Fo| Ateh: Xg| HE2 & s
ool =, HBHHAM 1130 Moz st H2
date and accurate information on our patients, i

form at least once a year.
SNt/ DATE:

2tX M E / PATIENT INFORMATION

£ /37| 2o, Y25t wjorct HSPH ®MAEl = R HolX] 7| § W&

| 0| E SIA| 7| & 2 ™ ehL|C}./ Please Note:  So that we may maintain the most up to
e face sheet presented to you at every visit, we will request that you review and update this

fot
21'

bt

rx

2

e H

=

|
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—

ot

BHXt Ad&tPatient Name:  QFEst Bt OIS 0LIE H
Last SS# [ SS#
AHA2I91/ DOB: 5Hx: vO O OF ZE 2| Marital Status: [Bingle O OC2Married O O
Divorced OO0 OAWidowed [ CCASeparated [ CICCALife Partner
Ol8ERY B 22/ 8& SA01PParent / Legal Guardian Name if patient is a minor 43t/ Name
AHAZ2!/ DOB

OIF/Race: O OWhite O OO/OOOOO OO Black/African American O OO0 Asian 0 OOO0 OOCO/O000 OO0 American Indian/Alaska Native o
ol2i0] RZFDVENHUKI=P Native Hawaiian/Pacific Islander 0 OO OO O Declined
DI/ Ethnicity: 0O O OOOCVOOC Not Hispanic/Latino o SIAINE /elEIRHispanic/Latino [ O O OO Declined

&S6k= A0Preferred Language: Herglish 1 gfiatish HiERHmese DIEt
Other

QNS0 2HDE DAL S5 ==20| 2LEL Mo you have any communication difficulties/ special needs? &2t XOHHearing Loss ~ SAF ZRinterpreter
Required =3/ Reading Difficulty A2+ Z0H Sight Impaired JIEt ?0ther?  Oll/Yes  OILI22/No

Gif yed plesesl O™, SIS ARIS SO0 =AD | BIZILICH
list:

3=~/ Address: Apt #/ Apt # ACity St/
St Zip ! Zip

MSEHS [ Phone:  EHome FCRHS) ESPSy

Work

0lHI&/ E-Mail

IR &2 ™2t 24 Best Contact Method: [Hahe O OOOCel O OWork O OOE-Mail O CCAMail
L= JIE ZE2 odet i = oILI0l BARICEM THPGEZEH g2t 85 |2 SIS |CHBy checking one of the boxes for Best Contact Method, | agree to receiving
correspondence from THPG

12 &EFEmployment Status: [Fill-Tiné O OX O Part-Time O OO O Unemployed O OO0 Student [ COCCA Disabled O CICICA Retired
&= /&-Employer/School:

X2 MAX| = ALEH/ FINANCIALLY RESPONSIBLE PARTY

O 2 X} M} SUsH (LS LL= L1, O M2 XL BH F=4/A/2) | Same as Patient Information (If different, please complete
section below)

&It [ Name: DFEst B o H ast

2H|/ Relationship: UiSpabse S22/ Parent 240!/ Guardian JIEF (ZAIGHIAID) Other (Please Specify):

=~/ Address: Apt #/ Apt # ACity St/
St Zip ! Zip

&SHS  Phone:  €Home FCHES] ESPSy
Work

Ol ==AEmail Address

1122~/ Employer:
Ol HIOIXIS] KHOf| HI= Continue to the Back of this Page
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FOR OFFICE USE ONLY: Patient Name
MRN

Hi&} S EMERGENCY NOTIFICATION

A48+ Name: BiXiele|  ZiHRelationship to Patient:

&NSIHS / Phone:  £Home FCHHS} FE
Work

A48+ Name: EReRIfINSHRD Patient:

&NSIHS / Phone:  £Home FCHHS} ESPSl
Work

&St PREFERRAL SOURCE

O OOV Friend/Family Member [0 CIC] O Insurance Company [0 OO0 OO0 Walk-ink O THR OO OO0 THR Referral Line O CICICICICA
Phone Book [ CICICADirect Mail o TV / TV O OMARadio OI OO Coach
O OCCICA Trainer [[Nedispaper [MBdatine [OMeb1]

Search [0 OJOJ OCICICA Practice Website

[0 OO Event

OO THR/THPG OOOO OO0 CIECC THR/THPG Website o Another Physician/Provider o CVS/CVS
[COthir]

O OO OO OIC2 Other Advertisement [HadpttalE BD

Olz EZ ZOH0I| CHEH HEHA A4S0 OPTIONAL AUTHORIZATION FOR RELEASE OF MEDICAL
INFORMATION TO OTHERS

O &2 2= SokKl FSLICK Do Not Release Information

Lt= TexasHeath Physician’s Group & 2 CHE[XES0! L 25, 20| 8% L/5= 2l MEIA0| 25 2= ZHI0 CHol =2 = A& SIHE 210 OkHoll
LIgEl Dt et HEE ARSE 4= Q= ASHE ROEILICE 0] RS R0i= LD exas Health Physician’s Group 0fl 818 So= SHI0I1E0] TSt AH SXIE
MBg (K 22201 RFAELICE L= Texas Health Physician’s Groug J1 CHEIKIEO| LH &5, 28, Z2H| %, ZAE 20 L/EC= 25 AU AN 25t
D= ZHIO CHoll =2 o= EE SIS 2loH OHoll LIS 30} o2t HEE AIZS! 4= = ASIE S0IEILICH | authorize Texas Health Physician’s Group
and its representatives to use the additional contact information listed below to discuss or disclose information regarding any matters relating to my
appointments, billing information and/or medical care. This authorization will remain in effect until | provide written notification to Texas Health Physician’s
Group of changes or update. | authorize Texas Health Physician’s Group to use the additional contact information listed below to discuss or disclose
information regarding any matters relating to my appointments, insurance, billing information, test results and/or medical care.

A48t Name £B#lationship
e

2o BYE AR T2 HE2E ShE 2= USLICHYou may release the following information to the person named above: [hpgbhtments O OO
&S/ Billing Information [0 O CICICA Medical Care [0 OO CICIC Leave Message

&8/ Name =2
Relationship N Z 51023
2o HE AR CI2 H2E SHE 2= USLICH You may release the following information to the person named above: [Apdbihtments O OO

&/ Billing Information [ OO XM Medical Care O O LM Leave Message
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FOR OFFICE USE ONLY: Patient Name
MRN

Holel oz EFE 0lHIY= 20| AIGHAIR, OlHoll 2l SAIESZ XIECH &= é &= USslE OlHIZZ ELHE ZIILICH 2SR 22 OlHIZZ2
ol FEE B eIHHIoZ NEbt EES 812 &= | 20| fIEe =% JUSLICH If you wish to receive your health information by email, the
information will be sent via encrypted email unless you expressly designate otherwise below. Sending health information by unencrypted email may pose

some risk that the health information in the unencrypted email could be read by a third party over the Internet.
OILI&Z/ Initials

58]
rin
Hr
ogt
U

EQ 2T HE|S / MESO| AR E H| B854 A 2./ Please provide a copy of all Insurance
Cards and a Driver’s License / Photo ID

Mslel 0l = 2= 2D ERIC| 2IRIX| &ieloh) | Plol 22 [HOICH 2 J1=2 MIAIGEE=SE SFZH 2 Z3&LICEYou will be asked to present your
insurance card(s) at each visit so that we can confirm that all information in our files remains current.
HS ™ME / INSURANCE INFORMATION

HICHIO!  (Medicare) | Di¥ledicare ID#

HICRHIO0  4&d6k= 201 USLIMo You Have Insurance Primary to Medicare?  Oll/ Yes  OHI2/No  “ ol"eln &
HIZILICEH /1f Yes, Please List:
HCRHI 2= SfMedicare Supplement ID# | ID#
HICPHIH  O{SEHEIX| ZfMedicare Advantage Plan ID#/
ID#
HICRHOI=  (Medicaid) | D#edicaid ID#
T=/0r

01" 2§ Commercial Insurance
1 XPdEry Insurance ID/ID Gp/ Gp:
28! JI2XI01Z Policy Holder Name: 2Bt laliohskilp ECle I8 [Ghigf| =0 !/ Self
HH2AH Spouse S22/ Parent  JIEH Other
SS# | SS# Hadlicylabiget = DE=
Employer
2 XB& & dary Insurance ID/ID: Gp/Gp
25 JIRIXPIZ/ Policy Holder Name: 2RHlatiohsklh ECIRIB IB)I=0!/ Self
HHAH Spouse S22/ Parent  JIEH Other
SS#/ SS# BSZUF Rty Holder's DOB DnE=

Employer

of 2|2/ MEDICATION REFILL
o 2201l Colit= O1S0k= =01l 22IGIAD | BIZILICE 2=01IA < 22 RE= M3l A2 2LHH & AP 1S &0 SLICL

clE =CI0lk=4872 NKED} SRR EREIMC S APIS 2000 ==AD | BIZILICEPIease contact your pharmacy for
medication refills. Your Pharmacy will fax us a medication refill request which the physician will review.
Refill authorizations may require 48-72 hours. Please allow sufficient time for us to process your refill request. OILI&/ Initials
2= 0l Pharmacy Name FAAdrESs on eSS
Street
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FOR OFFICE USE ONLY: Patient Name
MRN

7HQl MH B3 3l / PRIVACY PRACTICES

M3l AFRA, oA A2 5o tZ FEO 2ot o HEE B E Qo £ M2 Ot AELCH XM3l= K59 710 HE B 2k
EX|o AFEE FSHAM O|8E 4= A= E St /L L|CE / Our office, physicians and staff, are committed to securing the privacy of your health information. We
are making available to you a copy of our Notice of Privacy Practices.

A2/ Signature = Date

™ 9l X|F X| & / FINANCIAL AND PAYMENT GUIDELINES
FO| ARk HS| AIRA= XI2H Al 2t 2201 Cist XSk 28 SIS HIESIK &SLICH Notice: Our office does NOT file Auto Insurance claims for

visits relating to motor vehicle accidents.

KIES  AHIA A0 OIFOIMOFEILICE ORI2 2E B X2 £E2 L == B0 HEELICEL 2612l B8 3IAD KIEME 2756i= B3R U452 & OIF0| 25K =
8301 )0] ) 2EAE 2010 EILICEPayment is due at the time of service. This includes all co-pays, deductibles and co-insurance. If your insurance company requires a
referral, it is the patient’s responsibility (or guarantor) to obtain the referral prior to your appointment.

o (= ARF24AROIM0I IS FACHKI RS B SCH0| FA =28 TS 4= UCkE A= L= 200 U4SUICK understand that in the event | do not cancel
my appointment within twenty-four hours of the scheduled appointment that the clinic may charge a cancellation fee.

o Li= LIAR SE= 22D =01 HoHE! M IAN| CHeH & GlIER0| Texas Health Physidian’s Group 0iIH && XIZ2%l= 242 SRIEILICH | authorize direct payment of
my insurance benefits to Texas Health Physician’s Group for services rendered to myself or dependents.

o K== AHIA0 CHolf 2201 E+2 XNLICEL 20| ESCX| 2i= MUIAN CHeE 2= E+= 8t £= ESAD MO ELICE LIl 23 6lgi0] £21RIX|, 2|1
MBS MHI2DHEE BZ CHARIK| (IFE 0I0F S 2H10| il UCKE 2= L= 220 USLICH Insurance will be filed for services rendered. Any charges for services
not covered by insurance will be the responsibility of the patient or his/her guardian. | understand that it is my responsibility to know my insurance benefits and whether
or not the services rendered are covered benefits.

o B F=SSK=E0RSH =2, 20 HR HP0| &St 2= HE ARE M3 AIRLI0| SKIGHOF & 24210 USLICH Patient or guardian is responsible for
notifying our office of any changes to demographics or insurance and billing information.

o 22 & 3IAD}XIZ0H] = UIERIA 2 AEIA0 CohAl= &Kt o= 2SO0 &ILICH Out of Network services not paid by the health insurance company
will be the responsibility of the patient or his/her guardian.

e  Texas Health Physician’s Group HiE SRSRETEMIT REELAEHHE o= 25 SIAM| MISE JILICK Texas Health
Physician’s Group or its authorized agent will provide medical information to the insurance company as required for payment of claims for services rendered.

ME T AL 7|29 = AL0]| LS S2| / CONSENT TO CREDIT BUREAU INQUIRIES

OIZM Li= S5 ZXHAI HIEsH LH S XLt CIE Mot S A= TAHD [212] TAIRF KISC= Ze DALt =S&! HIAIKI Mg, 2|)/S= EXHHIAIKIE 2=0 S2EiLICE
Lk= Olefst =& AIS=01Texas Health ResourcesLt CHE HIA 22| SIAL SEIEQI AR = 8 D 1201 =8tElXi= 2Lt 012 Halohk= 11 Mis I R2YCH2 1104 2JaH
0IFE == RUCk= 23= OloHELITN hereby consent to credit bureau inquires and to receiving auto-dialed/artificial or pre-recorded message calls, and/or text messages to
my cellular telephone and to any telephone number and to any telephone number provided during my registration process | understand that these collection attempts could be
performed by Texas Health Resources or its affiliates/agents including, without limitation, any account management companies, independent contractors or collections

agents.
ol Yy N2
AlsiAl X &L dRISk-RIE}-ADiagnostic Services:

o L= HeE AHIDHAIEA, X & BE= DIEH I AHIAS HEelolk= 2R B0 FFAE 22 == U= XS €1 USLICE L= L6t 2802 ALK 2 2=
5 K2 3K & 3= ZE0| CHSt XI2 24201 LD QCH= 248 200 JASLICH | understand that | may receive a separate bill if my medical care includes lab, x-ray, or
other diagnostic services. | further understand that | am financially responsible for any co-pays, deductibles and co-insurance due for these services if they are not
reimbursed by my insurance.

X2, HE 27|, Ak 2of 9l §|Ed Sehoj| Cf$F 52| / CONSENT FOR TREATMENT, RELEASE OF INFORMATION,

AUTHORIZATION
& ASSIGNMENT OF BENEFITS

. Liel 2SS SloH 2REPALE ol2 S2AI2t e=2|%|1) "Dt XIA
provider.

o Li= Ui 2202 EE0 SiEE 22 2E 2= JISS ME2I0DH S0 LY/SE= QAR AEs! =~ QIES RIS SOIRILICY | authorize the release of all medical records to specialists
and/or consulting physicians if applicable to my care and condition.

o Li=E L0268t oE E=D B EEE DR 22 BRAPARI E&=(Socid SecurityAdministration), 2
L= DIEt 2= 28 SIS0 01X =0 B 2= 2te SeI0| Mtzi=0| 225t 2= FEE DIIoIS HES FORILICEL Li= 01 SRIMS| SAKE0| 22 T AISEl= 242 51216k,
o2 S FIEH0] LI = I2E & AR XIZZH & g QEBILICEL L= L XIZ0| Choll XI=ZE A0RIS =~ = 2= AN CHoll 1= A 1A S= K0 SKIGHOE S =
N2 20 USLICH | authorize any holder of medical or other information about me to release to the Social Security Administration, Health Care Financing Administration, its intermediaries,
its carriers, or any other insurance carrier any information needed for this or any other related claim to be processed. | permit a copy of this authorization to be used in place of the original
and request payment of medical insurance benefits either to me or to the party who accepts assignment. | understand it is mandatory to notify the health care provider of any party who may
be responsible for paying for my treatment.

e Li= EStTexasHedth Physician's Group 0Dl E220| 2& XI2EITS £01610 QEEILICH | further authorize and request that insurance payments be directed to Texas Health
Physician’s Group

St XIZE 2= 240l S2ISILICH | consent to treatment necessary to the care which has been discussed and directed by the
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FOR OFFICE USE ONLY: Patient Name
MRN

OISR KIS0l CHEH &8 MAuthorization to Treat a Minor
Ol AlSH SIS (BHKi= AR12lY Not Applicable (patient is an adult)

(0-18 HRg DR Birthday)

LD LH XHAS] 281 & XIZE RloH 21 01015 SH0H Gt 2= Sls ARI0| 2AHSH A2 L= OHRl ARK18AI OIA) O LH XHANDHI QISAHIAS 251 BIES i2foh) 1 Hsike S0EiLICEL L=
S5t Texas Hedth Physician’s Group 2 SSXIE0| LH XHAC| 2k, 25, A0 2! Oz MHIAN| 26 2= 2HI0H CHoH Ofeholl LISE! ARISDH=RIGIHLE S0 25 DHE = U=
TS SOEILICEL 0] HEHF0k= LD Texas Health Physician’s Group Ol 848 S5= SO0 IE0H| CHEH A SXIE MIBE! Kl S2201 SAELICE & Texas Health Physician’s Group &
] CHRIRKS0I U &, 28, Z2HI B8, 2AH 200 Y= Oz AHIA0 28 2= ZHI0H ChoH =2 = EE SRS 2o Ofeioll LIZE! 3Dt o2 HPE AISE 4 Q= 52 SOEILICH If there
are circumstances when | am unable to bring my child to the office for his/her evaluation and treatment, | give my permission and authorization for the following persons (over the age of 18) to
obtain medical care for my child. | also authorize the providers of Texas Health Physician’s Group to discuss or disclose information regarding any matters relating to my child’s appointment,
insurance, test results or medical care to those listed below. This authorization will remain in effect until | provide written notification to Texas Health Physician’s Group of changes or update. |
authorize Texas Health Physician’s Group to use the additional contact information listed below to discuss or disclose information regarding any matters relating to my appointments, insurance,
billing information, test results and/or medical care.

445t Name PR#lationship, LEidhe
448t/ Name 2R#lationship TEtate
448t/ Name 2R lationship P11

L= <loek 2 XIE, XI2 32 &=, XiZ XIE, XI= S2lA, 2= FE2| D R BE SPE 2100, K0 OIoHoHH, 010l SABLICE L= F8t MBERE FEDH2F61) BERIC= 22
SHERILICH/ I.have read, fully understand and agree to the above medication refill guidelines, financial responsibility statement, payment guidelines, consent for treatment and release of medical
information & insurance authorization. | also certify that all of the information, provided is complete and accurate.

BiXt &f&tPatient Name MSnature Hite

214 &S WEH SO Health Information Exchange Authorization

213t /Z2=VAE OF
E NI EHOELICE 0] 2= AHMIEK EE 4 USLICkparticipates in health information exchanges as described in the Texas Health Resources (physician/clinic/facility name) Health
Information Exchange Patient's Frequently Asked Questions document which may be revised at any time.

22t EE wElHIE) 2 DIHO= QIEY= HES F4-0k= D IRISE 242 2t ZE wsls 2101 248i6k= D ILICE 212 B WE2 HIE O E0fok= Cixel O AHIA SSHEESH

g2 S| 242 HEE MAGH= & 242 2 AIARRILICE O] AIXEIS CIE 22 AdIA SSXIS01 XSAR! M= 2 SSKIC| IHRIASE S 20| CHst SXI(Notice of Privacy Practices) il
IR U=sCE ECXZ Folel W 244 FEE = == Ui ol SLICE Flolel E2=HIE AIAE LHHZCXIBH | oD EUGPD 12 S2IokK| = &t 2= MHIA S=XIE0| 23S ELEAREY
== SISLICH A Health Information Exchange (HIE) is an organization that oversees and governs the exchange of health-related information among organizations according to nationally

recognized standards. A Health Information Exchange is an electronic health information system that stores your patient health information from multiple healthcare providers participating in the

HIEs. It allows your other health care providers to view your past health information for continued care and other uses included in the provider's Notice of Privacy Practices. Your information will be
stored within the HIE system, but it will not be visible to or able to be used by providers unless you opt-in to participate.

Li= WeZ JIE010I1ARI0IH |, 2HE0 [t SRR 7%= FSE Melotl= L M3 32| 101 ShE == SiCh= 242 2 USLICE L= W o2 HEDt R HEHY
ZZ HORIAHIV) L SN Ho ZEF(A|DS) S Eiol= MM 2Y, HA 24 XSt 22 L 22 HE XTt L= X20]| 2= D122 HekE 4 USS 21 U9,
1 H2E L 2= D I1EC| UF2M ZOHok= XIS SRIELICE 2= MHIA SSXIE2 BE6| SRltl= FAl 212 L AEE= 2= ZEEHIE M MIRIckd & 2J01KIS,
s =0l 9 ¥E= EeiE =5 QUSLITH understand that my medical records are confidential and cannot be disclosed without my written authorization except
when otherwise permitted or required by law. | understand that my medical information may include communicable disease information including Human Immunodeficiency
Virus (HIV) and Acquired Immune Deficiency Syndrome (AIDS), records related to mental health treatment and alcohol and substance abuse diagnosis or treatment, and |
authorize release of that information as part of my medical record. Providers will attempt to exclude clearly identified mental health and substance abuse health information
from the HIEs, however some information may be included.

L= S 2ls IS ZE L 2ZHEE  THPGIHE0IGH= HI EDH SHok= 232 SRIEILICE 01 S2101| et AR o= SHE BE= CIE 22 AHIA SS A0
Ol THEIH CHAIO| & = IO, 11245t H2= [ OlA ESEIX| 242 =& USLICH | authorize the above provider to disclose my medical information described above to the
HIEs in which THPG participates. Information used or disclosed pursuant to this authorization may be subject to re-disclosure by other providers and such information may no
longer be protected.

Lk= Ol SCIA0I CHst L 0| X2 = ISR 22101 2 == Silh= 238 20 USLICE Li= 01 S2101 2JoH SHoHK! =0l CHolA= OllI0ILE SHRIEXI 0] S0 1= Ealgh =~
Ulk= A= L USLICE L= R0l == 2|z AHIA SSADHAHERIES Bl RES MES =& USLICL 01 SLI2 UDEAHSZ “1212 FAOH = et I8t &2
SHHSHLICH / L.understand that treatment or payment cannot be conditioned on my signing this authorization. | understand that | may revoke this authorization in writing at any
time except to the extent that action has been taken in reliance upon this authorization. | may submit a revocation request to the above provider for processing. This
authorization will remain in effect indefinitely, unless | revoke it in writing.

HIE = ok
Ma| E==HIE 0| #0iok=CIE 21E AHIA RISAIS0 2ok 2HOES0IXIH, tobHIA HI E 0l ZH0I0EK| 8012 SEISHHOF SIS RISKS XY = USLICE 0232 FHobt

HS0k= 21 HIE &0 = MHIA SZRI0ICH HEEO= 000 &ILIThe HIE is not able to manage restrictions on disclosure of your health information. A restriction

is a request by the patient to not disclose certain information to certain people or companies. If the restriction is or was agreed to by us or other participating HIE healthcare
providers, then you must elect to opt-out of the HIE in order to protect your restriction. This must be done at each HIE participating provider you visit.
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HAS HLEOok= A0 I ES = B55H0| 22 S2FLINDIM EHOLI= 2= 010I(S) 0l CoHAS 01 521 BILICH Hospital Visit for Obstetric patients only: | also give

o

this authorization for any child(ren) born to me during this visit.

L= WoE d2ETHPGI} E06i= 242 H% welt| SIKok= 212 SPBILICH | authorize release of my medical information to the Health Information Exchanges in
which THPG participates:

Glves ONd2

OIAA I Acknowledgement:

OOl AMZESHLIs, 0] 24 B e 501 2= 91710 2HNG| OoliHSS QISEILICE  Lis 2k LD O| 20| HIBsH 0 HEE 2010 2 2RIt QJOH, A=53] 2120
STol0F  SiCk= 2= 20 USLITH, the undersigned, certify that | have read and fully understand the information in this Health Information Exchange Authorization form.

I understand that if | need to change any information | have provided on this form, | will notify a staff member promptly.

SHAtO| Mk ™MAIM| 2 A M| Q / Print Patient's Name 44221/ Date of Birth Z=4/ Address

SkX} = S Q1= 2| Kbl A H / Signature of patient or authorized representative Bt S= 201te| 2Bl Relationship to patient or self 2 Date

01/ Witness K=/ Title =M Date

“ gron S ) IR PIUE L= QAP == XIAAE 22 S0IE! TH2IXE 3) BIRI0| XIS HSAL 4) &K} = S| ¢Roz 201

ORIXDE 2Rk U= BSAL 5) 08X 22 = BA 85X, £=6) SIAK 2= 82|01 CHSH S22 Texas Consent To Medica Treatment Act) Ol (T2t ASIS
FOEE2 AR, = 2KIC] B, ARI0] & i, Aol 2K 22, SIS lol 28 Q= S201 AR SHal5| OIEE AR, I DPR2 20l Ale &F, &= 85K 2=
L0l ZOH 01N o= SPIE! CHE[RH KIR{0H CHE MBS0+ 22 =01l MIAIZIOOF BILICEA "legally authorized representative” is; 1) a legal guardian, 2) an agent
authorized in a medical power of attorney or directive to physicians, 3) an attorney appointed by a court, 4) an attorney retained by the patient or the patient’s legally
authorized representative, 5) a parent or legal guardian or a minor, or 6) a person authorized under the Texas Consent To Medical Treatment Act: the patient's spouse, adult
child, a parent of the adult patient, a person clearly identified in advance of incapacity to act for the patient, the nearest living relative, or a member of the clergy. Written
evidence of legally authorized representative status must be presented to the clinic prior to release of any information.

A Texas Health
('_L]/ Physicians Group’
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	주의 사항:   저희 병원은 환자들의 정확한 최신 정보를 보유하기 위해, 방문하실 때마다 귀하께 제시되는 첫 페이지 기록 내용 외에도, 귀하께서 1년에 적어도 한 번은 이 양식을 업데이트 하시기를 요청합니다. / Please Note:   So that we may maintain the most up to date and accurate information on our patients, in addition to the face sheet p...
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