






Caprock Cardiovascular Center, LLP 

4316 23'41 Street 
Lubbock, TX 79410 
Phone: (806) 701-5858 
Fax: (806) ?0_!�_57�

CONSENT TO TREATEMENT: 
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I (the patient/parent/guardian/legal representative of the patient acting on the patient's behalf) give permission for 
medical treatment, including radiology and laboratory procedures, to be performed by the physicians and staff of 
Caprock Cardiovascular Center, LLP. (Center). This consent is valid from this date forward. 

FINANCIAL AGREEMENT: 

The person signing below agrees, whether he/she signs as patient or representative of the patient, that in consideration 
of the services rendered to the patient, he/she hereby individually obligates himself/herself to pay the account of the 
Center at the Regular rates and terms of the Center. Should the account be referred to an attorney or collection agency 
for collection, the person signing below shall pay reasonable attorney's fees and collection expenses. 

"I assign payment for the unpaid charges for certain medical treatment furnished by the physicians and staff of Caprock 
Cardiovascular Center, LLP and by attending physicians for whom the Center is authorized to bill. I understand that 1 am 
responsible for any health insurance deductible and coinsurance at the time services are rendered."

AGREEMENT AS TO GOVERNING LAW AND FORUM: 

The patient or patient's representative and health care provider, including employees and agents of the healthcare 
provider, rendering or providing medical care, health care, or safety, professional or administrative services directly 
related to the health care of the patient agree: (1) that all health care rendered shall be governed exclusively and only by 
Texas Law and in no event shall the law of any other state apply to any health care rendered to patient; and (2) in the 
event of a dispute, any lawsuit, action, or cause of which in any way relates to health care provided to the patient shaH 
only be brought in a Texas Court in the county/district where all or substantially all of the health care was provided or 
rendered and in no event will any lawsuit, action or cause of action ever be brought in any other state. The choice of law 
and forum selection provisions of this paragraph are mandatory and are not permissive. 

ASSIGNMENT OF BENEFITS: 

In consideration of services rendered, I hereby assign to Caprock Cardiovascular Center, LLP, and/or any physician who 
has treated me, all rights, title and interest in any payment due me for services described herein as provfded in the 
policy or policies of insurance. I agree to pay the charges of the Center and/or attending physician which is greater than 
the amount paid by the insurance company or companies. 

ADVANCE DIRECTIVE/LIVING WILL: 

Do you have an Advance Directive/Living Will? __ Yes __ No 
If you answered No, would you like more information on Advance Directives? __ Yes __ No 

Patient Name: ______________ _ 

Patient Signature: _____________ _ Date: __________ _ 
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Jason T. Bradley, MD, FACC 

Juan Kurdi, MD 

ASSESSMENT SUMMARY SHEET 

Date of visit: ____________________ _ PCP; __________ _ 

Name: ______________________ _ Referring Physician: _______ _ 

Date of Birth: _____ Age: __ _ Sex: ___ _ Marital Status: D M D S D W D D 

Chief Complaint:-----------------------------------

History (please do not write in this area): _________________________ _ 

1. Cardiovascular Review of Systems (Please mark yes or no to all questions)

1. Myocardial Infarction (heart attack)

2. Heart Catherization

3. Coronary Angioplasty

4. Coronary Artery Bypass

5. Stress Test

6. Echocardiogram

7. Holter Monitor

8.EBT

9. Carotid Doppler

10. Lower Extremity Doppler

11. Bypass/ Angioplasty/S ent 1n Other Locations

Place of Treatment 



2. Chest Discomfort

A. Date of Onset------ -----------------------------

B. What part of your chest hurts? _____________________________ _

C. What kind of pain (dull, ache, stabbing, etc.): ________________________ _

D. What causes it to hurt? (exercise, etc.): _________________________ _

E. How long does the pain last? _____________________________ _

F. Accompanied by _________________________________ _

G. What stops the pain? ________________________________ _

H. How often do you have the pain? ____________________________ _

I. Progression of pain _________________________________ _

3. Rheumatic Fever/ Heart Disease: Age: __

4. Congenital Heart Disease: Age: __ 

5. Heart Murmur First noted: 

6. Enlarged Heart

------

7. Palpitations (heart racing, skipping, pounding, fluttering)

8. Light-headedness/dizziness

9. Syncope (passing out, fainting)

10. Claudication (leg cramps with exercise)

11. Previous Leg Vein Stripping Operation I Phlebitis

12. Ventricular Dysfunction Symptoms

A. Number of pillows to sleep ___ _

B. Waking up because of shortness of breath

C. Tiredness/fatique

D. Pedal Edema (swelling of feet and/or legs)

E. Orthopnea (difficulty breathing lying down)

B. Cardiovascular Risk Factors:

DYes D No 

OYes D No 

OYes 0 No 

DYes D No 

DYes D No 

DYes D No 

DYes D No 

DYes 0 No 

DYes 0 No 

DYes 0 No 

DYes D No 

DYes D No 

DYes D No 

DYes D No 

1. A Current or past smoker: D No D Yes # or packs __ How many years _ _  Stopped smoking when __ _

2. Hypertension (high blood pressure): DYes D No 

When were you diagnosed: ______ _ Treatment:

3. High Cholesterol/Triglycerides ____________ _ DYes D No 

What were your levels, if known: Cholesterol Triglycerides 

4. Diabetes: (self) ________________ _ DYes ONo 

5. Do you exercise regularly? _________________ _ DYes DNo 



C. Present Medications: (Name of medication, dosage, how often you take medication)

D. Allergies:

Drugs: ______________________________________ _ 

Foods: ______________________________________ _ 

E, Past Medical/Surgical History: 

Reason for hospitalization Name of Hospital Dates of Hospitalizations 

Other Medical Problems:----------------------------------

F. Social/Personal History:

Place of Birth: _____________ Place of Residence(city/state): ___________ _ 

Occupation: ____________________________________ _ 

Do you drink caffeine: ___________ How much/ how often: _______________ _ 

Do you drink alcohol: How much I how often: ______________ _ 

Do you use recreational drugs: What kind/how much/how often: ___________ _ 

Do you have any religious restrictions:-----------------------------

Have you had any recent stresses: _____________________________ _ 







Caprock Cardiovascular Center, L.L.P. 

Consent For Use And Disclosure Of Protected Health Information For 

Treatment, Payment, Or Healthcare Operations 

I understand that as part of my healthcare, the Physician originates and maintains medical records describing my health history, 
symptoms, examination and test results, diagnosis, treatment, financial and demographic information, and any plans for future 
care or treatment. The Physician also originates and maintains billing records. I understand and consent to this infonnation 
being used or disclosed for the following purposes: 

• 

• 

• 

• 

• 

Planning my care and treatment; 

Communications between my Physician and healthcare professionals that act under the direction of 
my Physician and participating in my diagnosis, evaluation, or treatment; 

Collection of fees for medical services; 

Detennining liabi1ity for payment and obtaining reimbursement; 

Conducting healthcare operations, including the evaluation of healthcare services, appropriateness 
and quality of healthcare treatment, and the qualifications of healthcare practitioners. 

I have been provided with a copy of the Physician's Notice of Privacy Practices that provides information about how the 
Physician uses and discloses Protected Health Infonnation about me. I understand that I have the following rights and privileges: 

• The right to review the notice prior to signing this consent; and
• The right to request restrictions as to how my health information may be used or disclosed to carry

out treatment, payment, or healthcare operations. The Physician is not required to agree to the
requested restrictions. but is bound to any restrictions agreed to.

I understand that as provided in the Notice of Privacy Practices, the terms of the Notice may change. If they do, I may obtain a 
revised copy from the privacy officer by calling (806) 701-5858. 

I understand that I may revoke this consent in writing, except to the extent that the Physician has already taken action in reliance 
thereon. I also understand that by refusing to sign or revoking this consent, the Physician may refuse to treat me. I wish to restrict 
the use or disclosure of my health information as follows: 

I understand that my confidential information may be released to the following individuals: 

Signature of Patient or Representative Date 

Patient Name Patient Identification Number (SSN) 

Name of Representative (if applicable) Relationship 



Caprock Cardiovascular Center, LLP 

4316 23"' Street 

Lubbock, TX 79410 

Phone: (806) 701-5858 

Fax: (806) 701-S799 

MEDICARE AND/OR MEDICAID CERTIFICATION: 
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The person signing below certifies that he/she has read this document and is the patient, or is duly 
authorized by the patient as the patient's representative, to execute the above and accept its terms. 

"I certify that the information given by me in applying for payment under Title XVII and/or Title XIX of 
the Social Security Administration is correct. I authorize any holder of medical or other information 
about me to release to the Social Security Administration or its intermediaries/carriers any information 
for this or related Medicare claim. I request that payment of authorized benefits be made on my 
behalf." 

Patient Name: ________________ _ 

Patient Signature: _____________ _ Date: 
-----------
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