
7790 West Grand Parkway South, 

Suite 103 Richmond TX 77406

PATIENT INFORMATION FORM

Appointment with Dr:   ________________________________________________________________

Patient Name:  _________________________________________________________________________

Date of Birth:  __________________________________________________________________________

Age: _______________      Sex:   ______ Male: _______   Female             Race: ________________

Address:________________________________________________________________________________

City: _____________________      State: ________________           Zip Code: ___________________

Home Phone:  ____________________________ Cell No: ___________________________________

Email Address:_________________________________________________________________________

Social Security No: ________________________ Drivers License No: _____________________

Marital Status: ___________________ Referral Name:(Required)  _______________________

Consent to release for PCP:     �   YES        �  NO

Fax:   ____________________________________________________________________________________ 

Pharmacy Name:  ______________________________________________________________________

Pharmacy #:   ___________________________________________________________________________

Fax:  _____________________________________________________________________________________

PAYMENT INFORMATION

Type of Payment: ___________  Insurance: ______________   Self/Other: ________________

Insurance Company: __________________________________________________________________

Policy Holder Name: __________________________________________________________________

Date of Birth: __________________________________________________________________________

Social Security No: ____________________________________________________________________

Policy Number: ________________________    Group No: __________________________________

Employer Name: _______________________   Work Phone: _______________________________

Employer Address: ____________________________________________________________________ 

City: __________________   State: _________________     Zip Code:___________________________
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Name:  ________________ Phone: ___________________   Alt Phone: ________________________

Relationship:  _______ Spouse    ________ Parent      _______ Guardian    _________ Other

Other Payment is expected at the time services are rendered unless prior

arrangements are made. If you have insurance coverage please give your

insurance card/s to the receptionist to copy.

Signature: _____________________________________ Date: __________________________________

You have the right to dignity as an individual human being.
You have the right to equal consideration and treatment regardless of your sex, age, race,
religion, color, economic status, or sexual preference.
You have the right to be provided with professional and respectful care.
You have the right to confidentiality. No information will be released without your written
consent except as required by law. In general, issues of suicide, homicide, and child abuse
require actions (and release of information) without your consent. There are other specific
areas of the law, which may terminate your right of confidentiality.
You have the right to know our assessment of the problem, the recommended treatment,
and resources available to help improve this problem.
You have the right to refuse treatment. Even though your counselor may strongly suggest
you seek help, you may choose to not follow the counselor’s advice. Should you choose to
refuse treatment, you will be apprised of consequences that may result from your refusal.
Alternatives may be available.

    Along with these rights go certain responsibilities, These are:

To be honest, open and willing to share your concerns with your clinician.
To ask questions when you do not understand or need clarification. 
To discuss any reservations you have about your treatment plan with your clinician. 
To follow the treatment plan agreed upon.
To report changes or unexpected events as related to your problem with your clinician.
To remember your appointment date and time, it is your responsibility. (Our office reminder
call is only a courtesy) .

In Case Of Emergency, Please Contact:

MR ID# _______________________________

Patients Rights and Responsibilities

As a patient you have certain rights:
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+1 (281) 242-5400

To cancel an appointment 24 hours prior to your scheduled appointment date and time;
otherwise, you will be charged $35.00.
Remember that you are responsible for your thoughts, feelings, actions,     and your growth.
We are here to help you to the best of our ability. 

    Please sign below indicating you have read and understand your rights and
    responsibilities.

    Signature: __________________________________________           Date: ______________________________________

POLICIES & PROCEDURES

Patient management requiring phone calls, letters, review of records and other clinician time
other than appointments are subject to a charge. 
Payment for professional services rendered is required at the time of the initial consultation
and at the time of each additional session unless other arrangements have been made with
this office in advance.
If arrangements are made for us to bill your insurance, managed care company, EAP or PPO,
You will be responsible for any co-payment or deductible required by your insurance plan
and payment should be made at the time of service rendered. 
In the event that your insurance coverage terminates or does not remit reimbursement
during the course of treatment, payment for services become your responsibility and is
required at the time of each visit.
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24 hours prior to your appointment, notify our office of any changes in your Insurance
status. Please be advised that payment for services will be your responsibility at the time of
your appointment if our office is not notified of insurance changes or updates 24-hours prior
to your appointment date.
It is your responsibility (and/or parent-guardian’s) to cancel/reschedule an appointment. 
It is your responsibility (and/or parent-guardian’s) to remember your appointment date and
time. 
Reminder calls for appointments are a COURTESY provided by our office.
24 hours prior to your appointment, notify our office of any change in your Appointment
status, otherwise, you will be charged $35.00 for non-cancelled appointments. Your
insurance plan will not cover these charges therefore, payment is your responsibility. 
Please be advised that we only accept CASH, CHECK, or CREDIT CARD (Visa, MasterCard,
Discover, and American Express) for payments
There is a $25.00 charge for returned checks, plus original amount of check, plus additional
bank charges.



Agreement of Policy & Procedures 
   
   My signature below indicates that I understand and accept the above-listed policies. 
    
   Signature: _____________________________________________ Date: ________________________________

Authorization to Release Information 
   
   I hereby authorize my physician/psychotherapist to release any information acquired
   in the course of my examination or treatment necessary to satisfy medical 
   insurance claims.   

   Signature: _____________________________________________    Date: _______________________________

Authorization to Pay Benefits to Physician/Psychotherapist

   I hereby authorize payment directly to physician/psychotherapist for medical benefits. 

   Signature: _______________________________________   Date:  _____________________________________

   HIPPA 
   Notice of Privacy Practices 

I have read and understand the “HIPPA” Notice of Privacy Practices and received a
copy for my records. For teaching/learning purposes I give my consent to have
medical students/physician to be present during my psychiatric evaluation. I allow
these students to take my vitals and psychiatric history. 

   Signature: _______________________________________ Date: ______________________________________

7790 West Grand Parkway South, 

Suite 103 Richmond TX 77406

www.psychiatryandbehaviorcenter.com      |      +1 (281) 242-5400       |      mazmd10@gmail.com

MR ID# _______________________________



Name ____________________________________       Date______________________

1. _________________________________________
a. Dosage ________________________________ 
b. Frequency ____________________________

2. _________________________________________
a. Dosage ________________________________
b. Frequency ____________________________

3. _________________________________________
a. Dosage ________________________________ 
b. Frequency ____________________________

4. _________________________________________
a. Dosage ________________________________
b. Frequency ____________________________

5. _________________________________________
a. Dosage ________________________________
b. Frequency ____________________________

6. _________________________________________
a. Dosage ________________________________
b. Frequency ____________________________

7. _________________________________________
a. Dosage ________________________________
b. Frequency ____________________________

LIST OF CURRENT MEDICATIONS
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY. 

This Health Insurance Portability & Accountability Act of 1996 (“HIPPA”) is a federal
program that requires that all medical records and other individually identifiable
health information used or disclosed by us in any form, whether electronically, on
paper, or orally, are kept properly confidential. This Act gives you, the patient,
significant new rights to understand and control how your health information is used.
“HIPPA” provides penalties for covered entities that misuse personal health
information. As required by “HIPPA”, we have prepared this explanation of how we are
required to maintain the privacy of your health information and how we may use and
disclose your health information. We may use and disclose your medical records only
for each one of the following purposes: treatment, payment and healthcare
operations.

 Treatment means providing, coordinating, or managing healthcare and related services by
one or more healthcare providers. An example of this would be a physical examination.
 Payment means such activities as obtaining reimbursement for services, confirming
coverage, billing or collection activities, and utilization review. An example of this would
be sending a bill for your visit to your insurance company for payment.
 Healthcare operations include the business aspects of running our practice, such as
conducting quality assessment and improvement activities, auditing functions, cost-
management analysis, and customer service. An example would be an internal quality
assessment review.

We may also create and distribute de-identified health information by removing all
references to individually identifiable information. We may contact you to provide
appointment reminders or information about treatment alternatives or other health-
related benefits and revoke such authorization in writing and we are required to honor
and abide by that written request, ext to the extent that we already have taken actions
relying on your authorization.

NOTICE OF PRIVACY PRACTICES
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You have the following rights with respect to your protected health information, which
you can exercise by presenting a written request to the Privacy Officer:

 The right to request restrictions on certain uses and disclosures of protected
health information, including those related to disclosures to family members, other
relatives, closer personal friends, or any other person identified by you. We are,
however, not required to agree to a requested restriction. If we do agree to a
restriction, we must abide by it unless you agree in writing to remove it. 
The right to reasonable requests to receive confidential communications of
protected health information from us by alternative means or at alternative
locations.
 The right to inspect and copy your protected health information.
 The right to amend your protected health information.
 The right to receive and account for disclosures of protected health information.
 The right to obtain a paper copy of this notice from us upon request.

We are required by law to maintain the privacy of your protected health information
and to provide you with notice of our legal duties and privacy practices with respect to
protected health information. This notice is effective as of April 16, 2003, and we are
required to abide by the terms of the Notice of Privacy Practices currently in effect.
We reserve the right to change the terms of our Notice of Privacy Practices and to
make the new notice provisions effective for all protected health information that we
maintain. We will post and you may request a written copy of a revised Notice of
Privacy Practices from this office. You have recourse if you feel that your privacy
protections have been violated. You have the right to file a written complaint with our
office, or with the Department of Health & Human Services, Office of Civil Rights,
about violations of the provisions of this notice or the policies and procedures or our
office. We will not retaliate against you for filing a complaint.

For more information about HIPAA or to file a complaint:
The U.S. Department of Health & Human Services 
Office of Civil Rights
200 Independence Ave, S.W. 
Washington, D.C. 20201.
(202) 619-0257  Toll Free: 1-877-696-6775 
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24 hours prior to your appointment, notify our office of any change in your
Appointment status, otherwise, you will be charged $35.00 for non-cancelled
appointments. Your insurance plan will not cover these charges therefore, payment
is your responsibility. 
It is your responsibility (and/or parent-guardian’s) to cancel/reschedule an
appointment.
It is your responsibility (and/or parent-guardian’s) to remember your appointment
date and time. Reminder calls for appointments are a COURTESY provided by our
office. 
It is your responsibility to request prescription refills 3 to 4 days prior to pick up.
Patient management requiring phone calls, letters, review of records and other
clinician time other than appointments are subject to a charge
If arrangements are made for us to bill your insurance, managed care company, EAP
or PPO, You will be responsible for any co-payment or deductible required by your
insurance plan and payment should be made at the time of service rendered. 
In the event that your insurance coverage terminates or does not remit
reimbursement during the course of treatment, payment for services becomes your
responsibility and is required at the time of each visit. 
Please be advised that we only accept CASH, CHECK, or CREDIT CARD (Visa,
MasterCard, Discover, and American Express) for payments.
There is a $25.00 charge for returned checks, plus the original amount of the check,
plus additional bank charges
Remember that you are responsible for your thoughts, feelings, actions, and your
growth. 
We are here to help you to the best of our ability.

OFFICE POLICIES 
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