
NEW PATIENT INFORMATION

PLEASE PRINT

Patient’s Name:                                                                               Birthdate:                                                                               

Mailing Address:                                                                               Phone:                                                                               

City:                                                                               State:                                        Zip:                                                

Cell/Alternate Phone:                                                                                                       Sex               M               F

Social Security #:                                                                                              Marital Status:      S     M     W     D

Email Address:                                                                                                                                                              

Employer:                                                                                             How long Employed:                                                                                             

Address:                                                                                             Phone:                                                                                             

City:                                                                               State:                                        Zip:                                                

Occupation:                                                                                                                                                                  

Emergency Contact

Name:                                                                                              Phone:                                                                                              

Nearest Relative (not living with you)

Name:                                                                                              Phone:                                                                                              

Spouse’s Information

Spouse’s Name:                                                                                              Birthdate:                                            

Social Security #:                                                                                                                                                          

Employer:                                                                                             How long Employed:                                                                                             

Address:                                                                                             Phone:                                                                                             

City:                                                                               State:                                        Zip:                                                

Occupation:                                                                                                                                                                       
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INSURANCE INFORMATION

Medicare #:                                                                                 Is Medicare:              Primary              Secondary

Have you ever participated in a Medicare replacement policy?        Y        N    Is it active now?         Y         N

Medicaid #:                                                                                                                                                                   

Commercial Insurance:                                                                                                                                                                   

Precertification / Benefits Phone#:                                                                                                                                          

ID or Policy #:                                                                                 Group #:                                                                                 

Additional Commercial Insurance:                                                                                                                             

Precertification / Benefits Phone#:                                                                                                                                          

ID or Policy #:                                                                                 Group #:                                                                                 

••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

PLEASE READ AND SIGN

INSURANCE AUTHORIZATION AND ASSIGNMENT: I HEREBY AUTHORIZE SOUTHWEST CARDIOVASCULAR 

TO FURNISH INFORMATION TO INSURANCE CARRIERS CONCERNING MY ILLNESS AND TREATMENTS 

AND I HEREBY ASSIGN TO THE PHYSICIAN (S) ALL PAYMENTS FOR MEDICAL SERVICES RENDERED TO 

MYSELF OR MY DEPENDENTS.  I UNDERSTAND AND AGREE THAT AFTER SERVICES ARE RENDERED, 

GUARANTOR WILL BE RESPONSIBLE FOR ALL UNPAID CHARGES AND ANY AND ALL ADDITIONAL 

COLLECTION FEES.

SIGNATURE							       DATE				  

••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

FOR STAFF USE ONLY

Account Number:                                                                                 Appointment Date:                                                                                 

New Patient:                             Established Patient:                             Established/New Patient:                                   

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 



PATIENT MEDICAL INFORMATION FORM

Name:                                                                                                  Date:                                                                

Please complete the following form and list all medications (including vitamins and herbs) that you are taking, 

along with the strength (number of mg, I.U., gr., etc.) and exact directions (once daily, twice daily, etc.).  Please 

put a check mark (4) next to the medications you would like written prescriptions for.

medications 			stren   gth 		directions   				    4

Please list all medication allergies:                                                                                                                                       

                                                                                                                                                                                                                                       

Please describe the reason for this visit:                                                                                                                                           

                                                                                                                                                                                                                                   

Please list any hospitalizations and/or surgeries:

                                                                                                                               Mo/Yr                                                                                                                             

                                                                                                                               Mo/Yr                                                                                                                

                                                                                                                               Mo/Yr                                                                                                                             

                                                                                                                               Mo/Yr                                                                                                                             

                                                                                                                               Mo/Yr                                                                                                                             

Do you have any family history of heart disease?         Yes         No     If yes, list relation and disease:                               

                                                                                                                                                                                                            

Have you ever smoked?        Yes         No

If yes, how much and how long did you smoke?                                                                                                                      

Do you currently smoke?         Yes         No   If yes, how much per day?                                                              

When did you quit? Month/Year                                                                                                                                            

How many years have you smoked?                                                                                                                         

Are you interested in materials to help you quit smoking?        Yes         No
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AUTHORIZATION FOR RECEIVING OF HEALTHCARE INFORMATION

I hereby request and authorize Southwest Cardiovascular located at 6624 Fannin, Suite 2220 Houston, Texas 
77030 (f) 713-791-9483 to receive copies of my medical records from:

__________________________________________________________________________________________
Dr. Name or organization to release records to SWC

__________________________________________________________________________________________
Address/City/State/Zip Code or fax number

This authorization applies to all of the reports checked:

___ History and Physical	 ___ Discharge Summaries	 ___ Office Visits
___ Electrocardiogram (EKG)	 ___ Labs			   ___ Exercise Stress Test
___ Cine Films			   ___ CD’s			   ___ HIV test results
___ Nuclear Stress Test		 ___ Diagrams			   ___ Echo
___ Doppler’s			   ___ Ultrasounds		  ___ Chest X-ray
___ Videos			   ___ Billing Records		  ___ Other_________________________

					   
Purpose of disclosure:  (check all that apply)

Medical Care ___             Attorney ___             Insurance ___             Other___		

This authorization is valid for 1 year from the date of signature by the participant.  I am aware that the records 
released may contain information relating to psychiatric or psychological testing, HIV, physical abuse and/or drug 
and alcohol abuse. 

Prohibition of Redisclosure
Federal rules prohibit any further disclosure of this information unless Disclosure is expressly permitted by written 
consent of the person to whom it pertains.

__________________________________________________________________________________________
Signature of Patient			    		  Date of Birth	   		  Date
The patient may revoke this authorization in writing at any time.

__________________________________________________________________________________________
Patient’s Printed Name					     Social Security Number

__________________________________________________________________________________________
Signature of Legally Authorized Representative 		  Date 
(Parent, Guardian, Power of Attorney or Agent)  
If pt is deceased a copy of death certificate is needed.
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AUTHORIZATION FOR RElease OF HEALTHCARE INFORMATION

I hereby request and authorize Southwest Cardiovascular located at 6624 Fannin, Suite 2220 Houston, Texas 
77030 (f) 713-791-9483 to release copies of my medical records to:

__________________________________________________________________________________________
Dr. Name or organization to receive records from SWC

__________________________________________________________________________________________
Address/City/State/Zip Code or fax number

This authorization applies to all of the reports checked:

___ History and Physical	 ___ Discharge Summaries	 ___ Office Visits
___ Electrocardiogram (EKG)	 ___ Labs			   ___ Exercise Stress Test
___ Cine Films			   ___ CD’s			   ___ HIV test results
___ Nuclear Stress Test		 ___ Diagrams			   ___ Echo
___ Doppler’s			   ___ Ultrasounds		  ___ Chest X-ray
___ Videos			   ___ Billing Records		  ___ Other_________________________

					   
Purpose of disclosure:  (check all that apply)

Medical Care ___             Attorney ___             Insurance ___             Other___		

This authorization is valid for 1 year from the date of signature by the participant.  I am aware that the records 
released may contain information relating to psychiatric or psychological testing, HIV, physical abuse and/or drug 
and alcohol abuse. 

Prohibition of Redisclosure
Federal rules prohibit any further disclosure of this information unless Disclosure is expressly permitted by written 
consent of the person to whom it pertains.

__________________________________________________________________________________________
Signature of Patient			    		  Date of Birth	   		  Date
The patient may revoke this authorization in writing at any time.

__________________________________________________________________________________________
Patient’s Printed Name					     Social Security Number

__________________________________________________________________________________________
Signature of Legally Authorized Representative 		  Date 
(Parent, Guardian, Power of Attorney or Agent)  
If pt is deceased a copy of death certificate is needed.
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