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Dr. Claire E. Brenner, M.D., P.A.

APPOINTMENT GUIDELINES 

It is our desire to provide our patients with timely, quality care. To do so, we require our patients to 
arrive on time and make every scheduled appointment. 

We feel as if is important for our patients to understand our guidelines as it relates to cancellations, no 
shows for appointments, and late arrivals. 

1. If you are NEW to our practice, we ask that you arrive at least 15 min prior to your scheduled 
appointment time. You will have new patient paperwork to complete. Arriving early allows our 
staff to efficiently perform their tasks of registering you into our electronic medical record 
system.

2. For follow-up visits, we ask that you arrive on time. Should you arrive more than 15 minutes late 
for any scheduled appointment you may be asked to reschedule or moved to a work-in status 
and seen after all other regularly scheduled patients.

3. We require a 24-hour advance notice if you are not able to keep your scheduled appointment. 
To cancel or reschedule an appointment please call the office at 972-494-1155 during regular 
business hours. If your appointment falls on a Monday, you may leave a message with the 
answering service. If you fail to cancel or reschedule your appointment 24 hours before your 

scheduled appointment you will be charged a $50 fee. The fee !applies to same day cancellations 
and reschedules.

4. If you do not attend your scheduled appointment (no call/ no show), you will be charged a $50 
fee that is your responsibility to pay. This fee can not be submitted to your insurance company 
for payment.

5. Two no call/ no shows during a 1-year time frame is grounds for termination from the practice.

I have read and understand the above guidelines for appointment arrivals, cancellations, and no shows. 

Patient Signature: _________________ _ Date: _______ _ 



Dr. Claire E. Brenner Infectious Disease Specialists 
2241 Peggy Lane - Suite E - Garland, Texas 75042 

Phone 972-494-1155 • Fax 972-494-6572 

Insurance Information: 

I understand that this office DOES NOT verify insurance benefits before / after my appoinbnent. I 
acknowledge that it is my responsibility to make sure that the provider I am seeing is in network with my 
insurance. I acknowledge that is my responsibility to obtain any referrals that are required for my visits. 

* Please choose one of the options below:*

__ I have provided my insurance card/cards to the office staff today.
To the best of my knowledge this is my most current insurance information. I 
understand that if my insurance information is not accurate I will be billed for charges 
that occur.
I acknowledge that is my responsibility as the patient to keep this office up to date on 
all demographic and/ or insurance changes.

__ I did not bring a copy of my insurance card/cards to my visit today.
I understand that it is my responsibility to provide accurate up to date information to 
my provider. If the information my provider finds on other sources of documentation 
(hospital / referral records) is incorrect I agree that they will not be held liable and it 
will be my responsibility to contact their billing office with the correct insurance 
information. 
I have insurance with the following company/ companies 

Primary Insurance: ____________________ _ 

Secondary Insurance: ___________________ _ 

__ I am a self-pay patient. I am aware of the office visit charge of $150 for a new 
patient and $50 for a follow up visit. I also acknowledge that there may be additional 
charges for any lab work that is ordered. I know that all charges including labs will be 
due at the time the service is rendered. 

Patient signature: ____________________ _ 

Date: 
------------------





Dr. Claire E. Brenner 
Infectious Disease Specialists 

2241 Peggy Lane - Suite E - Garland, Texas 75042 
Phone 972-494-1155 • Fax 972-494-6572 

If the patient is a MINOR Qess than 18 years of age) please list name/ names of people responsible for decision making/ 

billing: 

Name of Person(s) Authorized 
Relationship 

to Patient 

Date of Birth or 

last 4 # of social 

securitt number 

Patient Authorization to Release Information 

Phone number 

I give authorization to the following person(s) to discuss my medical care, appoinbnents, and billing account information with 

any staff member of the above listed office. I may revoke this authorization at any time by written request 

Date of Birth or 

Name of Person(s) Authorized Relationship to Patient last 4 # of social securitt number 

If we need to reach you by phone and there is no answer, can we leave you a detailed message? 

If we need to send correspondence to the address listed, can we mail documents to you? 

□YON

□YON

I have also been given a copy of the clinic policies. I have read these policies and do not have any questions regarding them. 

I understand that this office DOES NOT verify insurance benefits before/ after my appointment. 
I 

i 
i I 

1 I acknowledge that it is my responsibilitt to make sure that the provider I am seeing is in network with my insurance. 

I understand that appointment reminders are computer generated. If this method fails, you will not receive a reminder. 

I understand that it is my responsibility to keep up with all scheduled visits. 

I understand that I will be charged $50 for any no call/ no shows or cancellations with less than 24-hour notice. 

I understand that after 3 no call/ no shows I may be terminated from the practice and will be asked to find another doctor. 

Patient Signature Date

_________________________________________________________ _________________________



NEW PATIENT MEDICAL HISTORY 

Patient's Name: ____________________________________ _ 

DOB: ___________________ _ 

Main Reason for Today's Visit:--------------------------------

PERSONAL PAST MEDICAL HISTORY 

□ ALCOHOLISM □ CHRONIC SINUSITIS 
□ HEART VALVE 

□ SARCOIDOSIS 
DISEASE

□ ANEMIA
□ CIRRHOSIS OF LIVER □ HEPATITIS

□ SEIZURES
Cause TYPE 

□ ARTHRITIS □ COPD/EMPHYSEMA 
□ HERPES INFECTION

□ SHINGLES
Genital 

- -

□ ARTIFICIAL JOINTS OR
□ CYSTIC FIBROSIS

□ HIGH BLOOD
□ SKIN INFECTIONS 

HARDWARE PLACEMENT PRESSURE

□ ASTHMA □ DEMENTIA □ HIGH CHOLESTEROL 0 STROKE 

□ BLEEDING DISORDER
0 DIABETES 

D HIV/ AIDS 0 DEPRESSION 
TYPEI OR2 

-- --

0 BLOOD TRANSFUSION 
0 DRUG ADDICTION 0 KIDNEY DISEASE/ 

□ ANXIETY
CHEMICAL DEPENDANCY FAILURE 

0 BONE INFECTION/ 
□ ENDOCARDITIS □ LYME DISEASE 0 SUICIDE A ITEMPT 

OSTEOMYELITIS 

□ CANCER
0 GALLBLADDER □ THYROID ISSUEStype 
DISEASE 

□ MENINGITIS
HYPER -

0 COUGH 0 GOUT □ PANCREA TITIS 0 MIGRAINES 

□ CHRONIC BRONCHITIS 0 HEART ATTACK □ PNEUMONIA
0 nJBERCULOSIS 

ACTIVE LATENT 
- -

D LUPUS 0 HEART FAILURE D PROSTATE ISSUES 
0 URINARY TRACT 

INFECilONS 

D NON HEALING WOUNDS D RHE1JMA TIC FEVER 
D PSYCHIATRIC CARE D STD 

TYPE: 

Type of SURGERIES/ HOSPITALIZATIONS 

□ ABNORMAL WEIGHT

LOSS

□ ABNORMAL WEIGHT

GAIN

□ HERNIA

1YPE

□ VISION ISSUES

0 HEARING ISSUES 

OTHER: 

Repair/ Replacement 
of 

(if applicable): 
D right D left D both 

D right D left □ both 

D right D left □ both 

D right D left □ both 

□ right D left □ both



HEALTH HABITS 

□ Current User □ Fonner User stopped years ago □Never Used 
Alcohol 

□ Yes □No □ social drinker D daily drinker for years 

□ Current user □ Former user □ Never Used
Street Drugs: 

□ Yes □No Use/used for __ years 

Tobacco: 
□ Current user __ packs per day DE-Cig □ Smokeless Tobacco - Snuff, Dip or Chew

·□ Yes □No □ Former user stopped ___ years ago used for years □Never used 

FAMILY HISTORY 
Please list information for any family member (parents and/or sibliMs) who has ever had any of the following: 

Mother 

□ Alive D Deceased @ age

� 

□ Alive D Deceased@ age

Brother / Sister #1 

D Alive D Deceased @ age 

Brother / Sister #2 

D Alive D Deceased @ age 

DATEOFLAST 
Colonoscopy: 

Flu Shot: 

Pneumonia Shot: 

Tetanus Shot: 

D High Blood Pressure □ Cancer 

D High Cholesterol □ Thyroid D Diabetes type 

□ Other:

D High Blood Pressure □ Cancer 

D High Cholesterol □ Thyroid D Diabetes type 

□ Other:

D High Blood Pressure □ Cancer 

D High Cholesterol □ Thyroid D Diabetes type 

□ Other:

D High Blood Pressure □ Cancer 

D High Cholesterol 

D Other: 

□ Thyroid D Diabetes type

W0MENONLY 
Are you currently pregnant? 

Date of last Mammogram: 

Date of last Pap Smear: 

Date of last Menstrual Cycle : 

Have you ever had a blood transfusion?

D Yes what year? __________ _ 
□No

D Stroke D Heart Disease 

D Recurrent Infections 

D Stroke D Heart Disease 

D Recurrent Infections 

D Stroke D Heart Disease 

D Recurrent Infections 

D Stroke D Heart Disease 

D Recurrent Infections 

□ Yes D No □ Posstoly

□ Normal □ Abnormal
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