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Insurance Information 
Please e-mail or fax copies of both the front and back of primary and secondary insurance cards. 

860 Airport Fwy, #525 
Hurst, TX 76054 

Office: 817-522-1530 | Fax: 888-831-3531 
                E-mail: newpatients@pssdfw.com 

New Patient Demographics 
Please contact our office if you do not hear from us within 24 hours of submitting this paperwork. 

Patient Information (Please Print Clearly) 

Last Name  First Name    Middle Initial  Nickname  

Community Name          Room # 

Address 

City     State    Zip Code   

Home Phone  Cell    E-Mail 

Date of Birth    SS# Gender (Circle One) Male / Female 

*Who should we contact before/after appointments, if needed?

Phone Number Relationship to Patient 

Race: Ethnicity: Preferred Language: 
American Indian or Alaskan Native  Hispanic or Latino Chinese   Russian 
Asian  Not Hispanic or Latino English   French 
Black or African American     ____Unknown Portuguese  Spanish 
Native Hawaiian or Other Pacific Islander  Other Italian      Japanese 
White 

___ Unknown/Other     Declined to state 
 Decline to state Russian 

Decline to state 

Vaccines: 
Flu vaccine received THIS YEAR? _______________  If not current year, when last? _________________ 
Pneumonia vaccine received?  
Shingles vaccine received?  
Covid-19 vaccine received? __________Manufacturer:   Moderna  or  Pfizer  Vac #1 ____   Vac #2 ____ 
Booster #1 ____         Booster #2____   Booster #3____   

Are you currently receiving Home Health or Hospice care? If yes, which agency? ___________________ 

Where are you moving from (Home, Rehab, Out of State, etc. Why new doctor?  

Medicare # Provider Services Phone # (Usually on Back of Card) 

Secondary Insurance  ID # Provider Services Phone # 

If VA, please provide Veteran name  Veteran SS#  

mailto:office@physiciansenior.com


Patient Name  Date of Birth   
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Personal/Social History 

When sending in new patient forms, please include copies of any legal documents including: 
Medical Power of Attorney, Financial Power of Attorney, DNR, along with anything else that should be 
included in our medical chart. 

 

 
 

Full Name 

Mailing Address 

City State Zip Code 

Phone Number Relationship to Patient 
  

Emergency Contact Phone 

E-mail Relationship to Patient 
  

Is there a Medical Power of Attorney? Please provide documents. Name:  

 
 

Married / Divorced / Widowed / Single (circle one) Children    
Previous Occupation    
History of smoking: Yes / No If yes, are you still smoking? __________________ When did you quit?   
Do you currently drink alcohol? Yes / No  If yes, how much/how often?   
History of Alcohol or Drug Dependence or abuse? Yes / No If yes, explain. ____________________________                     
Food or Drug Allergies: Yes / No  If yes, please list and describe reaction: 

 
 
 

 
 

Family History (Mother / Father / Brother / Sister) 
Hypertension, heart disease, heart attack COPD    ____ Aortic aneurysm 

 Diabetes  Alzheimer’s Disease ____ Parkinson’s Disease 
 Cancer: throat, lung, brain, other: ___________  Other   
 

Functional Limitations Height: ______________  
    
Needs assistance with: Weight: ______________ 
___ dressing 
___ bathing  Hospitalizations in past year: ____________ 
___ medication management 
___ toileting / incontinence care Falls in the past month:_________________ 
___ feeding: special diet _____________________ 
___ uses cane 
___ uses wheelchair       ___ uses power wheelchair 
___ uses walker              ___ uses motor scooter 

 

To Whom Should Bills Be Sent? Circle One:  Patient / Other 

If Other, Please Provide: 



Patient Name  Date of Birth 

Please attach/include a current list of all medications being taken. 
 (Facility medication list preferred)   

Be sure to indicate dosage and frequency of the medications.   

Name of Pharmacy 

Address  

Phone Number   Fax 

Past and Current Medical History 

 Allergies (Hay Fever)  Dementia / Alzheimer’s  Osteoarthritis (old age arthritis) 
 Anemia  Dementia / Lewy Body  Osteoporosis 
 Anxiety  Diabetes - on Insulin  Parkinson’s 
 Asthma Diabetes  - on Oral Medication  Pneumonia 
Atrial Fibrillation  Difficulty Swallowing  Restless Leg Syndrome 

 Back Pain Edema  Rheumatoid Arthritis 
 Blood Clot in Leg/Lung Falls  Seizures 
 Broken Hip Heart Attack  Sleep Apnea 
 Congestive Heart Failure  High Cholesterol  Stomach Ulcer 
 COPD/Emphysema Hypertension  Stroke 
 COVID-19  Hypothyroidism  Urinary Incontinence 
 Decubitus Ulcer 

____Cancer (type) 
_________________ 

Kidney Disease 
____Depression 

 Urinary Retention/Catheter 
____Urinary Tract Infections 

____Other (please list): 
_________________________
_________________________ 

Surgical History (please list type and year) 

Cataracts  Hysterectomy  Tonsillectomy 
 Heart Surgery  Lung Surgery  Total Hip or Knee Replacement 
 Gall Bladder  Breast Surgery  Pacemaker / ICD 
 Other:

Any concerns you wish to discuss?  
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
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Authorization and 
Agreement for Services 

Patient Name Patient Date of Birth 

Consent to Treat: I hereby authorize employees and agents, including physicians, psychiatrists, podiatrists, 
nurse practitioners, physician’s assistants, and nurses of Physician Senior Services, PLLC to render routine 
medical care as they deem necessary to the patient indicated on this form. This can include ordering labs, 
imaging, and coordination of prescriptions with a pharmacy.  I also authorize Physician Senior Services to 
perform coordination of my care which can include Chronic Care Management (CCM), Care Plan Oversight 
(CPO) or Advanced Primary Care Management (APCM).  The duration of this consent is indefinite and 
continues until revoked in writing.

Financial Responsibility: I hereby authorize payment of medical benefits for services rendered to Physician 
Senior Services. This can include services provided by Physician Senior Services, or by entities that are 
utilized in my care (ex: x-ray, lab services, etc.).  I certify the information given by me in applying for 
payment under Title XVIII of the Social Security Act is correct and request payment be made on my behalf. 
I further understand that although my Medicare/insurance coverage has been verified, there is no guarantee 
they will reimburse Physician Senior Services for services rendered and I am financially responsible for any 
unpaid balance.

Release of Information: I understand as part of the provision of healthcare services, Physician Senior 
Services creates and maintains health records and other information describing, but not limited to, my health 
information, symptoms, examination and test results, diagnoses, treatment and any plans for future care or 
treatment. I hereby authorize Physician Senior Services to request and/or release written, verbal, or electronic 
information, when the information is required for treatment, payment, business operations, surveyors, or 
government representatives. I understand by signing this form, I consent to the use and disclosure of 
protected health information.

Privacy Notice Acknowledgment: I have been provided with a Notice of Privacy Practices providing a 
more complete description of the uses and disclosures of certain health information in accordance with 
Health Insurance Portability and Accountability Act of 1996 (HIPAA). I understand I have the right to 
review the notice prior to signing this consent. I understand Physician Senior Services reserves the right to 
change their Notice and Practices and prior to implementation will mail a copy of any revised notice to the 
address I have provided. I understand I have the right to object to the use of my health information for 
directory purposes and I have the right to request restrictions as to how my health information may be used. 
By signing this form, I acknowledge each of the above paragraphs, including Consent to Treat, Financial 
Responsibility, Release of Information, and Privacy Notice Acknowledgement. The duration of this 
authorization is indefinite and continues until revoked in writing.

Patient or Responsible Party (Printed Name) Responsible Party Relationship to Patient 

Patient or Responsible Party (Signature) Date 



Medical Record Release Form 

Patient Name Patient Date of Birth 
Social Security Number Telephone Number  
Address 
City State Zip Code 

Please release to: 

Physician Senior Services, PLLC 
860 Airport Fwy, #525 
Hurst, TX 76054 

Office:  817-522-1530 
Fax:      817-523-8667 
Email:  office@pssdfw.com

Please release all records including, but not limited to, progress notes, operative notes, laboratory test 
results, diagnostic tests, and x-rays. 

I hereby authorize the release of medical records as provided above. 

Patient or Responsible Party Printed Name Responsible Party Relationship to Patient 

Patient or Responsible Party Signature Date 
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860 Airport Fwy, #525
Hurst, TX 76054

Office: 817-522-1530| Fax: 888-831-3531
E-mail: office@pssdfw.com

Patient Disclosure Authorization Form 

Patient Name Patient Date of Birth 

I authorize disclosure of my protected health information to the below specified persons only.

(These are the only people that we can/will discuss or share your health information with, outside of other 
partners in your healthcare.)

Please list anyone that you want to keep informed of your care;
spouse/children/partner/caregiver, etc.

Person(s) or entity(ies) to whom Physician Senior Services may give my information: 

This authorization provides that: 

• I may revoke this authorization at any time, provided that the revocation is in writing to Physician Senior
Services, except if this practice has taken action relying on this consent or if the authorization was obtained
as a condition of obtaining insurance coverage.

• Information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient
and no longer be protected by HIPAA privacy rules.

• Physician Senior Services will not condition treatment on my providing authorization for the requested use
or disclosure.

• I have the right to access my protected health information to be used or disclosed.

• I will receive a copy of this completed and signed authorization form.

Date Patient Signature 

Patient Guardian/Power of Attorney Signature Date 

If not signed by patient;  Guardianship or Power of Attorney documentation must be provided
to Physician Senior Services before this authorization is effective. 

Name/Phone/Relation:  ______________________________________________________________________

Name/Phone/Relation:  ______________________________________________________________________

Name/Phone/Relation:  ______________________________________________________________________

Name/Phone/Relation:  ______________________________________________________________________

Name/Phone/Relation:  ______________________________________________________________________

mailto:office@physiciansenior.com


860 Airport Fwy, #525
Hurst, TX 76054

Office: 817-522-1530
Fax: 1-817-523-8667 

Frequently Asked Questions 

How do I become a Physician Senior Services patient? 

To become a patient of our practice, please fill out completely and sign our new patient packet, which 

includes: New Patient Demographics (three pages), Authorization and Agreement for Services, Medical 

Record Release Form, and Patient Disclosure Authorization Form. All forms need to be mailed, faxed, 

or e-mailed to our office. Someone from our office will call you when we receive your paperwork. We 

will then verify your insurance and call you back to schedule your first appointment. 

How do I schedule appointments? 

Our office will schedule appointments for you approximately every four weeks, depending on your 

medical needs. If you need an appointment because of an acute issue, then call our office and we will 

help you decide if a Provider or home health visit is needed. 

What are Physician Senior Services office hours? 

Our office staff is available to take your calls between 8:30am – 4:30pm M-F (closed for lunch 
12-1pm). During off hours, you may leave a message on our office voicemail or speak with our after-

hours message service and someone will return your call. The after-hours message service is for urgent 

calls that cannot wait until the next business day. 

When can I expect a return call after I leave a message? 

Our office staff strive to return calls on the same day they are received. If a call comes in after 2:00 pm, 

it may be returned on the next business day. Providers may ask a staff member to return your call, 

depending on the nature of the call and their availability. 

Can a Provider see me the same day I call with a problem? 

Unfortunately, in most instances a Provider will not be able to see you on the same day you call with a 

problem. Our Providers have full schedules at many facilities. Our office nurse in most instances can 

listen to your symptoms and contact your Provider for a solution. The nurse can schedule a visit with 

your Home Health nurse, order X-rays, labs, or medications based on guidance from your Provider. 

Are Physician Senior Services providers available 24-hours a day? 

Our providers share an on-call rotation via an after-hours message service that will take your call and 

forward your message to that on-call provider. The provider will review the message and order 

medications or tests as necessary. If it is not an emergency, then they will resolve your issue on the next 

business day. 

I cannot make it to my loved one’s appointments, can a Provider call me after every visit? 

Your loved one’s provider is not able to call you after every visit; however, either the provider or 

someone from our office will contact you for medication changes or if an acute issue arises. Upon 

request, we can send you a copy of the provider’s visit notes. 

When will I hear about X-rays or lab work? 

Normal lab work will be discussed at your next appointment. If there are any positive results you will 

be contacted by our office nurse or your Provider. Appropriate action will be taken to resolve your 

problem. Medications will be ordered or you will be provided with a referral to a specialist, if necessary. 
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