
EL PAS◊,KLINIC 

HUMA Y LODHI MD MELISSA HOLGUIN PA-C 

Today's Date: 
-----

PATIENT INFORMATION 

(Please use full legal name, no nicknames please) 

Last Name: First Name: 
-------- ---------------

Date of Birth:. _______ Age: ______ Sex: Female [ ] Male [ ] 
Address: SS# 

---------

City: State: ________ Zip: ______ _ 
Home Phone # Cell Phone # 

-------------

Emergency Contact Name: ____________ Phone# _______ _ 

PARENTI-LEGAL GUARDIAN INFORMATION 

** Person responsible for bill: Mother [ ] Father[ ] Other[ ] 

Mom's First & Last Name: 
-----------------------

Maiden Name: ___________ DOB: _______ SS# ____ _ 
Mom's Work# _________ Mom's Cell # _____________ _ 
Dad's First and Last Name: _____________ DOB: ______ _ 
SS#_______ Married [ ] Divorced [ ] Single [] 
Address (if different than above) ____________________ _ 
Please provide name of patient's siblings: _________________ _ 

INSURANCE INFORMATION 

(Please allow receptionist to photocopy your insurance ID cards) 

Primary Insurance: _______ Policy holder's name: __________ _ 
Relationship to t_he patient: _____________________ _
Policy holder's SS# ________ Policy holder's DOB------,------
Policy ID # 

. 
Group# ___________ _ 

Effective Date: Claims Address: 
-------------

1 n s u ran c e phone # ________________________ _ 



TEXAS 
Heal� and Human I Texas Department of State 
Semces Health Services 

(Please print clearly) 

First Name 

( 

TEXAS IMMUNIZATION REGISTRY (ImmTrac2) 
ADULT CONSENT FORM 

Middle Name Last Name 

) Gender: 
Date of Birth (mm/ dd/yyyy) Telephone Email address 

0Female 

□Male

Address Apartment # / Building # 

City State Zip Code County 

Mother's First Name Mother's Maiden Name 

The Texas Immunization Registry is a free service of the Texas Department of State Health Services (DSHS). The immunization 
registry is a secure and confidential service that consolidates immunization records for public health purposes (e.g., giving all doctors 
treating a patient a central place to see that patient's immunization records). With your consent, your immunization information will 
be included in ImmTrac2. For a fami/y tnember younger than 18 years ef age, a parent, legal guardian, or managing conservator mtf)' grant consent for
participation for that minor f?y completing the Imm Trac2 Minor Consent Form (# C-7) available for downloading at www.ImmTrac.com. 

Consent for Registratjon and Release of Immunization Records to Authorized Persons / Entities 

I understand that, by granting the consent below, I am authorizing release of my immunization information to DSHS and I further 
understand that DSHS will include this information in the Texas Immunization Registry. Once in ImmTrac2, my immunization 
information may by law be accessed by: a Texas physician, or other health care provider legally authorized to administer vaccines, 
for treatment of the individual as a patient; a Texas school in which the individual is enrolled; a Texas public health district or local 
health department, for public health purposes within their areas of jurisdiction; a state agency having legal custody of the individual; 
a payor, currently authorized by the Texas Department of Insurance to operate in Texas for immunization records relating to the 
specific individual covered under the payor's policy. I understand that I may withdraw this consent at any time.

State law permits the inclusion of immunization records for First Responders and their immediate family members (older than 
18 years of age) in the Registry. A "First Responder" is defined as a public safety employee or volunteer whose duties include 
responding rapidly to an emergency. An "immediate family member" is defined as a parent, spouse, child, or sibling who resides 
in the same household as the First Responder. For a family member younger than 18 years of age, a parent, legal guardian, or 
managing conservator may grant consent for participation as an ''ImmTrac2 child" by completing the Immunization Registry 
(ImmTrac2) Consent Form (# C-7). 
Please mark the appropriate box to indicate whether you are a First Responder or an Immediate Family Member. 
0 I am a FIRST RESPONDER. 0 I am an IMMEDIATE FAMILY MEMBER (older than 18 iears of age) of a First 

Responder. 
By my signature below, I GRANT consent for registration. I wish to INCLUDE my information in the Texas immunization registry . 

. Individual (or individual's legally authorized representative): Printed Name 

Date Signature 

Privacy Notification: With few exceptions, you have the right to request and be informed about information that the State of Texas 
collects about you. You are entitled to receive and review the information upon request. You also have the right to ask the state agency 
to correct any information that is determined to be incorrect. See http: I lwwmdrhs.texgs.gp11 for more information on Privacy Notification. 
(Reference: Government Code, Section 552.021, 552.023, 559.003, and 559.004) 
Questions"? (800) 252-9152 • (512) 776-7284 Fax: (866) 624-0180 www;ImmTrac.com 
Texas Department of State Health Services • ImmTrac Group • MC 1946 • P. 0. Box 149347 • Austin, TX 78714-9347 

PROVIDERS REGISTERED WITH ImmTrac2: Please enter client information in ImmTrac2 and affirm that consent has been 
granted. DO NOT fax to ImmTrac2. Retain this form in your client's record.

Stock No. Fl 1-13366 Revised 07 /2019 



EL PASO�KLINIC 

HUMA Y LODHI MD MELISSA HOLGUIN PA-C 

Patient Privacy Directive 

In our efforts to comply with the Health Insurance Portability and Accountability Act (HIPAA), we need to 
be certain that we guard your privacy according to your wishes when it comes to your family, friends, and 
co-workers. 

Please circle your response to the following: 

May we leave messages concerning your appointments with a co-worker, receptionist or secretary that 
regularly answer your calls? Yes, No N/A 

May we leave messages on a voice mail at work? 

May we discuss your appointments/treatment with your spouse? 

Yes, No 

Yes, No 

N/A 

N/A 

If you are over the age of 18, still living at home, may we discuss your appointments/treatment with your 
parent(s) or guardian? Yes, No N/A 

If you are over the age of 18, may we discuss your appointments and/or treatment with your children? 
Yes, No N/A 

You must inform us, in writing, of any changes in your directives. This record takes effect ___ _ 
and will be kept in your file along with your acknowledgement of receipt of your Notice of Privacy 
Practices. 

Signature: _________________ _ Date: ----------

Printed Name: Date of Birth: 
----------------- -------







... - -· AclcnowleagemenfofRecef pt ·of HIPPA Notice arid Privacf Practfoes

This practice reserves the right to modify the privacy practices outlined in the notice. 

I have received a copy of the "Notice of Privacy Practices" 

Patient Name (Print): ________________ DOB: ________ _ 

Signature of Patient Representative:----------------------

Relationship to Patient: __________________________ _ 

Date: _________ _ 

I 

Acuerdo de Recibo de la Noticia de Practicas de Privacidad HIPPA 

Este consultorio se reserva el derecho de modificar las practicas de privacidad mencionadas 

Yo he recibido una copia de "Noticia de Practicas de Privacidad" 

Nombre del Paciente (letra de molde): ____________ Fecha de Nacimiento: 

Firma del Paciente o Representante _____________________ _ 

Relacion con el Paciente 
---------------------------

Fe ch a:----------







EL PASO�KLINIC 

Financial Policy Patient 
Financial Agreement 

Patient Name: (Print) ..... ____________ ....;=;c.D--=O=B"---------

El Paso Kids Klinic is committed to serving our patients with professionalism and care, and from our patients 
we expect the same commitment. This includes being on time for your appointment and calling to cancel an 
appointment if you can't make it. It also includes presenting your identification card and insurance cards at 
EVERY appointment and making your copay or deductible payments at the time of your office visit with cash 
or credit card. 

Your responsibility is to provide us with accurate and complete information concerning your current address 
and phone number. As a courtesy, El Paso Kids Klinic will bill your primary insurance and your secondary 
insur,ance for you. 

For services outside of our clinic, like radiology, laboratory, surgery centers, physical therapy, hospitals and 
rehabilitation centers, it is your responsibility to know which facility you are required to use. If you aren't sure, 
please talk to your insurance member services .. 

For All Insurances patients: Parent/Guardian Signature - I authorize payment to be made on my behalf 
to Ruma Y. Lodhi, MD, PA (d.b.a El Paso Kids Klinic) for any services provided to me by my provider. I 
authorize my provider to release to the Health Care Financing Administration and its agents any information 
needed to determine my benefits. 

I understand that my signature requests payment be made to pay my claim. My signature also authorizes the 
release of medical information necessary to pay my claim. My signature also authorizes the release of benefits 
payable and medical information necessary to pay any secondary insurance payer. 

Patient's Primary Insurance & Number: ___________________ _ 
Patient's Secondary Insurance & Number: __________________ _ 

I have read and I understand El Paso Kids Klinic financial policies and I accept responsibility of associated 
medical care fees. 

Parent/Guardian Signature Date 
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