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Hujefa Vora, M.D. 
Bharmal Internal Medicine Associates, P.A. 

3150 Matlock Road Suite 403 

Arlington, TX  76015 

817-784-0052 

Diplomate, American Board of Internal Medicine 

 

 

 

Confirmation of receipt of privacy notice 
 

 

I have received Hujefa Vora, M.D.’s Notice of Privacy Practice. 

 

 

 

 

_________________________________                ______________________________ 

Signature of Patient                                                   Date 

 

 

 

_________________________________ 

Print Name 

 

 

 

Confirmation of receipt of information on advanced medical directives 
 

 

I have received Hujefa Vora, M.D.’s information on ‘Advanced Medical Directives.’ 

 

 

 

 

_________________________________            ________________________________ 

Signature of Patient                                               Date 

 

 

 

_________________________________ 

Print Name 
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Hujefa Y. Vora, M.D. 
Bharmal Internal Medicine Associates, P.A. 

PATIENT INFORMATION 
 

 
PATIENT INFORMATION: 

 
NAME_________________________________________________DATE OF BIRTH___________/___________/_____________ 
                  LAST NAME                               FIRST NAME               MIDDLE INITIAL                                                MONTH                    DAY                      YEAR 

 

SSN:_______________________________DL#________________________EXP_______/_______/__________STATE_________ 
                                                                                                                                                                                    MONTH         DAY            YEAR   

 

HOME# (_______)____________________WORK# (_______)____________________ CELL#(_______)____________________ 

PLEASE CIRCLE THE PHONE NUMBER WHICH WOULD BE YOUR PRIMARY # TO CALL 

 

E-MAIL ADDRESS:__________________________________________________________________________________________ 

 

HOME ADDRESS:___________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 
   CITY                                                                                                                                                 STATE                                                                 ZIP CODE 

 

MAILING ADDRESS:________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 
  CITY                                                                                                                                                  STATE                                                                ZIP CODE 

 

EMPLOYER NAME:_________________________________________________________________________________________ 

 

EMPLOYER ADDRESS:_____________________________________________________________________________________ 

 

___________________________________________________________________________________________________________ 
  CITY                                                                                                                                                   STATE                                                                ZIP CODE 

 

FOR  INSURANCE PURPOSES WE ARE NOW REQUIRED TO ASK YOU THE FOLLOWING QUESTIONS: 

 

PLEASE CIRCLE ONE  THAT APPLIES TO YOU:   (OPTIONAL) 

 

 CAUCASIAN,  ASIAN,  AFRICAN AMERICAN,  AMERICAN INDIAN OR NATIVE ALASKAN,  

 

NATIVE HAWAIIAN OR PACIFIC ISLANDS, OTHER 

 

COUNTRY OF ORIGIN OR ANCESTRY: _______________________PRIMARY LANGUAGE SPOKEN________________ 

 

MARITAL STATUS: (CIRCLE ONE)     SEPERATED   DIVORCED   MARRIED   SINGLE   WIDOWED 

 

 

PHARMACY NAME:__________________________________ PHONE #(_________)______________________________ 

 

 

EMERGENCY CONTACT:    (Please list a number different from yours) 

 
NAME:________________________________________________________PHONE #(________)___________________________ 
                LAST NAME                                   FIRST NAME                      MIDDLE INITIAL 

 

RELATIONSHIP:___________________________________________________________________________________________ 

 

 

 

PERSON RESPONSIBLE FOR ACCOUNT IF OTHER THAN PATIENT OR SPOUSE: 

 

NAME:____________________________________SSN:______________________________DL#__________________________ 

 

HOME # (_________)__________________________________WORK # (_________)___________________________________ 

 

HOME ADDRESS:__________________________________________________________________________________________ 
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HUJEFA Y. VORA, M.D. 

Bharmal Internal Medicine Associates,  P.A. 

INSURANCE INFORMATION 

 

 
 
INSURANCE INFORMATION:  DO YOU HAVE INSURANCE?        YES_______     NO_______ 

 

PRIMARY POLICY: 
INSURANCE COMPANY NAME:_____________________________________________________________________________ 

 
NAME OF SUBSCRIBER:____________________________________________________________________________________ 

 

EMPLOYER’S NAME:_______________________________________________________________________________________ 

 

EMPLOYER ADDRESS:_____________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 
   CITY                                                                                                                                  STATE                                                                                              ZIP CODE 

 
POLICY NUMBER:__________________________________ GROUP NUMBER:______________________________________ 

 

PHONE NUBMER OF INSURANCE (on back of card):_______________________________________________ 

 

 

 

IF SUBSCRIBER IS DIFFERENT FROM PATIENT PLEASE FILL OUT BELOW INFORMATION: 

 
SUBSCRIBER’S DATE OF BIRTH_______/________/________        SUBSCRIBER’S SSN_______________________ 
                                                                MONTH          DAY               YEAR 

 

RELATIONSHIP TO PATIENT:_______________________________________________________________________________ 

 

HOME ADDRESS:___________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________                                                                                                                                        

CITY                                                                                                                              STATE                                                                                                 ZIP CODE 

 
EMPLOYER NAME:_________________________________________________________________________________________ 

 

EMPLOYER ADDRESS:_____________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 
 CITY                                                                                                                                     STATE                                                                                          ZIP CODE 
 
SECONDARY POLICY: 

INSURANCE COMPANY NAME:_____________________________________________________________________________ 

 

NAME OF SUBSCRIBER:____________________________________________________________________________________ 

 

EMPLOYER ADDRESS:_____________________________________________________________________________________ 

 
____________________________________________________________________________________________________________ 
 CITY                                                                                                                                STATE                                                                                               ZIP CODE               

 
POLICY NUMBER_________________________________GROUP NUMBER_________________________________________ 

 

PHONE NUMBER OF INSURANCE (On back of card):_______________________________________________ 
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HUJEFA Y. VORA, M.D 
Bharmal Internal Medicine Associates, P.A. 

August 2006  
 

 

 

Financial Responsibility Agreement 

 

 
I understand and agree that I will be financially responsible for any and all charges for 

services not paid by my insurance for my visits.  This includes any Medical service or 

visit, Preventive exam, Physical exam, Lab testing, X-rays, EKG, and any other 

Screening service or Diagnostic testing ordered by the Physician or the Physician’s staff. 

 

I understand and agree it is my responsibility and not the responsibility of the Physician 

or Physician’s staff to know if my insurance will pay for my Medical service or visit, 

Preventive exam, Physical exam, Lab testing, X-rays, EKG, or any other Screening 

service or Diagnostic testing ordered. 

 

I understand and agree it is my responsibility to know if my insurance has a Deductible, 

Co-payment, Co-insurance, Out-of-network amount, Usual and Customary Limit, or any 

other type of benefit limitations for the services I receive, and I agree to make payment in 

full.  

 

I understand and agree it is my responsibility to be financially responsible and make 

payment in full at the time of service if the Physician is not a contracted In-network 

Provider recognized by my insurance company or plan. 

 

I understand and agree it is my responsibility to know if my PCP choice has been 

processed by my insurance company or plan.  If I have requested a PCP change that is not 

processed by my insurance company, it may result in claims being denied.  I understand 

and agree to be financially responsible to make payment in full. 

 

I directly assign all medical insurance benefits to Hujefa Vora, M.D.  I understand that 

insurance reimbursement is strictly between my self and my carrier unless prior 

arrangements are made.  I hereby authorize the Physician to release all information 

necessary to any insurance carrier to secure the payment of benefits.   I further agree that 

a photocopy of this agreement shall be as valid as the original.   Note:  As of December 

1, 2005 there will be a $20.00 fee for appointments that are not cancelled/rescheduled 24 

hours prior to appointment or for missed appointments.  

 

 

 

Signature:____________________________________   Date:___________________ 

 

Responsible Party Name:_______________________________________________ 
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HUJEFA Y. VORA, M.D. 
Bharmal Internal Medicine Associates, P.A. 

December 2005 

 

Prescription Refill Policy: 

 

Note to Patients: 

 

Medications will be prescribed and/or refilled once a month only.  It is the patient’s 

responsibility to know the where about of their medications and/or prescriptions.  If 

scripts are lost or misplaced, scripts will be written 30 days from the date the last script 

was written (cases may be considered by physician on a case by case basis).  Medications, lost or 

misplaced, will not be refilled (cases may be considered by physician on a case by case basis).   

 

Pain medicine prescriptions will no longer be called into the pharmacy.  Prescriptions for 

pain medications are only written by the physician, and must be picked-up by the 

patient him/her self.  No representative of the patient’s has the authority to pick-up such 

a script unless there is written documentation that you are the patients legal guardian.  

Pain medication prescriptions will only be prescribed once a month.   

 

Also, antibiotics will not be refilled without a physician re-evaluation. 

 

Staff of Bharmal Internal Medicine associates must be informed one week in 

advance of the time medications need to be refilled.  We reserve the right to 

schedule an appointment at that time to review your medications. 

 

 

Laboratory and Diagnostic policy: 

 

Note to Patients: 

 

Please allow one week from the time labs are drawn, or diagnostic procedures are done, 

for the physician to contact you.  Patients will be contacted immediately if results are 

emergent.  If you have not been contacted one week after the time procedures were done, 

please call our office.  Thank you for your cooperation.   

 

 

Acknowledgement of Receipt of Prescription Refill Policy and Laboratory and 

Diagnostic Policy: 

 

I, __________________________________________, acknowledge that I have read and 

understand both the prescription refill policy and the laboratory and diagnostic policy and 

will abide by the guidelines as written in both policies. 

 

 

__________________________________________           ________________________ 
Patient’s Signature                                                                                                                 Date 
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                                                                                        HUJEFA Y. VORA, M.D. 
Bharmal Internal Medicine Associates, P.A. 

August 2006 

 

 

In our efforts to comply with the Health Insurance Portability And Accountability Act 

(HIPPA), we need to be certain that we guard your privacy according to your wishes. 

 

 

Please circle your response to the following: 

 

 

What number would you primarily like for us to call?                    Home      Cell      Work 

 

May we leave a message on a home answering machine                           Yes    No    N/A 

concerning appointments?                                                                         

 

May we discuss your appointment/treatment with your                         Yes    No    N/A 

spouse or significant other? 

 

Name of someone else we may speak to:_______________________________________ 

 

 

May we leave a message on your cell phone concerning                          Yes    No    N/A 

appointments? 

 

May we call you at work?                                                                          Yes    No    N/A 

                                                                         

May we leave messages concerning your appointments with                  Yes    No    N/A 

a co-worker, receptionist or secretary that regularly answers 

your calls? 

 

May we leave a message on a voice mail at work?                                   Yes    No    N/A 

 

 

Advance Health Directive: (check all of those that you have and bring a copy to our office) 

 

_____Health Care Proxy                _____Living Will               ______DNR 

 

 

You must inform us, in writing, of any changes in your directives.  This record takes 

effect on the date you sign below and will be kept in your file. 

 

Signature:_________________________________  Date:___________________ 

 

Printed Name:_______________________________________________________ 



 
 

 
NEW PATIENT MEDICAL HISTORY FORM 

 
NAME: __________________________________   DATE OF BIRTH: ______________   DATE: ______________ 
 
HEALTH CONCERNS TO DISCUSS TODAY: ________________________________________________________ 
__________________________________________________________________________________________ 
 
ALLGERGIES (MEDICATIONS, FOODS, OTHER AGENTS) _____________________________________________ 
__________________________________________________________________________________________ 

 
MEDICATIONS (PRESCRIPTIONS, OVER-THE-COUNTER, SUPPLEMENTS, VITAMINS, HERBS) 

 

MEDICATION NAME DOSE FREQUENCY MEDICATION NAME DOSE  FREQUENCY 

      

      
      

      
      

      
 
PERSONAL MEDICAL HISTORY: Do you have any of the following? 

 

• Acid reflux  • Cancer ______________ • Heart disease  • Memory Loss 

• Allergies  • Coagulation problem • High blood pressure  • Pneumonia 

• Anxiety  • Depression   • High cholesterol  • Osteopenia/Osteoporosis 

• Asthma  • Diabetes   • Irregular heartbeat  • Sinusitis 

• Atrial Fibrillation • Gout   • Joint disease/injury  • Sleep disorder 

• COPD  • Headaches/Migraines • Kidney disease  • Thyroid disease 

• Other medical conditions, please list _________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
 

SURGICAL HISTORY:  
Have you ever had surgery?   • Yes • No If yes, please list type of surgery and year 

 

Type of surgery _______________________________________________________ Year ______________________ 
Type of surgery _______________________________________________________ Year ______________________ 
Type of surgery _______________________________________________________ Year ______________________ 
Type of surgery _______________________________________________________ Year ______________________ 
Type of surgery _______________________________________________________ Year ______________________ 
Type of surgery _______________________________________________________ Year ______________________ 
 

Any recent hospitalizations?    • Yes • No  If yes, please list hospital name and dates: 

 

Hospital name ________________________________________________________ Date _____________________ 
Hospital name ________________________________________________________ Date _____________________ 

 



IMMUNIZATION HISTORY AND DATES: 

 

• Influenza ___________________ • Pneumovax 23 _________________       • Prevnar 13 __________________ 

• Hepatitis A __________________ • Hepatitis B ____________________      • Tetanus ____________________ 

• Shringrix # 1 _________________ • Shringrix # 2 ___________________      • Chicken Pox _________________ 

• MMR _______________________ • HPV __________________________      • Other ______________________  

 

PREVENTATIVE HEALTH MAINTENANCE:  

 

Bone Density date: _____________________________  Dental exam date: _____________________________ 
Eye exam date: ________________________________  Mammogram date : ____________________________ 
Colonoscopy/Cologuard date: ____________________  Results: ______________________________________ 

 

Females: PAP smear date: _______________________  Date of last menstrual cycle: _____________________ 

    Have you ever had an abnormal PAP smear: • Yes • No Results: _______________________________ 

    Are you pregnant or nursing: • Yes • No  Method of birth control: ________________________ 
    Number of pregnancies: ______  # of delivers: ______   # of miscarriages: ______   # of abortions: ________ 

    Have you ever had an abnormal mammogram: • Yes • No Results: _______________________________ 

 

Males:    When was your last prostate (PSA) exam? _______________________ 
 

SOCIAL HISTORY: 

 

Marital status:   • Single • Married • Divorced • Widowed 

 Do you have any children?    • Yes • No    If yes, how many?     • 1    • 2    • 3    • 4    • 5    • 6 

 

Occupation: • Student    • Homemaker    • Work part/full-time    • Retired    • Job title: _____________________ 
 

Do you have an advanced directive or living will? • Yes    • No   If yes, please provide us with copies 
 

Do you smoke?  • Yes  • No   If yes, • cigarettes • cigars • vape  • Past history of smoking, quit date _________ 

 If you currently smoke, how much do you smoke per day? • ½ pack • 1 pack     • # of cigarettes ________ 
 How long have you smoked for? __________________________ 

 

Do you drink alcohol?  • Yes • No  • Past history of drinking, quit date ___________________________________ 

 If you currently drink, how often do you drink?  • rare  • social  • daily   • # of drinks per week _______ 

 

Do you consume caffeine? • Yes    • No    If yes, what form of caffeine? • coffee    • tea    • soda 

 How many servings per day? • 1    • 2    • 3    • 4    • 5    • 6 

 

Have you used any illicit drugs?  • Yes    • No    Are you currently using illicit drugs?    • Yes    • No     

If yes, what form of drug use? • marijuana    • cocaine   • heroin    • methamphetamines   • hallucinogens 

 

Do you exercise? • Yes     • No    If so, what form of exercise? • Walking    • Running   • Biking   • Gym   • Sports 

 How often do you exercise? • Daily • Weekly        • Monthly    • # times per week __________________ 

 

Do you feel safe at home?    • Yes • No If no, please explain __________________________________________ 
 

FAMILY HISTORY: PLEASE LIST PERTINENT MEDICAL CONDITIONS 
 

 AGE MEDICAL CONDITIONS 
IF DECEASED, 

AGE OF DEATH 

Father    

Mother    

Brother    

Brother    

Sister    

Sister    

Child    

Child    



 



 

 

Office Policy 

 
Office Hours:  Monday –Thursday: 8:30 A.M. - 12:00 P.M. 
                                                         1:30 P.M - 5:00 P.M. 

  Closed for lunch:     12:00 P.M – 1:30 P.M. 

  Friday:           8:30 A. M – 1:00 P.M. 

Office Procedures: 
1. Please bring your insurance card(s) to every appointment.  

2. You must inform us of any insurance changes prior to your appointment so that we may verify 

your coverage and benefit information. If we are not informed of new insurance information and 

your claim is denied, you will be responsible for any remaining balances. It is your responsibility 

to inform our office of any address, phone and insurance changes so that we may keep your files 

updated. 

3. Patients are seen by appointment only. If you are unable to keep your scheduled appointment, 

kindly notify our office at least 24 hours in advance so that we may accommodate other patients. 

We reserve the right to reschedule anyone who is more than 15 minutes late to his/her 

appointment. 

4. If you do not inform us that you will not be able to make your appointment you will receive a “No 

Show Letter” with $25 fee. If/When you receive (3) No Show Letters you will be terminated from 

our facility and Dr. Vora will no longer be your physician.  

5. All co pays and deductibles are collected at time of service. We reserve the right to reschedule 
your appointment if your co pay or deductible is not paid at time of service.  

6. Please have the pharmacy fax us a request for any refills needed. Please allow 48 hours for any 

refill request to be completed. Mail Order Prescription: If you need written prescription for mail 

order, please allow 3-5 business days for completion. 

7. Labs and X-ray reports: Please allow 5-7 business days for results to come in. We will contact 

you with all test results as soon as they are reviewed by the doctor.  

8. Referrals: Please allow our office 2-3 business days on all non-urgent referral request for 

completion. Urgent referral requests will be processed immediately. If your insurance requires a 

referral in order to see a specialist, it is your responsibility to make certain a referral has been 

issued. We cannot issue a back dated referral under any circumstances.  

9. Specialist Appointments: Specialist appointment are made by our office as medically necessary. 

However, it is courteous to give at least 24 hours notice so that they may accommodate other 

patients in need of care. 

10. Medical Compliance: In order for our office to continue to provide proper medical care, we ask all 

patients to make every effort to comply with medical recommendations. Please discuss with Dr. 

Vora if for any reasons you are unable to comply with medical recommendations. 

11. Medical Record Release: A record release form must be signed. A fee will be assessed if records 
are for other than continuity of care requested by another physician. Please allow 10-15 business 

days for completion. 

12. After Office Hours: For life threatening emergencies, call 911, for all others please call our 

Answering service at 817-277-1861 

13. Admitting Hospitals:  

           Medical Center of Arlington 

           Baylor Orthopedic and Spine Hospital of Arlington 

 

We strive to provide the utmost care and attention to your medical needs. We welcome any suggestions you 

may have to improve our practice at every level. 

Thank you 

Dr. Vora and Staff 

                     



Patient Authorization for Personal Representative 

o Please print all information, then sign and date form at bottom.  

 

Type of Authorization:  Personal Representative 

 

Patient Name (please print) _______________________________________________ 

 

Purpose of Request – I authorize Bharmal Internal Medicine Assoc. , Hujefa Y Vora, MD to 

disclose or provide protected health information to the following individual who is authorized to 

act as my personal representative for the purposes of receiving all protected health information 

about myself.  As my designated personal representative, they may exercise my right to inspect, 
copy and correct my protected health information.  They may also consent or authorize the use or 

disclosure of my protected health information: 

 

_______________________________________________________________________ 
Name of Personal Representative 

_____________________________________________________________________________________ 

Address 

_____________________________________________________________________________________ 

City                                                                         State                                                                  Zip 

_____________________________________________________________________________________ 
Phone 

 

Description of Information to be Disclosed 

 
o Full Medical Records 
o Only Authorized to  ________________________________________________ 

 

Expiration or termination of authorization – This authorization will remain in effect until 

terminated by you, your personal representative or another individual (s) of legal entity 

authorized to do so by court order or law. 

 

Right to revoke or terminate – As stated in our Notice of Privacy Practices, you have the 

right to revoke or terminate this authorization by submitting a written request to our Privacy 

Manager.  This can be done in-person or by mailing a request to: 

 

__Bharmal Internal Medicine Assoc. P.A. ___ 
__3150 Matlock Rd. Ste. 403_____________ 

__Arlington, TX 76015__________________ 

Att:  Privacy Manager 

 

Redisclosure – We have no control over the person (s) you have listed as your personal 

representative.  Therefore, your protected health information disclosed under this authorization 

will no longer be protected by the requirements of the Privacy Rule and will no longer be the 

Responsibility of Bharmal Internal Medicine Assoc. PA 

       

______________________________________                   _______________________ 
Patient Signature       Date 


