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NEUROSURGICAL GROUP OF TEXAS, L.L.P.
Patient History Questionnaire

Patient Name: Date:

Height Weight

1. What is your main symptom and when did it first begin? Right or Left?

2. s this related to a work injury? (circle one) Yes No
3. Is this related to an automobile accident? (circle one) Yes No

4. Please note any and all surgical procedures, or hospitalizations with dates and any serious
injuries:

5. What other medical (non-surgical) conditions do you have?

6. List all medications, EXACT dosage and daily schedule currently used (including diet pills,
drops, inhalers, herbal supplements, and aspirin type products etc.)

7. Please note allergies to medications:
8. Have you had blood transfusion?  Grafted tissues? Implanted hardware? (please describe):

9. History of: Hepatitis? or HIV exposure?

10. Any significant illnesses known to run in the family? (please describe):

11. If you are currently or were ever employed, please briefly explain your position/duties including
lifting, climbing and operating dangerous equipment:

12. If you are retired, from what and how long ago?
13. If you smoke(d), how much? If you quit, how long ago?

14. Do you drink alcohol? How often and how much?

15. Do you use recreational drugs?

Please note any health complaints not covered above such as weight loss, rashes, shortness of breath,
irregular heart beats, chest pain, stomach cramps, constipation, blood in stool, urine or sputum; fever,
chills etc.

My signature verifies that the above information is complete and accurate.

Patient Signature Date

Reviewed with Patient By: Date
Doctor Signature/Initials

[form — pt. history/revised 9/07
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NEUROSURGICAL GROUP OF TEXAS, L.L.P. - Patient Information Form

Date [J New Patient [ Update

(1 Warren Parker, M. D. [ David Cech, M. D. [ Alfonso Aldama, M. D. ([ Richard Harper, M. D. [ Andrew Roeser, M. D.

Marital Status

Name M S W D SEP Birthdate
First Middle Last
Address State
Zip Country Driver’s License No. State
Age Sex SS# Home Phone ( ) Cell Phone ( )
Employer Occupation Yrs Employed
Employer Address Work Phone ( )
Street No. City/State/Zip
SPOUSE Name Birthdate SS#
(Parent if Minor)
Employer Occupation Yrs Employed
Employer Address Work Phone ( )
Street No. City/State/Zip
Emergency Contact Day Phone ( )
Name Relationship
Referring Physician Phone ( )
First Name Last Name
Address
Street No. City/State/Zip
Primary Care Physician Phone ( )
First Name Last Name
Address
Street No. City/State/Zip

If not referred by doctor, name of person recommending

Insurance Information

Policyholder Name Primary Insurance Company Policy Number Group Number

Policyholder Name Secondary Insurance Company Policy Number

[ yes L No
Claim No.

Group Number

Medicare Number Is this a Workers’ Compensation claim?

Are you working? O ves [l Na Date of Injury

20 or more employees? O ves [ No

PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE. I authorize the release of any [ INSURED'S OR AUTHORIZED PERSON'S SIGNATURE.
medical or other information necessary to process this claim. I also request payment of I authorize payment of medical benefits to the undersigned
government benefits either to myself or to the party who accepts assignment. physician or supplier for services described below.

SIGNED X DATE SIGNED X

I have completed this form accurately and completely, and certify that T am the patient or duly authorized general agent of the patient
authorized to furnish the information requested. 1 understand that even if I have some type of insurance coverage, I am ultimately
responsible for payment of services in Harris County, Texas.

SIGNATURE of Patient or Responsible PartyX Date

%/08 Patient Information Form





