PASO DEL NORTE NEPHROLOGY

OMANUEL LOPEZ, M.D., P.A.

ODAVID OPAWUMI, M.D., P.A.

10201 GATEWAY WEST STE. 210
EL PASOQ, TX 79925

PATIENT REGISTRATION
o NEW o UPDATE
PATIENT INFORMATION REFERRED BY:
LAST NAME FIRST NAME MI SEX oM EMPLOYMENT o FULL TIME STUDENT
oF STATUS o PART TIME STATUS

ADDRESS APT o RETIRED o FULL TIME

o NONE o PART TIME
CITY STATE ZIP EMPLOYER'S OR SCHOOL NAME TELEPHONE
TELEPHONE o SINGLE o OTHER |EMPLOYER'S OR SCHOOL ADDRESS
{ ) o MARRIED
SOCIAL SECURITY NUMBER DATE OF BIRTH |AGE ciTy STATE ZIP CODE

PRIMARY INSURANCE INFORMATION

SECONDARY INSURANCE INFORMATION

MEDICARE MEDICAID BC/BS AETNA  CIGNA  Healthspring HMO MEDICARE MEDICAID BC/BS AETNA CIGNA
. Ic e o o e o 5 lo . B o
OTHER PLEASE SPECIFY NAME OTHER SPECFITY NAME
[m] [m]

ID/ POLICY NUMBER GROUP NUMBER ID NUMBER GROUP NUMBER
PLEASE PRESENT INSURANCE CARD TO FRONT DESK PLEASE PRESENT INSURANCE CARD TC FRONT DESK
WHEN THIS FORM IS COMPLETE WHEN THIS FORM 1S COMPLETE

PRIMARY LEAVE BLANK [F COVERED SECONDARY
INSURED INFORMATION BY MEDICARE/ MEDICAID INSURED INFORMATION
INSURED'S RELATIONSHIP oSELF oCHILD  [INSURED'S RELATIONSHIP oSELF oCHILD
TO PATIENT oSPOUSE o OTHER |TO PATIENT oSPOUSE o OTHER
INSURED'S NAME SEX oM INSURED'S NAME SEX oM

oF oF
INSURED'S ADDRESS INSURED'S ADDRESS
cITYy STATE ZIP cITYy STATE ZIp
TELEPHONE status|® SINGLE o OTHER [TELEPHONE sTATUS |° SINGLE

o MARRIED o MARRIED

INSURED'S EMPLOYERS NAME TELEPHONE INSURED'S EMPLOYERS NAME TELEPHONE
SOCIAL SECURITY NUMBER DATE OF BIRTH SOCIAL SECURITY NUMBER DATE OF BIRTH
IN CASE OF EMERGENCY RESPONSIBLE OR THIRD PARTY
NAME TELEPHONE COMPLETE THIS SECTION ONLY IF THE PARTY TO BE

( ) BILLED IS DIFFERENT FROM THE ABOVE INFORMATION

NAME TELEPHONE NAME TELEPHONE

0
ADDRESS APT
RELEASE AND ASSIGNMENT
| AUTHORIZE RELEASE OF ANY INFORMATION NECESSARY TO city STATE ZIP
PROCESS MY INSURANCE CLAIMS AND ASSIGN AND REQUEST
PAYMENT DIRECTLY TO:
PASO DEL NORTE NEPHROLOGY
SIGN: DATE: EMAIL




- PASO DEL. NORTE NEPHROLOGY
PATIENT RECORD OF DISCLOSURE
Name ) O Male D.O.B.
t Female

Record of Disclosures of Protected Health Information

In general the HIPAA (Health Insurance Portability and Accountability Act) privacy rule gives individuals the right
to request a restriction on uses and disclosures of their protected health information (PHI). The individual is also
provide the right to request confidential communications or that a communication of PHI be made my alternative
means such as sending correspondence to the individuals office instead of the individuals home.

The privacy rule generally requires heaith care providers to take reasonabie steps to limit the use or disclosure of, and
request for PHI to the minimum necessary to accomplish the intended purpose. These provisions do not apply to uses
or disclosures made pursuani to an authorization requested by the individual.

| wish to be contacted in the following manner {check all that apply):

Home Telephone: Written Communication:
[l Ok to leave message with detailed information [T Ok to mail to my home address
0 Leave message with call back number U Ok ta mail my work/office address

O Ok to fax to this number
Work Telephone:

[ Ok to leave message with detailed information
U Leave message with call back number only

Acknowledgements of Receipt of Notice of Privacy Practices

| have been presented with a copy of the Notice of Privacy Practices, detailing how my health information may be used
and disclosed as permitted under federal and state law, and outlining my rights regarding my health information.

PATIENT SIGNATURE DATE

PRINTED NAME BIRTHDATE

RECORD OF DISCLOSURE OF PROTECTED HEALTH INFORMATION

List names of persons authorized to receive protected health information about patient:

Name Relationship Date Initials

1.

il Bl Bl I

***++f patient refuses to sign acknowledgement, please document date and time notice was presented and sign
below,*++*
Presented on: Date Time:

Signature




