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PATIENT INFORMATION 
 
New patient___  Updated Info__  Is injury related to an accident or to work?_____________ 

_____________________      ___________________    ______   ___________   M/F    ____/____/_____ 
Patient’s legal last name               First Name                M.I.       Nickname      Gender   Date of Birth 

_______________________________     __________________   _____   ________  ______-_____-_______ 
Patient’s Street Address   City          State    Zip Code   Patient’s SS # 

(___)____-_________     (____)____-_______    (____)____-_______   S/M/D/W    ____________________ 
Home Phone #  Cell Phone #  Work Phone #  Marital Status    Driver’s License # 

Employed____ (Full  Part  Self)    Student____  (Full, Part)  Not Employed____ Active Military____ Retired____ 

Patient’s Employer _______________ Employment Address_______________________Position_______________ 

 
Emergency Contact: 
 
________________________  _______________   ____  ____________________ (___)_________________ 
Last Name                              First Name  M.I.   Relationship to Patient     Emergency Phone#  
 

PRIMARY INSURANCE 
 
 
______________________________________      _____________________  $_____________ 
Primary Insurance Company            HMO / PPO / POS / MC /EPO  Office Visit Co-Pay 

_____________________________  _________________     ____  _____   (__)_____________ 
Claims Address Street/ PO Box  City             State  Zip         Insurance Claim Phone# 

______________________________________  _________________________  ____/_____/_______ 
Policy or Identification #     Group #        Effective Date 

_____________________     ___________________    _____   ________________     M /F   ____/_____/____ 
Policyholder’s legal last name First Name        M.I.  Nickname         Gender    Date of Birth 

_________________________________ ____________ ______ _________ _____________________ 
Policyholder’s Street Address     City  State Zip Code  Policyholder’s SS# 

(____)_______-_________           (____)_____-______ (____)____-______   Spouse/Parent/other________ 
Home Phone #   Cell Phone #       Work #                    Policyholder’s Relationship to Patient 

_______________________ _________________________________________        ______________ 
Policyholder’s Employer  Employment Address     Position 
 
It is important to know if your Insurance will pay for Quest labs next door __________________________ 
to avoid your being billed for any labs ordered. Please specify preferred lab. Insurance Authorized Laboratory 

I request that payment of authorized insurance benefits be made on my behalf to AllMedPhysicians, pLLC  for any services 
furnished.  I authorize AllMedPhysicians  to release to the insurance company listed above any medical information about me or my 
dependent which may be needed to determine these benefits or the benefits payable for related services.  A photocopy of this 
assignment is to be considered as valid as the original until revoked in writing.  I understand that I am financially responsible for all 
charges whether or not covered by insurance.  In addition, I am hereby notified that if I do not show for a scheduled appointment, or 
fail to cancel an appointment, a no show will be noted on my account, and I MIGHT be charged a fee of $25.  AllMedPhysicians  
requires a 24-hr notice for all cancellations or reschedules.  With three (3) no shows, I may be terminated from the practice at 
AllMedPhysicians.   
I understand that this office holds my medical records in strict confidence.  They will not be released to anyone without my explicit 
written permission.  All requests for the release of medical records must be in writing.  A reasonable fee may be charged by this 
office for the issuing of medical records.  By signing below, I admit that I have received a notice of privacy practices from AllMed. 
Signature of Patient / Guarantor   (circle one)      Date Signed   

 

_____________________                                                See the Reverse Side of This Page ALSO, Please 
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SECONDARY INSURANCE INFORMATION 

 
__________________________________ ______________   $______________ 
Secondary Insurance Company           HMO / PPO/ POS /MC / EP         Office Visit CoPay 

____________________________________________     ____   ________    (____)_______________ 
Claims Address      Street / PO Box     City     State    Zip Code       Insurance Claim Phone# 

________________________________________ _____________________________/______/___________ 
Policy Identification #        Group #       Effective Date 

_____________________  ______________      _____     ____________      M/F         ____/____/____ 
Policyholder’s Legal last Name    First Name       M.I.          Nickname      Gender Date of Birth 

__________________________________      __________________      ___   _____      ______-_____-____ 
Policyholder’s Street Address        City                                State    Zip    Guarantor’s SS# 

(____)______-_______ (____)_____-________   (____)_____-_______  Spouse / Parent / Other_______ 
Home Phone #  Cell Phone #                       Work Phone #            Policy Holder’s Relationship to Patient 
 
________________________ ______________________________________________________________ 
Policyholder’s Employer   Employment Address           Position 
 

 

 
GUARANTOR INFORMATION 

**Guarantor is the adult who completes this form.  If the guarantor is different from the insurance policyholder,        
please complete the guarantor section. 
    
______________________ _______________  ___  __________  M / F  ____/___/____ 
Guarantor’s Legal Last Name      First Name   MI     Nickname         Gender   Date of Birth 

_______________________________ __________________ ____ _________ ____-____-____ 
Guarantor’s Street Address      City   State     Zip Code  Guarantor’s SS# 
 
 
(____)_____-________ (____)_____-________ (____)_____-________   S/M/D/W   ___________________ 
Home Phone #     Cell Phone #     Work Phone #            Marital Status  Drivers License# 

Employed____ (Full / Part / Self)   Student___  (Full / Part)     Not Employed___    Active Military___    Retired___ 

____________________________________________________________________________________________ 
Guarantor’s Employer                 Employment Address         Position 
 
 

 
I understand that an adult over age of 18 must accompany each pediatric patient until the visit is completely over. 
I also agree that Dr Carney and her staff will communicate with me and provide 1 copy of records to me if I 
request them and I am responsible for communicating these results to any other interested party, including a 
custodial parent who is not signing this form.  If this patient presents by herself/himself to this office for care, I am 
also authorizing that care and I accept financial responsibility for it. 
 
 Below is a list of adults who may bring my child here for medical services and sign for financial responsibility.  
 
 
 
__________________________________________________________  ____________________________________________________ 
 
 
 
______________________________________________________ _____/______/________ 
Signature of Guarantor    (circle one)           Date Signed 
 



Release of Medical Records From Former Physician 
Authorization for Release of Information from Other Physicians for giving to 
AllMedPhysicians, pLLC fax 512-295-4777 119 Cimarron Park Loop, suite D, Buda, TX  

I authorize the office at 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
 
to release my records to AllMedPhysicians, pLLC /Linda Carney MD, fax 512-295-4777  
My authorization covers the following areas of records:  
____any ____Medical summary ___Labs (except _________)  
____diagnostic studies (except _____________________________)  
____Psychiatric records ____HIV status  
I agree that this authorization to release records will be as valid on a faxed 
copy or photocopy as it is on the signed original.  
Patient (print)_________________________ Signature _____________________________  
Patient’s Date of Birth ________________________  
Legal Guardian/Parent _______________ Date __________________________________  
 

HIPAA Release 
Notice of Privacy Practices, pursuant to the HIPAA regulations  
I acknowledge that I have been offered (my own copy to keep for myself) the notice of privacy 
practices in effect at AllMedPhysicians, pLLC and have been made aware that this same notice is 
posted in the lobby here.  
Signature _______________________________________ Date _____________________________  
 
 

Release For Insurance To Pay Your Claim or Records to 
Referred Physicians  

Authorization for Release of Information From AllMedPhysicians, pLLC  
I authorize Linda Carney, MD /AllMedPhysicians, pLLC to contact my insurance company 
or health plan administrator and obtain all pertinent financial information concerning coverage and 
payments under my policy. I direct the insurance company or health plan administrator to release 
such information to Linda Carney, MD /AllMedPhysicians, pLLC. I authorize Linda 
Carney, MD /AllMedPhysicians, pLLC to release all medical information (including, but not 
limited to, information on psychiatric conditions, sickle cell anemia, alcohol and drug abuse, and 
HIV or communicable diseases) requested by my health insurance carrier, Medicare, other 
physicians or providers, and any other third-party payers. I accept financial responsibility for 
paying Linda Carney, MD /AllMedPhysicians, pLLC $0.25 for the first page and $0.10 for 
all other pages in the release all medical information to my other physicians and to other entities, 
except when the records are released to insurers for the purposes of paying my bills owed to Dr. 
Carney. AllMedPhysicians, pLLC will have 15 days in which to have records available for patient 
to pick up, and this 15 days will commence after payment for copying has been received from the 
patient and after patient has signed this form authorizing records’ release. I agree that these 
provisions will remain in effect until I provide written revocation to Linda Carney, MD 
/AllMedPhysicians, pLLC.  
 
Signature of Patient/Legal Guardian: _________________________________  
Date: _________ 



Linda Carney MD/AllMedPhysicians, pLLC 
 
Linda Carney MD/AllMedPhysicians, pLLC believes that part of good healthcare practice is to 
establish and communicate a financial policy to our patients. We are dedicated to providing the best 
possible care for you, and we want you to completely understand our financial policy. 
 

1. PAYMENT is expected at the time of your visit. We will accept cash, check, or credit card. 
Payment will include any unmet deductible, co-insurance, co-payment amount, or non-covered 
charges from your insurance company. If you do not carry insurance, or if your coverage is 
currently under a pre-existing condition clause, payment in full is expected at the time of you visit. 
We do ask for a copy of an ID card of license due to the many cases of identity theft in the news 
lately. (Please do not be offended!)  

 
2. INSURANCE We are participation providers with several insurance plans. We will file all of 

these insurance claims. A list of these insurance plans is available upon request. Please remember 
that insurance is a contract between the patient and the insurance company and ultimately the 
patient is responsible for payment in full. If your insurance company does not pay the practice 
within a reasonable period of time, you will be billed. If we later receive payment for your insurer, 
we will refund any overpayment to you. 

 
If our doctors are not listed in your plan’s network, you may be responsible for partial or full 
payment. If you are insured by a plan with which we have no prior arrangement, we will prepare 
and send the claim in for you on an unassigned basis. This means the insurer may send the 
payment directly to you and therefore, our charges for you are due at the time of service. Due to 
the many different insurance products out there, our staff can not guarantee your eligibility and 
coverage. Be sure to check with you insurer’s member benefits department about services and 
physicians before your appointment. Many web sites have erroneous information and are not a 
guarantee of coverage. You are responsible for obtaining a properly dated referral if required by 
your insurer and responsible for payment if your claim rejects for the lack of one.   
 
Not all insurance plans cover all services. In the event your insurance plan determines a service to 
be “not covered”, you will be responsible for the complete charge. Payment is due upon receipt of 
a statement form our office. All procedures billed in this office are considered covered unless 
limited by your specific insurance policy. 
 

3. LATE CHARGES of 12% annually may be applied to all patient balances of 90 days or older. 
 

4. RETURNED CHECKS will incur a $30.00 service charge. You will be asked to bring cash or 
money order to cover the amount of the check plus the service charge to pay the balance prior to 
receiving services from our staff or the physician.  

 
5. ACCOUNTING PRINCIPALS Payment and credits are applied to the oldest charges first, 

except for insurance payments which are applied to the corresponding dates of service.    
 

6. COMPLETING INSURANCE FORMS: COPYING MEDICAL RECORDS, ECT. Requires 
office staff time and time away from patient care for our doctors. We may require pre-payment for 
completing forms, copying medical records, notarizing, or for extra communication by the doctor. 
The charge is determined by the complexity of the form, letter, or communication. Base form 
charges are $10 per occurrence. 

 
7. If you have questions in regard to any of your billing statements, our accounts receivable staff at 

Physician Support Services is available to assist you. CALL (512) 535-1935 
 
 

See Other Side 
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FINANCIAL POLICY OF LINDA CARNEY MD/AllMedPhysicians, pLLC 
 
 
8. If you do not cancel your appointment at least 24 hours before, or if you no-show, we may assess 

you a $25 fee. If you do not pay your portion at the time of service, we may assess you a $25 
billing fee.  

 
 9. RESPONSIBILITY FOR PAYMENT: I understand that I, personally, am financially 

responsible to LINDA CARNEY MD/AllMedPhysicians, pLLC  for charges not covered 
by the assignment of insurance benefits.  

 
10. ASSIGNMENT OF INSURANCE BEBEFITS: I hereby assign, transfer, and set over directly to 

LINDA CARNEY MD/AllMedPhysicians, pLLC sufficient monies and/or benefits for 
basic and major medical to which I may be entitled for professional and medical care, to cover the 
costs of the care and treatment rendered to myself or my dependent in said department. 

 
11. MEDICARE BENEFITS: I certify that the information given by me in applying for payment 

under Title VIII of the Social Security Act is correct. I authorize any holder of medical or other 
information about me to release to Social Security Administration and Health Care Financing 
Administration, or its intermediaries or carriers, any information needed for this, or a related 
Medicare claim. I request that payment of authorized benefits be made on my behalf. I assign the 
benefits payable for physician services to LINDA CARNEY MD/AllMedPhysicians, 
pLLC. 

 
12. RELEASE OF INFORMATION: I hereby authorize the and direct LINDA CARNEY 

MD/AllMedPhysicians, pLLC to release to governmental agencies, insurance carriers, or 
others who are financially liable for such professional and medical care, all information needed to 
substantiate claim and payment. 

 
13. COLLECTION FEES: I understand that in the event my account is placed in collection status, 

any additional fees incurred due to this, will be added to my outstanding balance. I understand that 
these additional fees will be my personal responsibility.  

 
14. DIVORCED PARENTS of PATIENTS: By signing below, the adult who signs the child into 

our practice on the day service accepts responsibility for payment. This office does not promise to 
send bills or records to the other parent/guardian for issues of payment or communication. We will 
communicate about treatment and payment with the parent who signs in that day. Parents are 
responsible between themselves to communicate with each other about the treatment and payment 
issues.  

 
I have read and understand the practice’s financial policy and I agree to be bound by its 
terms. I also understand and agree that such terms may be amended by the practice from 
time to time. 
 
 
Signature of Patient (or Responsible Part, if applicable)   Date 
 
 
 
Please print the name of the patient      updated 1/17/07 



Medication Chart    Patient Name:_________________________________ 
Help us care for you better by telling us what prescriptions and over-the-counter 
medications you take. 
Update this every time you visit. 
 
Prescriptions 
Name of 
medicine 

Dose 
(total 
milligrams) 

How 
many 
times 
per day? 

When do take 
it? (Morning and 
night? After 
meals?) 

Who prescribed 
it for you? 
(Physician’s last 
name) 

Why do 
you take 
it?  

Do have any side-
effects? Describe 
them. 

       
       
       
       
       
       
       
       
       
Over-the-counter medications, herbal remedies, vitamins 



DISCLOSURE OF PATIENT RECORDS 
 

The HIPPA privacy act gives patients the right to request a restriction on the uses and disclosures of their protected health information (PHI).  The patient is also provided the right to request confidential 
communications or that the communication of PHI can be made by alternative means, such as sending correspondence to the individual’s office instead of the individual’s home.  The following is a list 
of choices for you to determine how your protected health information can be used or shared:  
 
I wish to be contacted in the following manner: 
Home Phone Cell Phone Work Phone Other Phone 
_____ OK to Leave Detailed Message 
_____ Leave call back number only 

_____ OK to Leave Detailed Message 
_____ Leave call back  number only 

_____ OK to Leave Detailed Message 
_____ Leave call back number only 

_____ OK to Leave Detailed Message 
_____ Leave call back number only 
 

Please note that marking All your phone numbers as “Leave call back number only” could 
impact patient care by preventing us from leaving important messages in a timely manner. 

What/Who is other phone number: 
_________________________ 
_________________________ 
 

 
Written Communications will automatically be sent to your home address (i.e. Lab results, correspondence) unless otherwise indicated below:  
 

 I wish for my PHI to be mailed to a place other than my home: 
__________________________________________________________ 
Addressed to: 

I hereby give the office my permission to release any necessary 
information to the following individuals listed below should they 
call on my behalf: 
 
 
Name of individual:                                         Relationship to patient: 
 
__________________________________       ______________________________ 
 
__________________________________       ______________________________ 
  
__________________________________       ______________________________ 
 

__________________________________________________________ 
Street Address/PO Box/Apt. or Unit Number 
__________________________________________________________ 

       City     State  Zip 
 
The Privacy Rule generally requires healthcare providers to take reasonable steps to  
limit the use or disclosure of, and requests for PHI to the minimum necessary to  
accomplish the intended purpose.  These provisions do not apply to uses or  
disclosures made with the authorization requested by the individual.  
 
This information may be revoked or changed at any time by  
filling out a new form. 
 
________________________________________     ______________ 
Patient/Guarantor Signature     Date 
 
 
________________________________________________      
Print Patient Name       
 

HIPAA Release 
Notice of Privacy Practices, pursuant to the HIPAA regulations  
I acknowledge that I have been offered (my own copy to keep for myself) the notice of privacy practices in effect at AllMedPhysicians, pLLC and 
have been made aware that this same notice is posted in the lobby here.  
Signature _______________________________________ Date _____________________________  
 




