
CA BLOOM, M.D., PLLC 
NEW PATIENT INFORMATION SHEET 

PATIENT NAME: (LAST, FIRST, MIDDLE INITIAL) SEX: M F DATE OF BIRTH: SOCIAL SECURITY NO. : 

ADDRESS: CITY/STATE/ZIP: TELEPHONE NUMBERS: (HOME & MOBILE) 

EMPLOYER NAME: EMPLOYER TELEPHONE NUMBER: 

EMPLOYER ADDRESS: CITY/STATE/ZIP: 

SPOUSE'S NAME: SPOUSE'S EMPLOYER NAME: EMPLOYER TELEPHONE NUMBER: 

EMERGENCY CONTACT NAME: RELATIONSHIP: EMERGENCY CONTACT TELEPHONE: 

NAME OF PERSON WHO REFERRED YOU TO OUR PRACTICE: 

INSURANCE INFORMATION 
PRIMARY INSURANCE COMPANY NAME: NAME OF INSURED: 

COMPANY ADDRESS: CITY/STATE/ZIP: 

GROUP NO. INSURED'S ID/CERTIFICATE NO. 

RELATIONSHIP OF PATIENT INSURED: SELF SPOUSE CHILD OTHER 

SECONDARY INSURANCE 

COMPANY NAME: NAME OF INSURED: 

COMPANY ADDRESS: CITY/STATE/ZIP: 

GROUP NO. INSURED'S ID/ CERTIFICATE NO. 

RELATIONSHIP OF PATIENT INSURED: SELF SPOUSE CHILD OTHER 

BILLING 

As a service to you, our charges will be filed with your insurance company by our billing service. If you are a member of a 
PPO/HMO, with a copay for office visits, your copayment is due at time of service. After your insurance company had paid their portion of 
the charges, you will be sent a statement for any remaining balance, which is your responsibility. This can include deductibles, coinsurance, 
and non-covered services. 

AUTHORIZATION 
I hereby authorize the physician indicated above to furnish information to insurance carriers concerning my illness, condition, and 
treatment, and 1 hereby irrevocably assign to the physician all payments for medical services rendered to myself or my dependents. 1 
understand that 1 am financially responsible for all charges , whether or not covered by insurance. 1 also authorize Dr. Christopher Bloom to 
treat any of my medical needs. 

Signature: Date: 

Pharmacy Name Phone Number 



CA BLOOM, M.D., PLLC 
Notice of Privacy Practices 

As required by the privacy regulations created as a result of the Heath Insurance Portability and 
Accountability Act of 1996 (HIPAA) 

This notice describes how heath information about you (as a patient of this practice) may be used and 
disclosed and how you can get access to your individually identifiable health information. 

Please review this notice carefully. 

A. Our commitment to your privacy: 

Our practice is dedicated to maintaining the privacy of your individually identifiable health 
information (also called protected, or PHI).In conducting our business, we will create records 
regarding you and the treatment and services we provide to you. We are required by law to 
maintain the confidentiality of health information that identifies you. We also are required by law to 
provide you with this notice of our legal duties and the privacy practices that we maintain in our 
practice concerning your PHI. By federal and state law, we must follow the terms of the Notice of 
Privacy Practices that we have in effect at the time. 

We realize that these laws are complicated, but we must provide you with the following important 
information: 

• How we may use and disclose your PHI 
• Your privacy rights in your PHI 
• Our obligations concerning the use and disclosure of your PHI 

The terms of this notice apply to all records containing your PHI that are created or retained by our 
practices. We reserve the right to revise or amend this Notice of Privacy Practices. Any revision or 
amendment to this notice will be effective for all of your records that our practice has created or 
maintained in the past, and for any of your records that we may create or maintain in the future. Our 
practice will post a copy of our current Notice in our offices in a visible location at all times, and you may 
request a copy of our most current Notice at any time. 

If you have any question about this Notice, please contact: 

Gladys Bloom 214-206-1445 



CA BLOOM, M.D, PLLC 

Acknowledgement of Review of 
Notice of Privacy practices 

I have reviewed this office's Notice of Privacy Practice's, which explain how my medical 
information will be used and disclosed. I understand that I am entitled to receive a copy of this 
document. 

Signature of Patient or Personal Representative 

Print Name of Patient or Personal Representative 

Description of Personal Representative's Authority 

Date 



CA BLOOM, M.D., PLLC 
Name Date 

Past medical problems? Please check to the right or circle all that apply. 
A-Fib Cirrhosis Heart Failure Parkinson's Stroke 

Allergies Constipation Headaches Pneumonia TIA 

Alzheimer's Depression Hepatitis Prostate 
Cancer 

Tremor 

Anemia Diabetes Hypothyroidism Prostate 
Enlargement 

Ulcers 

Arthritis Diverticulitis Incontinence Psychiatric 
Care 

UTI 

Asthma/ 
Emphysema 

Fatigue Insomnia Reflux Vascular/legs 
Arteries/veins 

Breast Cancer Gout Kidney Disease/ 
Stones 

Seizures Other: 

Cataracts Hypertension Obesity Shingles Other: 

Cholesterol Heart Attack Osteoporosis Sleep Apnea Other: 

Surgeries Date 
Appendectomy 
Hernia repair 
Hysterectomy 
CABG/ Bypass Heart 
Heart stents 
Breast Biopsy 
Prostate (TURP) 
Hemorrhoid repair 
Gallbladder removal 
Colon removal 
Vascular surgery Artery/ Vein 

Medications (List all medications, strengths and times per day.) 

1. 5, 
2. 6. 

4. 8. 



CA BLOOM, M.D, PLLC 
Name 

List All Allergies 

Date 

Last Mammogram Date 
Last Colonoscopy Date_ 
Last Pneumonia Shot 

Circle One. Then fill in the blank. 

Do you smoke? Yes No 
If yes, how many packs per day? 
How long have you been smoking? 
Have you ever smoked? Yes No 
If yes when did you stop? 
Do you consume alcohol? Yes No 
If yes, how much? 
Are you concerned that you may be HIV positive? Yes No 
Do you want an AIDS/HIV test? Yes No 

Family History 
Diabetes Yes No 
Heart Failure Yes No Tuberculosis Yes No 
High blood pressure Yes No Stroke Yes No 
Heart Attack Yes No Cancer Yes No 

Do you currently have any of the following symptoms? (All yes responses to be discussed with the 
doctor.) Circle one. 

Headaches? Yes No 
Vision changes? Yes No 
Hearing changes? Yes No 
Difficulty swallowing? Yes No 
Sinus problems? Yes No 
Difficulty of breathing? Yes No 
Chest pain? Yes No 
Fast Heart Beat? Yes No 
Bowel problems? Yes No 
Nausea/ vomiting/ diarrhea? Yes No 
Urine problems? Yes No 
Pain/swallowing or numbness in any limb? Yes No 
Dizziness? Yes No 
Fatigue? Yes No 
Difficulty sleeping? Yes No 
Notice of Privacy Practices received? Yes No 

Last PSA Date. 
Last Flu Shot 



CA BLOOM, M.D., PLLC 

Please read the following Health Care recommendations. By signing this you are acknowledging 
that you have received and understand its content: 

For Women: 
• Mammograms should be preformed every other year after age forty and then yearly 

after age fifty. Self breast exams should be done yearly after age forty. 
• Pap smears yearly after the start of your menstrual cycle. 
• Bone density test should be done yearly after menopause. 

For Men: 
• Digital prostate exam and PSA blood test should be done yearly after age fifty. Please 

note that the PSA blood test should be done before the exam. 

For both Men and Women: 
• A colonoscopy should be done for every adult over the age of fifty. If you have a first 

degree relative (i.e. mother, brother) diagnosed with colon cancer earlier you should 
have the procedure done 10 years before the onset of the disease in that relative. 

• You should receive a yearly flu shot if you are older than 65 years, a Health Care worker, 
and/or Diabetic. 

• You should get a pneumonia shot every five years if you are older than 65 years, and/or 
had a spleenectomy. 

• If you are Diabetic you should have the following: 
o Hemoglobin A1C level every three months. This is a blood test that measures 

your average blood sugar for the past 3 months before the test. 
o Yearly eye retinal exam performed by an Ophthalmologist and NOT an 

optometrist. 
o Bi-yearly foot exams to check for nerve damage and poor circulation, 
o Diet and exercise plan. 

Signature: Date: 



C A BLOOM MD PLLC 

ACKNOWLEDGEMENT 
To Receipt of Notice of Privacy Practices 

I understand that as part of my healthcare, C A Bloom MD PLLC originates and maintains health records 
describing my health history, symptoms, examination and test results, diagnoses, treatment and any 
plans for future care or treatment. I understand that this information is utilized to plan my care and 
treatment, to bill for services provided to me, to communicate with other healthcare providers and in 
other routine healthcare operations such as assessing quality and reviewing competence of healthcare 
professionals and as required or permitted by law without my consent. 

The provider's Notice of Privacy Practices provides specific information and complete description of 
how my personal health information may be used and disclosed. I have been provided a copy of or 
access to the Notice of Privacy Practices and understand that I have the right to review the notice prior 
to signing this acknowledgement. I understand that the PROVIDER reserves the right to change the 
Notice of Privacy Practices. 

I authorize C A Bloom MD PLLC to leave detailed messages on voicemail at my home, cell and business 
telephone numbers as well as email and mail with all appointment and medical information including 
test results and billing issues that concern me. I also give permission for my private health information 
to the following person(s). Please print below. 

Name Relationship Telephone Number 

Do you have a Medical Power of Attorney? NO < YES, if so whom? 

Printed Name of Patient or Legal Representative 

Signature of Patient or Legal Representative 

Date 



Christopher A. Bloom, M.D. 
1151 N. Buckner Blvd. Ste. 405 

Dallas, Texas 75218 
P: 214.206.1445 
F: 972.908.2844 

OFFICE POLICY 
Thank you for choosing our office for your medical care. Dr. Bloom and staff 
strive to provide you and your family with excellent, compassionate service 
while under our care. In order to provide this high level of service we have 
some office policies that we would like to share with you in order to better 
your healthcare experience. 

After reading, please initial each paragraph and sign the page at the bottom to 
show that you have read and understand these policies. By signing, you agree 
to our policies and acknowledge charges that will be assessed in case of 
violated policies as described below. 

APPOINTMENT TIMES 
• Request an appointment: Call our office and we wil l give you the next 

available time. 
• Disease management is one of our most important ways of keeping 

you healthy. For our patients with diabetes, asthma, high blood 
pressure and heart disease, regularly scheduled visits are very 
important. 

• If you have made the appointment for yourself, please don't ask us to 
see another family member or friend during your appointment. It is 
all about you. We would be happy to schedule them an appointment 
another time. 

• If your phone number, or insurance has changed, please let us know 
while scheduling your appointment so we can have the most updated 
record for you. 

APPOINTMENT CANCELLATION 
• Please give us 24-hour notice of cancellation, without a 24-hour notice 

you wil l receive a bill of $50.00 not covered by your insurance. 
• If you no show three times within a 3 month period, without calling to 

cancel 24 hours in advance, you wil l receive a letter notifying you of 
termination from our practice. 

WHEN YOU NEED A FORM FILLED OUT 
• We are happy to help when we have advanced notice. 
• First, fill out all of the information about the patient, like your name, 

address, date of birth, social security number, and employment and be 
sure to sign your name if the form requires it . 

• Then give the form to the receptionist at the front desk. They wil l 
forward your form to the doctor. 



Christopher A. Bloom, M.D. 
1151 N. Buckner Blvd. Ste. 405 

Dallas, Texas 75218 
P: 214.206.1445 
F: 972.908.2844 

• We cannot complete forms for pick up on the same day. We wil l 
return the form to you within 7 to 10 business days. There is a $5.00 
to $75.00 charge, depending on complexity, for all forms completed at 
this office. The charge wil l be collected in advance when you deliver 
the form. 

FAMILY/ MEDICAL LEAVE AND DISABILITY PAPERWORK 
• There is a $25.00 fee in advance for the completion of these forms. 
• Please allow 7 to 10 business days for them to be completed. 

PRESCRIPTION REFILLS 
• For prescriptions refills, please call your pharmacy and they wil l 

send your request to our office for approval. Please allow 48 to 72 
hours for it to be completed. 

• Please note that prescriptions over six months old wi l l not be 
renewed without an appointment with Dr. Bloom. 

• No antibiotics wi l l be called into the pharmacy without seeing Dr. 
Bloom first. 

• Narcotic medications (Hydrocodone, Xanax, etc.] wi l l not be filled 
after 12:00 pm (noon) on Fridays, nor on the weekend. Please call the 
office on Monday. 

• Please do not ask Dr. Bloom for a prescription refill if you have an 
outstanding balance. 

REFFERALS 
• When needing or being referred to a specialist: 

o First, call and make an appointment with the chosen specialist 
o Second, call our office and tell us your scheduled appointment 

date 
o Third, our referral specialist wil l complete the referral within 

3 to 5 business days 

I understand and wil l comply with these new office policies. 

Signature of Patient Date 

Printed Name of Patient 
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