Krystal Bewley, FNP-C

0 Polly Klement, FNP-C
A\ 4 Jill Buck, FNP-C

'] VALLEY VIEW ‘i Siomanne

FAMILY MEDICAL CLINIC

909 North Frontage Rd

Valley View, TX 76272
Phone: 940-726-5750 | Fax: 940-726-5721

Patient Name: Date of Birth:

Mailing Address:

City and State: Zip:

Primary Phone: Alternate Phone:

Gender: Age: _ SSN:

Email Address: (required for patient portal account)
Ethnicity/Race: Preferred Language:

Previous Physician (including location):

Preferred Pharmacy (including location):

Employer: Employer Phone:

Parent/Guardian: Parent/Guardian Date of Birth:

Emergency Contact Name & Phone:

How did you hear about Valley View Family Medical Clinic?:

| hereby authorize the release of medical information necessary to process my insurance claim and
assign the doctor all payments from Medicare and other insurance carriers for services rendered. |

also understand that | am responsible for the balance of my account. | understand and agree to the
above conditions.

Patient Signature: Date:




Krystal Bewley, FNP-C

o Polly Klement, FNP-C
AN 4 Jill Buck, FNP-C

7] VALLEY VIEW o e

FAMILY MEDICAL CLINIC

909 North Frontage Rd
Valley View, TX 76272
Phone: 940-726-5750 | Fax: 940-726-5721

Patient Name: Date of Birth:

ACKNOWLEDGE OF REVIEW OF PRIVACY PRACTICES

| hereby certify that | have been given the opportunity to review Valley View Family Medical Clinic's
NOTICE OF PRIVACY PRACTICES, which explains how my protected health information will be used and
disclosed. | understand that | am entitled to a copy of this document if | chose to have one.

COMMUNICATION AUTHORIZATION
and RELEASE OF INFORMATION TO AUTHORIZED REPRESENTATIVES

| give Valley View Family Medical Clinic permission to:

Leave a message on your voicemail / home messaging system regarding appointments, lab results, imaging
reports or other such diagnostic reports? [ YES L] NO

Contact me at work (in emergency circumstances only) with lab results, imaging reports, other diagnostic test
results or urgent health issues? ] YES L] NO

Discuss your health care issues with any member of your family or other authorized persons that | chose and
have listed below? (] ¥ES [J NO

If yes, please list the person(s) that are authorized below:

Name: Relationship:
Name: Relationship:
Name: Relationship:

Signature of Patient or Representative: Date:




\oﬂ 940-726-5750

W VALLEY VIEW %

FAMILY MEDICAL CLINIC 909 Frontage Rd. |

Posted in ?amd% Focused sn %pw — Valley View, TX 76272

PATIENT INFORMATION
Patient Name: Date of Birth: Today's Date:
Address: City: State: Zip:
Phone: Email: Preferred Pharmacy:
Occupation: Employer:
L v
1. PAST MEDICAL HISTORY 2. FAMILY MEDICAL HISTORY

Please check any of the following conditions you have been Please check any of the following that apply to your immediate
diagnosed with: family (parents, siblings, children):
L] High Blood Pressure L] Arthritis CONDITION MOTHER FATHER  SIBLINGS CHILDREN
[] High Cholesterol ] Chronic Pain
[] Heart Disease [] Anxiety HighEicagreatrs ] . B .
[] Heart Attack [[] Depression High Cholesterol ] O ] O
[] Stroke / TIA [0 ADHD
[l Diabetes (Type 1/ Type 2) 1 Migraines / Headaches Fiaagthemass u U o U
W Thyroid Disorder (] Seizure Disorder Disbetes ] 0 o m
[] Asthma/ COPD [] Cancer(Type: )
[] Sleep Apnea (] Anemia Stroke Ll L L IE]
[ | GERD / Acid Reflux ] Autoimmune Disorder Cafhcr ] 0 ] ]
[] IBS / Digestive Disorder [1 Gout
[1 Liver Disease ] Allergies (Seasonal) Thyroid Disorder L] LI L] L]

L] Other: Kidney Disease i) H [i1] ]
Please list any other medical conditions not listed above: Mental Health Disorder ] W 7] ]

Other: [] O o L]

Past Surgeries / Procedures (include date): Additional family history information:
Hospitalizations (include date and reason):

CURRENT MEDICATIONS (Prescription, OTC, Vitamins, Supplements)

MEDICATION NAME DOSAGE FREQUENCY QUANTITY
(How much de you take) (How often) (Hew much de you have)

T |
2.
3.
4,
N
6.
7
8. |
9.
10. |
Medication Allergies (please list medication and reaction):
Other Allergies (food, environmental, etc.):

Y, v

Thank you for providing this information. Page 1 of 2

\o’ It helps us provide you with the best possible care.







