DAVID HEREDIA MD
1500 WILDCAT DR. STE H

PORTLAND, TEXAS 78374

TEL: 361-777-3330

FAX: 361-704-1649

Patient Information
Mr.

Last Name:

Ms. .

Mrs.

First Name:

Middle Initial:

Dr.

Marital status:

Single

Mar

Birth Date:

Div
Gender:
M

Sep

Nickname:

Wid

Birth/Maiden Name:

SSN:

Email Address:

F

Driver’s License Number:
Home Phone:

State:
Work Phone:

Home Address:
Occupation:

Expiration Date:
Cell Phone:

City:

State:

Employer Address:

ZIP Code:

Employer Phone:

Do you take any medications regularly for pain, anxiety, sleep, or ADD/ADHD?
YES ___
NO ____
Note: If you are taking a controlled substance regularly, kindly read our Policy For Controlled Substances, to make sure that this office is right for you. Upon
signing this form, you acknowledge your awareness of our controlled substances policy.
_____________________________________________________________________________________________________________________________________

Insurance Information
(Please, give your insurance card to the receptionist.)
Person responsible for bill: (If self, please skip to Primary Health Insurance Company.)

Is this person a patient at our practice?

Date of Birth:

Home Address:

Home Phone:

Yes

No

Work Phone:

Occupation:

Employer & Employer Address:

***Policy Holder’s Name, SSN, Date of Birth, and Relationship to the patient are REQUIRED to file all insurance claims.**
Primary Health Insurance Company:

*Policy Holder’s Name(as it appears on insurance card):

*SSN:

Group Number:

Policy Number:

*Patient’s relationship to Policy Holder:

Self:

*Birth Date:

Co-payment:

Spouse:

Child:

Other:

Emergency Contact
Name:

Relationship:

Phone Number:

Other Phone Number:

Name:

Relationship:

Phone Number:

Other Phone Number:

Authorization:
The above information is true to the best of my knowledge, and I have not willfully omitted and/or provided any incorrect information.
I authorize Dr. Heredia, M.D. or the insurance company to release any information required to process my claims. I authorize my
insurance benefits to be paid directly to the physician. I understand that I am financially responsible for any balance. I understand
payment is due at the time of service, and that Dr. Heredia, M.D. reserves the right to dismiss patients who fail to keep their accounts
current, after reasonable attempts to collect payments have been made. I further agree to pay all reasonable costs and late fees if my
account is turned over to collections.
Patient/Guardian Signature:

______________________________________

Date: _______________________

_____________________________________________________________________________________________________________________________________

DAVID HEREDIA MD
1500 WILDCAT DR. SUITE H
PORTLAND, TEXAS 78374
TELEPHONE: 361-777-3330

GENERAL CONSENT FOR TREATMENT
I, ______________________________, knowing that I am suffering from a
condition requiring diagnostic, medical or surgical treatment, do hereby voluntarily
consent to such procedures and care, under the general and specific instructions of Dr.
David Heredia, his assistants, or designee, as is necessary in their judgment.
I also acknowledge that the practice of medicine is not an exact science and that no
guarantees have been made to me as the result of treatments and examination by Dr.
Heredia.
DESIGNATED INDIVIDUALS AUTHORIZATION FORM
I hereby authorize one or two designated parties below to request and receive the
release of any protected health information regarding my treatment, payment or
administrative operations related to treatment and payment. I understand that the
identity of the designated parties must be verified before the release of any
information.
Authorized Designees:
Name:__________________________

Relationship:___________________

Name: _________________________

Relationship: ___________________

__________________________
Patient Signature

_____________________
Date

DAVID HEREDIA M.D. P.A.
POLICY REGARDING PROLONGED USE OF CONTROLLED
SUBSTANCES
Chronic pain is a common condition that afflicts many patients seeking and receiving care at Dr. David
Heredia’s office. It is the role of the primary care physician to diagnose the cause of this pain and lead in
efforts to decrease the impact of chronic pain on the life of his patients. David Heredia MD takes the
responsibility to review all previous efforts at diagnosis and, when appropriate, suggests alternative studies and
therapeutic modalities that have proven results in enhancing function and diminishing the pain associated with
the conditions responsible for the pain.
At times, it is reasonable to use controlled substances for long-term pain relief. This is especially true
when the cause is due to an untreatable cancer or when there is unremitting nerve pain. Fortunately, these
are the rare causes of chronic pain. Even with these conditions, there is well documented benefit to techniques
that involve training in relaxation, movement, and meditation. The chronic use of controlled substances without
other efforts to relieve pain and improve function frequently result in the development of tolerance to the drug
(the decreasing effectiveness of any given dosage), addiction (dependence on the drug to avoid a withdrawal
reaction), habituation (the use of the drug when inappropriate), and increasing pain sensitivity. These are
results of the use of long-term controlled substances, and they depend on the drug, its dosage, and the length of
time used. While there are individual variations to these responses, they are the expected consequences of
controlled substance use unless carefully monitored, adjusted, and restricted.
It is Dr. Heredia’s responsibility as the primary care physician to guard his patients against these
expected complications of controlled substance use. All his patients who require the use of controlled
substances for more than three months will be referred to a pain specialist to continue treatment for any
chronic pain management.
New patients requesting controlled substances will be required to retrieve their medical records from
their previous primary care physician and request from their pharmacy a copy of their previous controlled
substance(s) prescription refills. There is no guarantee that Dr. Heredia will continue the controlled substance
previously prescribed, and it is the responsibility of new patients to have a sufficient supply of the controlled
substance to last until Dr. Heredia has the opportunity to review all patient medical records and deems it
necessary to prescribe such a medication for a short period, as mentioned earlier. Like pain, chronic anxiety is a
complex problem stemming from a variety of causes for which there are several effective therapies. Dr. Heredia
will not treat such conditions, and he will refer the patient directly to a psychiatrist, who is trained to treat
chronic anxieties. However, if you wish to continue as a member for other medical conditions, Dr. Heredia will
be available.
Hypnotics are medications used to treat insomnia. Benzodiazepine and non-benzodiazepine hypnotics
can be helpful in the short-term to treat sleep disorders, particularly when behavioral approaches fail. However,
long-term use of hypnotics may lead to dependence. All patients, who require the use of hypnotics or
sleeping pills for more than 3 months will be referred to a Sleep Specialist.

Please, sign this form upon acknowledgement and agreement of this policy.

______________________________________________
Patient Printed Name

Patient Signature

Date

DAVID HEREDIA MD
1500 WILDCAT DR. SUITE H
PORTLAND, TEXAS 78374
TELEPHONE: 361-777-3330
FAX: 361-704-1649

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED OR
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE, REVIEW CAREFULLY.
David Heredia, MD is required by law to protect the privacy of your personal health information and to provide this
Notice of Privacy Practices as described below:
Uses and Disclosures of Health Information
David Heredia MD uses your personal health care information primarily for treatment, obtaining payment for
treatment, conducting internal administrative activities and evaluating the quality of care that we provide. For example,
David Heredia MD may use your personal health information to contact you for appointment reminders, information
about alternatives, or other health-related benefits that could be of interest to you.
David Heredia MD may also use or disclose your personal health information without prior authorization for
public health purposes, for auditing purposes, and for emergencies. We also provide information when required by law.
In any other situation, Dr. Heredia’s policy is to obtain your written authorization before disclosing your personal
health information. If you provide us with a written authorization to release your information, for any reason, you may
later revoke that authorization to stop future disclosures at any time.
Dr. Heredia may change his policy at any time. When changes are made, a new Notice of Privacy
Practices will be posted in the waiting room, patient exam areas, and will be provided to you upon your next visit.
Patient’s Individual Rights
You have the right to review or obtain a copy of your personal health information at any time. You have the
right to request that we correct any inaccurate or incomplete information in your records. You have the right to request
a list of instances where we have disclosed your personal health information for reasons other than treatment,
payment, or other related administrative purposes.
You may also request in writing that we do not use or disclose your personal health information for treatment,
payment and administrative purposes except when specifically authorized by you. When required by law or in
emergency circumstances, Dr. Heredia will consider all such requests on a case-by-case basis, but the Practice is not
legally required to accept them.
Concerns and Complaints
If you are concerned that David Heredia MD may have violated your privacy rights or if you disagree with any
decision we have made regarding access or disclosure of your personal health information, please contact the individual
at the address listed above. You may also send a written complaint to the U.S. Department of Health and Human
Services.

David Heredia, M.D.
Notice of Privacy Practices Acknowledgement Form
I have read and fully understand the David Heredia M.D. Notice of Privacy Practices. I
understand that David Heredia M.D. may use or disclose my personal health information for the
purposes of carrying out treatment, obtaining payment, evaluating the quality of services
provided, and any administrative operations related to treatment or payment. I understand that I
have the right to restrict how my personal health information is used and disclosed for treatment,
payment, and administrative operations if I notify the practice. I also understand that David
Heredia M.D. will consider requests for restriction on a case-by-case basis, but does not have to
agree to requests for restrictions.
I hereby consent to the use and disclosure of my personal health information for purposes as
noted in the David Heredia M.D. Notice of Privacy Practices. I understand that I retain the right
to revoke this consent by notifying the practice in writing at any time.

______________________________________________________________________________
Patient Name

______________________________________________________________________________
Signature

______________________________________________________________________________
Date

DAVID HEREDIA M.D.
PATIENT FINANCIAL RESPONSIBILITIES AND POLICIES
Thank you for choosing David Heredia MD for your medical needs. The following patient financial
responsibilities and polices have been established to assist us in providing you the highest quality medical
care.
INSURANCE: It is your responsibility to understand your coverage and benefits. All applicable fees,
deductibles, coinsurance, copays and account balances must be paid at the time of your appointment. We
accept cash, Visa, MasterCard and Discover.
LABS AND X-RAYS RESULTS: New patients will be scheduled a follow-up visit two weeks after their initial visit
to discuss their x-rays or lab results. However, if your results warrant an urgent change in treatment or need a
discussion with your doctor, then you will be contacted to schedule an appointment before the two weeks.
New patients must bring all medications taken, to their first visit to the office. Existing patients will require a
follow-up visit if lab results are abnormal, to discuss lab results and treatment.
CANCELLATIONS: If you need to cancel your appointment, please notify the office at least 24 hours before
your scheduled appointment. If you miss two appointments, the physician may review yours records to
determine if you will continue to be seen at our clinic, or we will charge you a $30.00 fee.
MEDICAL RECORDS: New patients may request that their medical records be transferred to this office by
signing the respective form. Patients transferring to other physicians may request their records through their
new physician’s office.
MEDICATIONS: No prescriptions will be refilled on Saturdays, Sundays or holidays.
No new medication will be prescribed over the phone. If you need a new medication, you must call the office
and schedule an appointment. All prescriptions require a follow-up appointment every 3 months. Controlled
substances/non-narcotic prescriptions require a follow-up every 30 days. New symptoms and/or events
require an appointment.
REFERRALS: Patients must schedule an appointment if you need a referral to a specialist’s office.
AFTER HOURS CARE: If you have a life-threatening emergency, do not call the office, dial 911. If you have a
non-life threatening emergency, call our office at 361-777-3330 and the physician will be notified. To schedule
or cancel an appointment, please call during normal working hours.
I, _________________________________________ (Print Name), have read and agree to the Patient Financial
Responsibilities and Policies AND the Controlled Substances Policy.

__________________________________
Patient’s or Responsible Party’s Signature

___________________________
Date

David Heredia M.D.
1500 Wildcat Dr. Ste. H • Portland, TX 78374
Office: (361) 777-3330 • Fax: (361) 704-1649

MEDICAL HISTORY
Today’s Date: ______________
Patient Name: _________________________ DOB: __________HT: __________WT: _________
Vital Signs: BP_________ T________ HR_______ RR________ Pox ________
Reason for today’s visit? : ____________________________ Date of last physician visit: ___________
CURRENT MEDICATIONS: (include non-prescription products):
______________________________________________________________________________

ALLERGIES (includes food, drugs, insects, etc.):_____________________________________
SURGERY AND PROCEDURES (procedure/year, if
possible):______________________________________________________________________

CONDITIONS AND MEDICAL HISTORY:
Have you had any following conditions in the past?
If so, please explain.
□Abnormal weight gain/loss_______________
_______________________________________
□ Alzheimer’s Disease/Dementia/Memory Loss
_______________________________________
□ Dizziness/Weakness_____________________
□ Epilepsy/Seizures_______________________
□ Fainting/Light-headedness________________
□Headache/Blurred Vision_________________
□Stroke________________________________
□Sinus Infection_________________________
□Asthma/Allergies_______________________
□Bronchitis_____________________________
□Cough________________________________
□Emphysema____________________________
□Pneumonia_____________________________
□Shortness of Breath______________________
□Snoring_______________________________
□Leg Swelling___________________________
□Congestive Heart Failure_________________
□Coronary Artery Disease__________________
□Heart Condition/ Heart Disease____________
□High Blood Pressure_____________________
□Pain or Pressure in Chest_________________
□Palpitations____________________________

CONDITIONS AND MEDICAL HISTORY (CONT.):
□Stomach/Intestinal Problems_____________________
□Gastritis/Ulcers/Reflux_________________________
□Liver Problems/Hepatitis________________________
□Kidney Disease/Excessive
Urination______________________________________
□Bladder/Kidney
Infections______________________________________
□Anemia/Bleeding/Abnormal
Bruising_______________________________________
□Diabetes Type1/Type2___________________________
□Thyroid Problems_______________________________
□Depression/Anxiety_____________________________
□Sexual Dysfunction_____________________________
□Breast Lumps/Menstrual Problems_________________
□Skin Lesion(s)_________________________________
□Joint/Muscle
Pain__________________________________________
Cancer: □Breast Cancer □Prostate Cancer □Colon/Rectal
Cancer
□Lung Cancer □Skin Cancer □Ovarian Cancer
□Other:_________________________________

IMMUNIZATIONS: (Mark the year of the last
vaccine, if known.)
□Hepatitis A____________________
□Pneumococcal vaccine___________
□Hepatitis B____________________
□Influenza______________________
□Tetanus and Diphtheria booster (Td)__________

SCREENING TEST: (Mark the year, if known.)
□Colonoscopy_________________
□Mammogram_________________
□Prostrate Exam________________
□Bone Densitometry____________

I certify that the above information is correct to the best of my knowledge. I will not hold the Physician,
Dr. David Heredia, or any member of his staff responsible for any errors or omissions that I may have
made in the completed form.

_____________________________________________________________________________________
Patient / Responsible Party signature
Date

