
 (
Today’s Date
:_
_________________________
Last Name: ___________________________________
_  First
 Name: __________________________________Middle Initial______
Address: ____________________________________________________________________________________________________
City: _____________________________________________
_  State
:  _______________________    Zip:  ______________________
Home Phone #: ______________________________________
_  Cell
 Phone #:  ___________________________________________
Work #: _________________________ Social Security #: ___________________________ Driver’s License #: __________________
Date of Birth: ____________________________ Age:  _____________ Sex:  _________ Marital Status: _______________________
Email Address: _______________________________________________________________________________________________
Emergency Contact Name: _______________________________________________________ Telephone # ___________________
Please tell us how you heard about us: ______________________Referred by: ___________________________________________
)PATIENT REGISTRATION FORM
 (
GUARANTOR INFORMATION
Relationship of Guarantor to Patient:
Self: _____  
Spouse: _____
Parent: _____
Last Name: _______________________________________ First Name: ____________________________ Middle Initial ________
Date of Birth: ____________________ Sex: __________ Social Security # _______________________________________________
Address: ____________________________________________________________________________________________________
City: ___________________________________________ State: _________________________ Zip: _________________________
Telephone #: _______________________________________
)

 (
INSURANCE INFORMATION 
Primary Insurance Plan Name
: _____________________________________
_  Insured
 Name: ______________________________
Insured’s Social Security Number: _____________________________
_  Insured’s
 Date of Birth: _____________________________
Policy / ID #: __________________________________________ Group #:________________________________Eff Date: ______
Claims Address & Phone: _______________________________________________________________________________________
Secondary Insurance Plan Name
: ______________________________________ Insured Name: ____________________________
Insured’s Social Security Number: ______________________________ Insured’s Date of Birth: _____________________________
Policy / ID #: __________________________________________ Group #:________________________________Eff Date: _______
Claims Address & Phone: ________________________________________________________________________________________
)



LIFESTREAM HEALTH CENTRE
Brandon Charles MD
Hormone Replacement, Gynecology and Weight Loss



 FEMALE PATIENT HISTORY 


Name: _______________________________     Age: _________________   Date: __________


Drug allergies: ____________________________________________________________________                                                                                                                

Medications currently taking: ________________________________________________________

Current method of Birth Control: _____________________________________________________                                                                                   

Number of Pregnancies: _________     Number of Kids: _______      (circle) Vaginal or Cesarean                                    

History of abnormal pap smears: (circle) yes  no  Treatment: ______________________________

Medical conditions that you are being treated for on a regular basis: _______________________                              

 _________________________________________________________________________________                                                                                                                                  

Family History of: Cancer: ___If yes what kind: _____ Diabetes: ___ High blood pressure: _____

Do you smoke: Yes  No   Alcohol use:   None     Social         Occasional        Moderate          

Last Menstrual period:______________  Meno or Post Meno  Last Mammogram:______________  

Please describe any concerns that you would like to discuss at today’s visit:

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________
                                                                                                               
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________


                                                                                                                        

                                                                                                                       

                                                                                                                

LIFESTREAM HEALTH CENTRE
PATIENT REGISTRATION FORM
DISCOLSURES & CONSENTS


Patient Name:________________________________________________Date of Birth: ______________

Socialsecurity#____________________________________ProviderName:__________________________


ASSIGNMENT OF INSURANCE BENEFITS:
I hereby authorize direct payment of my insurance benefits to Lifestream Health Centre’s affiliated professional associations or the physician individually for services rendered to my dependents or under his supervision.  I understand that it is my responsibility to know my insurance benefits and whether or not the services I am to receive are a covered benefit.  I understand and agree that I will be responsible for any co-pay or balance due that Lifestream Health Centre is unable to collect from my insurance carrier for whatever reason.


MEDICARE INSURANCE BENEFITS:
I certify that the information given by me in applying for payment under this program is correct.  I authorize the release of any of my records that this program may request.  I hereby direct that payment of my or authorized benefits be made directly to Lifestream Health Centre or the physician on my behalf.


LAB/X-RAY DIAGNOSTIC SERVICES:
I understand that I may receive a separate bill if my medical care includes lab, x-ray, or other diagnostic services.  I further understand that I am financially responsible for any co-pay or balance due for these services if they are not reimbursed by my insurance for whatever reason.


CONSENT TO TREATMENT:
I hereby consent to evaluation, testing and treatment as directed by my Lifestream Health Centre physician.

PATIENT_________________________________________________DATE:_________________________


SIGNATURE:____________________________________________________________________________ 


GUARANTORSIGNATURE:_________________________________________DATE:___________________

GUARANTOR NAME: (Please PRINT) ________________________________________________________

Dr. Brandon C. Charles
413 W Bethel Road Suite 300
Coppell, TX 75019




Acknowledgement of Receipt of HIPAA Notice of Privacy Practices



Dr. Brandon Charles reserves the right to modify the privacy practices outlined in the notice.


Signature:___________________________________________________________________

I have received a copy of the “Notices of Privacy Practices”







Name of Patient (Print)_______________________________________________________



Signature of Patient_________________________________________________________


Date of Signature________________________________________________________


Signature of Patient Representative__________________________________________



Relationship of Patient Representative________________________________________


