
Endocrinology Ins.tute of Texas 

PATIENT INTAKE FORM 

PATIENT INFORMATION 

AUTHORIZATION AND RELEASE: I understand that I am responsible for all costs of medical care at the .me of service. I also 

understand that Dr. Feferman is no longer in contract with any insurance companies.  All in house lab work is done through Labcorp. 

Please contact Labcorp directly at 972-566-7500 regarding billing ques.ons. Any missed appointments or cancella.on appointments 

with less than a 24 hour no.ce will automa.cally be charged a $50 fee. 

The pa.ent understands and agrees to allow this office to use their Pa.ent Health Informa.on for the purpose of treatment, payment, 

healthcare opera.ons, and coordina.on of care. We want you to know how your Pa.ent Health Informa.on is going to be used in this 

office and your rights concerning those records. If you would like to have a more detailed account of our policies and procedures 

concerning the privacy of your Pa.ent Health Informa.on we encourage you to read the HIPAA NOTICE that is available to you at the 

front desk before signing this consent. 

Last Name First Name Middle Ini.al Preferred name

Street Address City State Zip Code Date of Birth Age

Primary Phone # Email Address

☐ Male      ☐ Female ☐ Single    ☐ Married     ☐ Divorced     ☐ Separated     ☐ Widow

EMPLOYER EMERGENCY CONTACT

Name: Name:

Address: Rela.onship:

City, State Zip: Phone 1:

Phone:

May we share 

personal 

medical 

informa.on? ☐ Yes      ☐ No

Preferred Pharmacy Allergies

Name:

Address:

City, State Zip:

Phone:

Pa.ent / Guardian Signature (If guardian, write name please) Date

Rev 03/2023







Endocrinology Ins.tute of Texas 

HIPAA AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION 

AUTHORIZATION AND RELEASE: I, the pa.ent, hereby authorize the Provider, Facility, or Individuals listed above to release, 
request, and discuss my medical informa.on (appointments, lab/x-ray results, diagnoses, treatments, medica.ons, surgeries, 
etc.) via postal mail, telephone, fax, or email to the following family members, physicians, clinics and/or hospitals: 

PATIENT NAME: DOB: Date:

PROVIDER, FACILITY, OR INDIVIDUALS AUTHORIZED TO RELEASE, REQUEST, AND DISCUSS PERSONAL HEALTH 
INFORMATION: 

Name: Phone: 

Address: Fax:

NAME: Phone [H]:

Rela.onship: Phone [M]:

Address: Email:

NAME: Phone [H]:

Rela.onship: Phone [M]:

Address: Email:

PROVIDER: Phone [H]:

Type: Fax:

Address: Email:

PROVIDER: Phone [H]:

Type: Fax:

Address: Email:

PROVIDER: Phone [H]:

Type: Fax:

Address: Email:

May we idenAfy ourselves over the phone?  ☐ Yes     ☐ No May we leave messages?  ☐ Yes     ☐ No

Length of AuthorizaAon: ☐ 6 months     ☐ 1 year     ☐ 3 years ☐  From: To:

  



Endocrinology Ins.tute of Texas 

NOTICE OF PRIVACY PRACTICES 

I have received, reviewed, and understand this prac.ce’s No.ce of Privacy Prac.ces wri>en in plain language. 
The no.ce provides, in detail, the uses and disclosures of my protected health informa.on that may be made by 
this prac.ce, my individual rights, how I may exercise these rights, and the prac.ce’s legal du.es with respect to 
my informa.on. This includes, but is not limited to: 

• A statement that this prac.ce is required by law to maintain the privacy of protected health 
informa.on. 

• A statement that this prac.ce is required to abide by the terms of the no.ce currently in effect. 
• Types of uses and disclosures that this prac.ce is permi>ed to make for each of the following purposes: 

treatment, payment, and health care opera.ons. 
• A descrip.on of each of the other purposes for which this prac.ce is permi>ed or required to use or 

disclose protected health informa.on without my wri>en consent or authoriza.on. 
• A descrip.on of uses and disclosures that are prohibited or materially limited by law.  
• A descrip.on of other uses and disclosures that will be made only with my wri>en authoriza.on and 

that I may revoke such authoriza.on. 
• My individual rights with respect to protected health informa.on and a brief descrip.on of how I may 

exercise these rights in rela.on to: 

▪ The right to complain to this prac.ce if I believe my privacy rights have been violated, and that 
no retaliatory ac.ons will be used against me in the event of such a complaint. 

▪ The right to request restric.ons on certain uses and disclosures of my protected health 
informa.on, and that this prac.ce is not required to agree to a requested restric.on.  

▪ The right to receive confiden.al communica.ons of protected health informa.on. 

▪ The right to inspect and copy protected health informa.on. 

▪ The right to amend protected health informa.on. 

▪ The right to receive an accoun.ng of disclosures of protected health informa.on.  

▪ The right to obtain a paper copy of the No.ce of Privacy Prac.ces from this prac.ce upon 
request. 

I understand that this prac.ce reserves the right to change the terms of its No.ce of Privacy Prac.ces, and to 
make changes regarding all protected health informa.on resident at, or controlled by, this prac.ce. If changes 
to the policy occur, this prac.ce will provide me an updated No.ce of Privacy Prac.ces upon request.  

PATIENT NAME: DOB: Date:

Pa.ent / Guardian Signature (If guardian, write name please) Date

  



Endocrinology Ins.tute of Texas 

HIPAA AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION 

YOUR RIGHTS AND RESPONSIBILITIES 

You have the right to revoke this authoriza.on, in wri.ng, at any .me, except where uses or disclosures have 
already been made based upon my original permission. You may not be able to revoke this authoriza.on if its 
purpose was to obtain insurance. In order to revoke this authoriza.on, you must do so in wri.ng and send it to 
the appropriate disclosing party.  

You understand that uses and disclosures already made based upon your original permission cannot be taken 
back.  

You understand that it is possible that informa.on used or disclosed with your permission may be re-disclosed 
by the recipient and is no longer protected by the HIPAA Privacy Standards.  

You understand that treatment by any party may not be condi.oned upon your signing of this authoriza.on 
(unless treatment is sought only to create health informa.on for a third party or to take part in a research 
study) and that you may have the right to refuse to sign this authoriza.on. Refusal to sign will not affect your 
ability to obtain treatment except to the extent that the informa.on being released or requested my assist 
your health care provider in determining the appropriate treatment. Refusal to sign this authoriza.on will not 
affect your eligibility for benefits.  

You will receive a copy of this authoriza.on aLer you signed it. A copy of this authoriza.on is as valid as the 
original. 

This authoriza.on is effec.ve for the above requested and authorized health care informa.on only. You may 
ask for and receive a copy of this authoriza.on form. 

You have the right to inspect the informa.on you are authorizing to be released. This and other specific rights 
regarding the handling of your health informa.on are outlined in our Privacy Prac.ces.  

The informa.on you are authorizing to be released could be re-released or disclosed by the recipient. Such 
addi.onal disclosures or releases my not be prohibited by law. We are not responsible for the ac.ons of others 
who may be provided with informa.on released as a result of this authoriza.on. 

Unless otherwise specified by law, we will release only that informa.on which has been created by our 
employees or agents, including char notes, lab results, summaries, and consulta.ons. Records created by and 
available from other providers, hospitals, or other care facili.es must be obtained directly from those other 
providers of facili.es. 

Pa.ent / Guardian Signature (If guardian, write name please) Date

  



Endocrinology Ins.tute of Texas 
CONSENT FOR PURPOSES OF TREATMENT, PAYMENT, AND HEALTHCARE OPERATIONS 

I,      [Name of Individual] consent to Endocrinology Ins.tute of Texas, “the Prac.ce’s”, use 
and disclosure of my Protected Health Informa.on for the purpose of providing treatment to me, for purposes rela.ng to 
the payment of services rendered to me, and for the Prac.ce’s general healthcare opera.ons purposes. Healthcare 
opera.ons purposes shall include, but not be limited to, quality assessment ac.vi.es, creden.aling, business 
management and other general opera.on ac.vi.es. I understand that the Prac.ce’s diagnosis or treatment of me may 
be condi.oned upon my consent as evidenced by my signature on this document. 

For purposes of this Consent, "Protected Health Informa.on" means any informa.on, including my demographic 
informa.on, created or received by the Prac.ce, that relates to my past, present, or future physical or mental health or 
condi.on; the provision of health care to me; or the past, present, or future payment for the provision of health care 
services to me; and that either iden.fies me or from which there is a reasonable basis to believe the informa.on can be 
used to iden.fy me. I understand I have the right to request a restric.on on the use and disclosure of my Protected 
Health Informa.on for the purposes of treatment, payment, or healthcare opera.ons of the Prac.ce, but the Prac.ce is 
not required to agree to these restric.ons. However, if the Prac.ce agrees to a restric.on that I request, the restric.on is 
binding on the Prac.ce. I understand I have a right to review the Prac.ce’s No.ce of Privacy Prac.ces prior to signing this 
document. The No.ce of Privacy Prac.ces describes my rights and the Prac.ce’s du.es regarding the types of uses and 
disclosures of my Protected Health Informa.on. I have the right to revoke this consent, in wri.ng, at any .me, except to 
the extent that the Physician or the Prac.ce has acted in reliance on this consent. 

Pa.ent / Guardian name (print) Date

Pa.ent / Guardian Signature Date


