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Yohmarie Cajigas, M.D.
1050 Gemini
Suite 202
Houston, Texas 77058
P: 346-800-1370 F: 346-800-1377

Medical Records Request

URGENT

Date:

Facility:

Facility Phone:

Facility Fax:
The below named patient has asked us to request that his or her medical records be released
fo our office for continuation of care:

Patient Name:
Date of Birth:
Social Security:

___Demographics/Insurance

___Laboratory Report (Please Include BMP/CMP)
__ Consultation

__Progress Notes

___Diagnostic Tests

__ Other:

I hercby authorize the release of all necessary medical records to:
Yohmarie Cajigas, M.D.

CONFIDENTIALITY NOTICE: If you received this paperwork in error, please forward back to the sender immediately and delete. The information contained in this email
is intended to be confidential and solely for the use of the person(s) or entities addressed above. This email may contain privileged or confidential information and may be
protected from unauthorized use or disclosure by privilege or law. Any copying, distribution, disclosure or other use of this information is strictly prohibited.



PATIENT REGISTRATION FORM (eCW)
PATIENT INFORMATION (Please print)

Patient's Legal Name: (Last) (First) (MI)
Preferred Full Name (if different from above):
Address:
City, State, Zip:
Home Phone Number (landline); Cell: Work:
E-Mail Address: Date of Birth:

Gender Identity: D Female D Male DTransgender Female to Male [_] Transgender Male to Female D Genderqueer D Choose not to disclose
Additional Gender category not listed

Race: DAmerican Indian/Alaska Native D Asian D Native Hawaiian/Pacific Islander B Black/African American D\Nhite
Hispanic I Chose not o disclose [ Other not listed

Ethnicity: D Hispanic or Latino D Net Hispanic or Latino D Choose not to disclose

Preferred | anguage: L] English ] Spanish [lasL DJapanese [JMandarin [ Korean [ French L indian: Hindi, Tamil, Gujarati ete
swatili L] Russian [_] Arabic [ ] vietnamese [] Haitian Creole [_]Bosnian/Croatian/Serbiar/Serbo-Croatian
Albanian [] Burmese [] Tagalog D Farsi-Iranian/Persian [_] Portuguese [ cambodian [ other not listed

Patient Social Security Number,___- -

RESPONSIBLE PARTY INFORMATION {If not seif) (Information used for patient balance statements)

Responsible party: DAnother patient D Guarantor D Self Check here if address and telephone information is same as patient D
Responsible party name: (Last) (First) (M1)

Date of birth: MM /oD YYY sex: [ IFemale [Imate

Responsible Party Social Security Number;___ - - Phone number:

Address:

City, State: ZIP:

INSURANCE INFORMATION: Provide your insurance card(s) (primary, secondary, efc.) to the front desk at check-in.

EMERGENCY CONTACT INFORMATION

Emergency contact name: (Last) (First)
Phone number:; Do you have a living will? DYes Ei No
Emergency contact relationship to patient: [cuardian

Address

City, State: ZIP:

Home phone: Work hone:; Ext.

GENERAL CONSENT FOR CARE AND TREATMENT CONSENT

TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the recommended surgical, medical or diagnostic
procedure to be used so that you may make the decision whether or not to undergo any suggested treatment or procedure after knowing the risks and
hazards involved. At this point in your care, no specific treatment plan has been recommended. This consent form is simply an effort to obtain your
permission to perform the evaluation necessary to identify the appropriate treatment and/or procedure for any identified condition(s).

This consent provides us with your permission to perform reasonable and necessary medical examinations, testing and treatment. By signing below, you
are indicating that (1) you intend that this consent is continuing in nature even after a specific diagnosis has been made and treatment recommended;
and (2) you consent to treatment at this office or any other satellite office under common ownership. The consent will remain fully effective until it is
revoked in writing. You have the right at any time to discontinue services.

You have the right to discuss the treatment plan with your physician about the purpose, potential risks and benefits of any test ordered for you. If you
have any concerns regarding any test or treatment recommend by your health care provider, we encourage you to ask questions. I voluntarily request a
physician, and/or mid-level provider {nurse practitioner, physician assistant, or clinical nurse specialist), and other hea.lt_h care providers or the designees
as deemed necessary, to perform reasonable and necessary medical examination, testing and treatment for the condition which has brought me to seek
care at this practice. | understand that if additional testing, invasive or interventional procedures are recommended, | will be asked to read and sign
additional consent forms prior to the test(s) or procedure(s). . ]

| certify that | have read and fully understand the above statements and consent fully and voluntarily to its contents.

Signature of patient or personal representative; Date:

Printed name of patient or personal representative: Relationship to patient:

Last Updated: May 2018



HIPAA Privacy Rule of Patient Authorization Agreement

Authorization for the Disclosure of Protected Health Information for Treatment, Payment,
or Healthcare Operations (§164.508(a))

T'understand that as part of my healthcare, this Practice originates and maintains health records describing my health history,
symptoms, examination and test results, diagnosis, treatment, and any plans for future care or treatment. I understand that this
information serves as:

* a basis for planning my care and treatment;

* a means of communication among the health professionals who may contribute to my health care;
* a source of information for applying my diagnosis and surgical information to my bill;

*a means by which a third-party payer can verify that services billed were actually provided;
* a tool for routine health care operations such as assessing quality and reviewing the competence of health care professionals.

I have been provided with a copy of the Notice of Privacy Practices that provides a more complete description of information uses
and disclosures.

I understand that as part of my care and treatment it may be necessary to provide my Protected Health Information to another covered

entity. I have the right to review this Practice’s notice prior to signing this authorization. I authorize the disclosure of my Protected Health
Information as specified below for the purposes and to the parties designated by me.

Privacy Rule of Patient Consent Agreement

Consent to the Use and Disclosure of Protected Health Information for Treatment, Payment, or Healthcare Operations
{§164.506(a))

I understand that:
* I have the right to review this Practice’s Notice of Information practices prior to signing this consent;
* that this Practice reserves the right to change the notice and practices and that prior to implementation will mail a copy of any
notice to the address I've provided, if requested;
* I have the right to object to the use of my health information for directory purposes;
* I have the right to request restrictions as to how my Protected Health Information may be used or disclosed to carry out treatment,
payment, or healthcare operations, and that this Practice is not required by law to agree to the restrictions requested;

= I'may revoke this consent in writing at any time, except to the extent that this Practice has already taken action in reliance thereon.

Signature of Patient or Legal Representative Witness:



Payment Policies.

Please Provide a copy of your insurance card & ID.

Youare financially responsible for anything insurance does not cover.

All copays are due and payable at each visit. The amount your insurance will allow

and pay for and your financial responsibility is determined by vour insurance company and the policy

you have chosen. Yourclaim will be processed according to the benefits of your insurance plan,

The deductible, co-insurance, and co-pay are your financial responsibility.

It is your responsibility to understand your insurance plan.

If you are a private patient without insurance, all charges are due at the time of the visit.

Prescription Policies

Westrive to refill medications in a timely manner. Please call us when you have 1 week left of medication. There
is a 24~72 hour tum around time for prescription refills. I you have not seen the physician in 6 months, we will
need to speak to you in order to grant future refills.

Consent to Treat

I hereby authorize Q-Health Partners and the treating provider in charge of care to administer such medications,
vaccinations, and perform discussed procedures as may be deemed necessary for the interest and care of myself. I
understand that the provider or their office representative may contact me regarding appointments, test results,
personal health information, or payments related to this encounter, and past or future encounters. I expressly
consent to receive calls or texts on all contact numbers, including emergency contacts I have provided to reach me.
This consent shall be valid for one year.

Q-Health Partners has informed me of my financial responsibility outlined in the patient payment policies. I have
read and understand the above in regards to my responsibility for payments at the time of service, Prescription
policies, and acknowledge and agree to the consent of treatment. My signature at the bottom of this consent
confirms my receipt and acknowledgement of this information as stated above.

Patient Name:

Date: [date]



