Date:

SUN FAMILY PRACTICE ASSOCIATES, P.A

John Sun, M.D.
11609 Spring Cypress Rd. Ste. A
Tomball TX 77377
P) 281-357-8588 F)281-357-8877

REGISTRATION HOME PHONE:

“%’Q & S a
Last Name: First Name:
Date of birth: | SSN: l Cell Phone:
Current address:
City: State: | ZIP Code:
sex: Om 0O F O Single O married 0O widowed O separated O pivorce

Race (mark all that apply): [0 White [ Black/African-American [J Asian [J Native Hawaiian [J Other Pacific Islander
[0 American Indian/ Alaska Native [ Refuse to Report

Ethnicity: [ Hispanic/Latino O Not Hispanic/Latino ‘O Rrefuse to Report
Patient Employed by: Occupation:
Business Address: Business Phone:

Whom may we thank for referring you?

In case of emergency who should be notified? Phone:

‘_ﬂ

Person Responsible for Account:

Relation to Patient: | Date of birth: SSN:
Address: Phone:

City: State: ZIP Code:

Person Responsible Employed by: Occupation:

Business Address: Business Phone:

Insurance Company:

Contract #: Group #: Subscriber #:

Name of other dependents covered under this plan:

.

Is patiet ered by d:tnal insa.n: . Yes [ No
Subscriber Name: l Relation to Patient: Date of birth:
Address (If different from patient's):
City: | State: ZIP Code:
Subscriber Employed by: Business Phone:
Insurance Company:
Contract #: l Group #: Subscriber #:
Name of other dependents covered under this plan:

R s e

I, the undersigned certify that I (or my dependent) have insurance with

and assign directly to Sun Family Practice all insurance benefits, if any, otherwise payable to me for services rendered. I understand
that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to release all information
necessary to secure the payment of benefits. I authorize the use of this signature on all insurance submissions.

S Responsible Party Signature: Relationship: Date:




SUN FAMILY PRACTICE ASSOCIATES, PA John Sun, MD
%

FINANCIAL POLICY
Sun Family Practice is committed to providing you with quality patient care. Your clear understanding of

our Financial Policy is most important to our professional relationship. The following information is
being provided to address the questions most frequently asked by our patients. If you have any questions
about our fees, financial policy, or your financial responsibility, please let us know.

ACCOUNT RESPONSIBILITY
You are responsible for all charges incurred on your account. It is your responsibility to make sure
all information on your account is current and accurate. Accounts with incorrect information can cause
payment delays. Please contact our office if there are any changes on your patient information.

INSURANCE BILLING
As a courtesy to our patients we will bill your medical insurance carrier and your secondary carrier
if one is provided. Sun Family Practice contracts with many different companies. Due to the different
plans available, it is impossible for us to know if your plan is included. You will need to check with your
insurance company in advance. Please keep in mind that your insurance may not cover or pay all charges
incurred and any unpaid balance after your insurance has paid is the responsibility of the patient.

CO-PAYs, DEDUCTIBLES AND CO-INSURANCE
All co-pays are due at the time of service and your insurance plan may change your co-pay periodically.
It is the patient’s responsibility to know what their co-pay is (regardless of what is printed on the
insurance card), deductible and co-insurance amounts.

SELF PAY
Full payment is expected at the time services are rendered if you do not have medical insurance.

UNPAID ACCOUNTS PAST 120 DAYS
Unpaid accounts will be turned over to ACCOUNT RECEIVABLE CONSULTANTS and all charges
incurred must be paid in full before any additional services are rendered.

METHODS OF PAYMENT
Sun Family Practice accepts cash, personal checks, money orders, Visa, Master Card, American Express
and Discover Cards. Payments can be made in person, by mail, or by telephone when paying by credit
card.

I hereby authorize Sun Family Practice to furnish information to my insurance carriers concerning my
illness and treatment.

I hereby assign to the physician, all reimbursement for medical services rendered.

Iunderstand that I am responsible for all charges not covered by insurance.

I have read, understand and agree to the terms of Sun Family Practice’s Financial Policy.

Signature of Patient or Legal Guardian Date

Print Name Print Patient Name if Patient is a Minor

11609 Spring Cypress Road, Suite A, Tomball, TX 77377
281-357-8588 Fax 281-357-8877



Name.

HEALTH HISTORY

(Confidential)

Age___ Birthdate

What is your reason for visit?

Date of last physical examination

Today's Date

SYMPTOMS Check (v) symptbms you‘curren‘tl'y have or have had in the past year.

GENERAL
[ chills
] Depression
[] Dizziness
(] Fainting
[ Fever
[ Forgetfulness
(] Headache
| E Loss of sleep
[J Loss of weight
] Nervousness
| J Numbness
[J Sweats

MUSCLE/JOINT/BONE
Pain, weakness, numbness in:

J Arms [ Hips
[J Back [J Legs
(] Feet ] Neck
[J Hands [] Shoulders

'GENITO-URINARY
[ Blood in urine
] Frequent urination
[J Lack of bladder control
[ Painful urination

GASTROINTESTINAL

(] Appetite poor

| Bloating

] Bowel changes

[ Constipation

[] Diarrhea

[ Excessive hunger

[ Excessive thirst

[JGas

(] Hemorrhoids

[ Indigestion

[1 Nausea

[J Rectal bleeding

(] Stomach pain -

[J vomiting

1 Vomiting blood
CARDIOVASCULAR

] Chest pain

[ High blood pressure

[ Irregular heart beat

[J Low blood pressure

[ Poor circulation

[ Rapid heart beat

[J Swelling of ankles

[ Varicose veins

EYE, EAR, NOSE, THROAT
(] Bleeding gums
[ Blurred vision
(] Crossed eyes
[ Difficulty swallowing
[ Double vision
(] Earache
[ Ear discharge
[ Hay fever
[ Hoarseness
[ Loss of hearing
[J Nosebleeds
[ Persistent cough
[J Ringing in ears
[J Sinus problems
(] Vision — Flashes

(] vision — Halos
SKIN

[ Bruise easily

[ Hives

[ itehing

[ Change in moles

[J Rash

[J Scars

[ Sore that won't heal

MEN only
] Breast lump
(] Erection difficulties
[J Lump in testicles
L] Penis discharge
] Sore on penis
] Other

WOMEN only

[] Abnormal Pap Smear
[ Bleeding between periods
[] Breast lump
[] Extreme menstrual pain
[J Hot flashes
[J Nipple discharge
[] Painful intercourse
[] Vaginal discharge
[] Other
Date of last
menstrual period

Date of last
Pap Smear

Have you had
a mammogram?

Are you pregnant?
Number of children

CONDITIONS Check (v) conditions you have or have had in the past.

JAIDS

[J Alcoholism
] Anemia

] Anorexia -
] Appendicitis
O] Arthritis

] Asthma

] Bleeding Disorders
[ Breast Lump
] Bronchitis
[ Bulimia

[J Cancer

[ Cataracts

[ Chemical Dependency
[ chicken Pox
(] Diabetes

[J Emphysema
L] Epilepsy

] Glaucoma

[ Goiter

[ Gonorrhea

[ Gout

[] Heart Disease
[ Hepatitis

] Hernia

1 Hérpes

[J High Cholesterol
LI HIV Positive

[ Kidney Disease
[ Liver Disease

] Measles

] Migraine Headaches
[ Miscarriage

(] Mononucleosis
] Multiple Sclerosis
] Mumps

[J Pacemaker

] Pneumonia

[ Palio

[ Prostate Problem
1 Psychiatric Care
[ Rheumatic Fever
[ Scarlet Fever

[ Stroke

L] Suicide Attempt
(] Thyroid Problems
] Tonsiliitis

[ Tuberculosis

I Typhoid Fever

[ ulcers

] Vaginal Infections
[J Venereal Disease

MEDICATIONS List medications you are currently taking

ALLERGIES To medications or substances

| Pharmacy Name

Phone




SFORY Filin

State of '

(All information is strlctly conﬁdentlal)

.a“.xh information abougyow:a M

Relation | Age | “ooun ﬁggt?: Cause of Death Check (v) if, you:)l:ls::g;e atives had a“‘é;m:ngl"‘;":;“‘?ou
Father Arthritis, Gout
Mother Asthma, Hay Fever
Brothers Cancer
Chemical Dependency
Diabetes
Heart Disease, Strokes
Sisters - High Blood Pressure
Kidney Diéease
Tuberculosis
: Other
HOSPITALIZATIONS e ..~ | PREGNANCY HISTORY '
Year ' Hpspual Reason for Hospltallzation and Outcome | Yoot rﬁ" c«:mplieatlonalf'any o

Caffeine

Have you ever had a blood transfusion? [ Yes ONo- Tobacco
If yes, please give approximate dates. ‘ brugs
SERIOUS ILLNESS/INJURIES DATE OUTCOME - - Other

Hazardous Substances

Heavy Lifting

Other

Your cccupation:

I certify that the above information is correct to the best of my knowledge. | will not hold my doctor or any members of hls/her staff
responsible for any errors or omissions that | may have made in the completion of this form.

Signature

Date

Reviewed By

Date

921758 - Modica) Arts Pross  1-800-328-2179






