	Name
	Date of Birth
	Height/Weight
	Referred By:

	
	
	
	

	Address:
	City, ST, Zip
	Home Phone
	Cell (Alt) Phone:

	
	
	
	

	Family Dr: (PCP)
	Preferred Pharmacy
	Social Security Number:
	Insurance Name

	
	
	
	


Robert “Bud” Thompson, MD
     Welcome to Our Practice
*Please make sure we get a copy of your Health Insurance card & Drivers License*

Reason for visit:_________________________________________________________________________
Past Medical History
·  Heart disease				 	+ Stroke
·  Hypertension					+ Kidney disease
· Diabetes					+Thyroid disease
· High cholesterol/Lipids			+Bleeding disorder
· GERD/Reflux					+COPD				
· Arthritis of weight bearing joints		+Blood clots
· Fatty liver disease				+Cancer
· Stress urinary incontinence			+Other
+Obstructive sleep apnea symptoms	Previous sleep study?	+Yes	+ No 

Past Surgical History(list all surgical history):
	Procedure
	Date
	Location
	Indications

	
	
	
	

	
	
	
	

	
	
	
	


Family History
· Heart disease				+Stroke
· Hypertension				+Obesity
· Diabetes					+Cancer
· High cholesterol/lipids			+Other_______________

Social History/Habits
	Alcohol + Never  +Seldom + Daily	Smoker + Yes  +No	Street Drugs + Yes  +No 

Medications: (Include non-prescription) with daily dosage and frequency taken: (or provide copy of list) ________________________________________________________________________________
________________________________________________________________________________Any Drug Allergies/Reactions
________________________________________________________________________________
Any recent tests or procedures related to this current problem?
________________________________________________________________________________	



REQUEST FOR RECORDS RELEASE
Dr. Robert “Bud” Thompson
201 Oak Drive South Suite 108	1200 Binz Street Suite 1025 
                 Lake Jackson, Texas 77566	                 Houston TX 77004
                    Phone: 979-299-0011                       Phone: 713-533-1922
                      Fax: 979-299-0022                             Fax: 713-533-1977

The following individual has asked us to request that his or her medical records be released and forwarded to our office:
Patient Name: ______________________________________Birth Date: _________________________ 
In order for us to fully evaluate this patient’s health and make informed decisions, the patient has approved our request for copies of all relevant medical records in your file. Please be sure to include the following marked. 
(Office Use Only)
· Demographics
· X-Ray films and reports.
· Reason for Referral with Diagnosis 
· Most Recent Labs( CBC, Lipid, CMP, TSH)
· Chart Notes documenting weight loss attempts last 2 years
· Documented weight for the past 5 years(one chart note each year)
· Letter of Medical Necessity for surgery
· Other:______________________________________________________________
· ___________________________________________________________________
Thank you for expediting this request. Please Fax these records to above fax number.

I hereby authorize the release of all necessary medical records to Dr. Robert Thompson as soon as possible.
Patient’s Signature: _________________________________________ Date: ________________
(Parent if patient is a minor)




  Robert “Bud” Thompson MD
Payment Policy
Thank you for choosing Robert P. Thompson MD as your healthcare provider. We are committed to providing you with quality health care. A copy of this pmt policy will be provided to you upon request.

Insurance Our office participates in several insurance plans. If you are not insured by a plan we do business with, payment in full is expected at each visit, unless otherwise negotiated with your health plan.  If you are insured by a plan we do business with, but do not have a current insurance card, payment in full for each visit is required until we can verify your coverage.  Please contact your insurance company with any questions you may have regarding your coverage.
Co-payments and Deductibles All co-payments and deductibles must be paid at time of  services being rendered. This arrangement is part of our contract with your insurance company. Please help us in upholding our agreement with your insurance company by paying your co-payment at each visit.
Non-covered services Please be advised that certain services you receive may be non-covered or not considered reasonable or necessary by insurers. You must pay for these services in full prior to that service being rendered, unless otherwise negotiated.
Proof of insurance All patients must complete our patient information form before seeing the physician. We must obtain a copy of your driver’s license and current valid insurance card to provide proof of insurance. If you fail to provide us with the correct insurance information in a timely manner, you may be responsible for the balance of your claim.
Claims submission Our billing offices will submit your claims and assist you in any way we reasonably can to help get your claims processed. Your insurance company may need you to supply certain information directly. It is your responsibility to comply with their request. Requested information not provided to your insurance company in a timely manner will be transferred to your responsibility. After 90 days of non-payment by the insurance company, the balance will be forwarded to patient responsibility. 
Coverage Changes If your insurance changes, please notify us before your next visit so we can make the appropriate changes to help you receive the maximum benefits. Information changes not provided prior to services being rendered will result in a denial of the claim and the balance will be your responsibility.  Many of the contracts with the plans require us to file claims in a timely manner.  Claims denied as past the filing deadline for incorrect information received will be transferred to your responsibility.
Missed Appointments Our policy is to charge $25.00 for missed appointments not canceled within 24 hours prior to the date of appointment. These charges will be your responsibility and billed directly to you. Please help us to serve you better by keeping your regularly scheduled appointment.

I have read and understand the payment policy and agree to abide by its guidelines: I certify that the information I have given to Robert P. Thompson MD PA, PA, hereinafter ROBERT P. THOMPSON MD, is true and correct to the best of my knowledge.  I promise to pay Robert P. Thompson MD PA, PA all charges and expenses for services provided to me in accordance with the current fees and charges to the extent that the fees and charges are not covered or paid my insurance(s).  
Patient/Guardian Signature: _________________________________________  Date: ______________            	
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