phu Co-Pay

Hay cho biét thém cdc thdng tin sirc khde khac

Patient Release

T6i xac nhan rang cac théng tin tdi cung cap la chinh xac.

Toi cho phép vin phong x{r dung va tiét 16 v&i cong ty bao hiém(bao gdm Medicare) vé thong tin sirc khoe can thiét cla toi voi
muc dich gri hda don thu tién dén cdng ty bao hiém cho viéc diéu trj strc khde tdm ly va tdm than.

Toi chap nhan 1 van phong c6 thé thu thém 1€ phi khi toi hily cudc hen dudi 24 tiéng dOng hd trudc ngay va gid hen cla toi

Chit ky bénh nhan hodc nguwoi giam ho

Ghi Tén Ho

Ngay

Tony A Pham, MD, Ph.D. (713) 376-3459




Tony A. Pham, M.D., P.A.

Psychopharmacology & Psychotherapy
1315 St. Joseph Parkway, Suite 1307

Houston, TX 77002

Ph (713) 376-3459, Fax (713) 655-0506
mail@tonyphammd.com

Year 2017 Deductible

Most insurance policies have deductible amounts that must be paid first before the
insurance policy would start to pay. We have no way of knowing whether your
deductible amounts have been met for this year.

As a courtesy, we will only charge you your regular copay, but ask that you give us your
credit card information. We will bill any applicable amounts not covered by insurance to
your credit card when we receive your insurance explanation of benefits.

Patient name
Card type (Visa, mastercard, etc)
Card #

Expiration date:

| agree to pay any applicable amounts.

(signature)

Date:



mailto:mail@tonyphammd.com
mailto:mail@tonyphammd.com

Tony A. Pham, M.D., P.A.
Psychopharmacology & Psychotherapy

1315 St. Joseph Parkway, Suite 1307 G\
Houston, TX 77002 ;

Ph (713) 376-3459, Fax (713) 655-0506
mail@tonyphammd.com

Consent for Release of Protected Health Information

(Entire Medical Records)

| request my records (including mental health) from (below) be released to Dr. Pham

(Physician, Hospital or Institution) ( Address/Phone)

Names of people Dr.Pham/office can disclose information to:

(Individuals or Institutions) ( Address/Phone)

l, , DOB
consent to release of the protected health information that is required to carry out
treatment, payment and healthcare operation on my behalf.

| have read the Notice of Privacy Practices (on office wall, or request copy from front
desk) and am aware of the following:

« | have the right to place restrictions on the way my protected health information is
used or disclosed.

* | understand that Dr. Pham is not required to agree with my requested
restrictions. | also understand that once Dr. Pham agrees to my restrictions, |
must comply with those.

« | have the right to revoke my consent for the use and disclosure of my protected
health information at anytime. | understand that, if | choose to revoke my
consent, | must submit a written statement that is signed by me.

« | understand that Dr. Pham must immediately comply with my request to revoke
consent, except to the extent that some action has already been taken that was
based on my original consent.

« Dr. Pham has reserved the right to change our privacy practices at anytime
without notification.

Note: Only the patient or parent/quardian may request a release of medical information. Picture ID may be required.

Print Patient's Name Date of Birth

Signature of Patient/Guardian Date


mailto:mail@tonyphammd.com
mailto:mail@tonyphammd.com

Ho Tén Ngay
Tric Nghiém vé stre khée tam théan

1. Xin cho biét vi ly do nao ma ¢ /chd /em duoc gidi thiéu dén vin phong cua ching toi

2. Co/cht /em c6 bao gio phai nhap vién vi nhitng van @ stc khoe tam than Khong? C6 / Khang (xin
khoanh tron)

Néu c6, xin hay cho biét ngay thang gan day nhat

3. Hién gio hoic trong qua khir, cé/chd/em c6 bao gid sir dung nhitng chit sau day:

Ruou C6/ Khoéng
HUt thude 14 C6/ Khong
MaTay Co6 / Khéng
Cansa C6/ Khong
Heroin C6 / Khong

Chitkichthich ~ C6/ Khong
Nhitng chatkhdc ~ C6/ Khéng

4. Anh/chi/emsinhrag...?
5. Hién tai nghé nghi¢p ctia Anh/ chi/em |a gi?
6. Ton gido cua Anh/ chi/ em la gi?

7. Hién tai, c6/chd/em dang ¢... (khoanh tron) ‘ o
Nha chim séc / & véi ba con /& nha hoic apartment / nha diéu dudng / khéng ¢ cho & on dinh
8. Co/chi/em c6 con céi khong? C6/ Khadng. Néu co, may nguoi con?

9. Cho biét trinh do hoc van cua co/chi/em: (khoanh tron)
Trung hoc / d&tot nghiép trung hoc / dai hoc / tot nghiép dai hoc /cao hoc

10. C6/ chli/ em ¢6 bao gid vuéng vao van dé phéap ly hoic bi bat giit? C6/ Khang

11. Co/ chti/ em c6 nhing van dé sirc khoe sau day khong? (khoanh tron)
Tiéu dudng/ tang huyét &p / bénh tim / siéu vi viém gan / than yéu / cholesterol cao

Xin cho biét nhitng vin dé sire khée khac:

12. C6/ chdi/ em ¢6 bi di tng thude khong? Néu cd, loai thude nao?

13. Xin cho biét nhirng tén thuéc ma cd/ chd/ em hién gio dang udng



a. Tam trang s¢ xét, lo ling

ngay

Ho Tén: Nogay:
1. Trong 1 thang qua, cd/chi/em cé thudng bi nhitng van dé sau day khéng?
Tuyét ddi P;Q?/%? Trénnita  Gin nhur
’ khong co n.gay S0 ngay | mei ngay
a. Khéng c6 hirng tha hay khéng muon lam cac cong 0 1 5 3
Viéc
b. Cam thay chan nan, suy sup, tinh than, hay that 0 1 9 3
vong.
c. Khong bat dau ngu, khi ngu thi kho thuc, hay ngi 0 1 ) 3
qua nhiéu
d. Cam thay mét moi hay khdng cé nghi luc 1 2 3
e. An rat it hay an qua do 1 2 3
f. Cam thiy ban than minh kho s¢ - hay chinh minh 0 1 9 3
that bai, hay gay that bai cho gia dinh
g. Khé cham chi vao cac viéc nhu doc bao hay xem 0 1 9 3
tivi.
h. Cir dong hay néi rat cham ma nguoi khac c6 thé
nhan ra. Hoac trai lai — rat bat 6n, bon chon mot cach 0 1 2 3
khac thuong.
i. Nghi rang néu chét thi tét hon hay tim cac dé tu tu. 0 1 2 3
Add columns:
Total (sum of above) =
Tuyét doi| Khoin | Trénnita | Gén nhu
khéngco| dovai | songay | meéingay

b. Bat boi/tat gian

¢. Ao thanh/nghe thiy nhiing tiéng/giong n6i khong co
that

d. Khéng hoac kho tap trung duoc

e. Hay quén

f. Co/chi/em tig c6 ubng ruou khong?

g. Cd/chl/em tirng c6 dung can sa (marijuana) khong?

h. Cé/chd/em ting hat thuoc 1a khéng?

i. Co/cha/em timg dung thude nghién khéng hop phap
khong? (xin liét ké dudi day)




Patient Name: DOB:

General Health Questionnaire

Have you suffered from any of the following within the past month? (Please circle all that apply):

Constitutional: fever / night sweats / weight gain / weight loss
Head: blurred vision / fainting / head trauma / headache / seizures

Eyes: diminished vision in (both eyes / right eye / left eye) / double vision / eye pain / infection / itching /
visual blurring

Ears/Nose/Throat: dizziness / dryness of mouth / frequent sore throats / hearing difficulties / hearing loss /
hoarseness / infected gums / runny nose / loss of smell / nasal obstruction /
ringing in the ears / sinus infection / sore throat

Respiratory: chills/ cough / difficulty breathing / exertional dyspnes / fever / hemoptysis /
non-exertional dyspnea / pleuritic pain / rib pain / shortness of breath

Cardiovascular: chest pain/ dizziness / lightheadedness / palpitations / tachycardia

Gastrointestinal: abdominal pain / bloating / constipation / diarrhea / dyspepsia / fatty food intolerance /
heartburn / nausea / vomiting

Genitourinary: abnormal menses / blood in urine / cysts / difficulty voiding / dysuria / foamy urine /
frequency / hematuria / hesitancy / incontinence / painful urination / urinary tract infection

Musculoskeletal: arthritis / back pain / decreased range of motion / joint pain / joint swelling
Skin: dry skin/ hair loss / jaundice / rashes / discoloration

Neurological: dizziness / headaches / loss of consciousness / memory loss / migraines / motor disorder /
neuropathy / numbness / recent seizure / stroke / weakness

Endocrine: changes in hair texture / cold sensation / excessive sweat / excessive thirst / goiter
Hematologic: anemia / bleeding disorder / bruising / leukemia / night sweats

Allergy and Immunology: hives / seasonal allergies

Patient/Guardian Signature: Date:




Name Date

Family History

The U.S. Government has mandated that detailed family history be recorded in your chart. Please
help us to do this by providing information below.

I. Did your family have any of the following illnesses?

a. Mother: Age  oLiving oDeceased
(If deceased, provide age and year of death—age /year )
—Circle the following that applies: none/depression/schizophrenia/bipolar
disorder/anxiety/dementia/ heart discase/cancer, which? )/
hypertension/diabetes/ asthma/alcohol addition/drug addiction

b. Father: Age  oLiving oDeceased
(If deceased, provide age and year of death—age /year )
—Circle the following that applies: none/depression/schizophrenia/bipolar
disorder/anxiety/dementia/ heart disease/cancer, which? )
hypertension/diabetes/ asthma/alcohol addition/drug addiction

c¢. Circle one—Brother/Sister: Age  oLiving nDeceased
(If deceased, provide age and year of death—age /year )
—+Circle the following that applies: none/depression/schizophrenia/bipolar
disorder/anxiety/dementia/ heart disease/cancer, which? )y

hypertension/diabetes/ asthma/alcohol addition/drug addiction

d. Circle one—Brother/Sister: Age  oLiving oDeceased
(If deceased, provide age and year of death—age /year )
—Circle the following that applies: none/depression/schizophrenia/bipolar
disorder/anxiety/dementia/ heart disease/cancer, which? )/
hypertension/diabetes/ asthma/alcohol addition/drug addiction

2. Any other relevant family history? (Grandmother maternal, grandfather maternal,
grandmother paternal, grandfather paternal etc.) Please make note below.



PharmacyForm

Your Information

First Name

Last Name

Pharmacy Information

Pharmacy name:

Phone:

Fax:

Street Address

City/State/Zip

Primary Doctor Info:

Name:

Phone:




