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Patient Registration Information 

 
Please READ AND complete ALL sections below! 
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�INFO@VANBIBERMEDICALPRACTICE.COM



Russell C. Vanbiber III, M.D. 
2500 Fondren Road Ste. 255 

Houston, TX 77063 
www.vanbibermedicalpractice.com 

832-769-3313 
 
 

Effective January 1, 2019 
 
 

FOR ALL PATIENTS 
 
 
REMINDER TO ALL PATIENTS THAT CANCEL THEIR APPOINTMENT WITHIN 24hrs  

OR DO NOT SHOW THERE IS A $35.00 CHARGE. AFTER THE 2ND NO SHOW YOU WILL BE 
RESPONSIBLE FOR PAYING THE FULL PRICE FOR THE VISIT.  
 
All co-pay’s, deductibles and co-insurance are due at time of visit. 
 
Forms to be completed by the office or doctor are $35.00 
 
If your insurance company requires a Prior Authorization for any medication there will be a charge of $25.00 
due by the patient before it is initiated. This is not a guarantee that it will be approved. 
 
ALL PATIENTS ON CONTROLLED MEDICATIONS prescription refill pick-ups will now be a $15.00 
FEE EACH SCRIPT.  
 
ALL PATIENTS ON CONTROLLED MEDICATIONS are required to see the doctor every other month 
and required to do a drug screen at every visit.  
*Drug Screens are done in office and not billed to insurance the charge is $25.00* 
 

 

NON INSURED PATIENTS-“no insurance” 
 

Self Pay visits for Controlled prescriptions are now $145.00 for new patients. 
 
Self Pay visits for Controlled prescriptions are now $110.00 for existing patients. 
 
Office visits for Testosterone prescriptions require the following labs (CBC, CMP, Testosterone and Estradiol).  
*And a visit is required for all testosterone refills* 

 
Self Pay visit for all other issues are $110.00 for new patients. 
 
Self Pay visit for all other issues are $90.00 for establish patients.  
 
 
 
_______________________________         ____________________________    ______ 
Print Name                                                     Signature                                             Date 
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PATIENT HISTORY FORM 
 

Page 1 of 3 

  Patient Name: ________________________________________________     Date of Birth:____/____/____ 
 
  Reason for Today’s visit: _________________________________________________________________ 
 

Past Medical History 
 

  Previous Physician’s Name: ____________________________________ Date of last exam: _____________  
 
  Have you ever been hospitalized?   Yes No  If yes, what for?___________________________________ 

  ________________________________________________________________________________________ 
  Have you every had a Tetanus shot?                        Yes No   If yes, date: _________________________ 
  Have you every been vaccinated for Whooping cough(Pertussis)? Yes No If yes,date: _________________               
 
  Have you ever been tested for hepatitis A, B, or C?  Yes No Which hepatitis virus? _________________ 
  Have you ever been vaccinated for hepatitis B?        Yes No If yes, date series completed: ____________ 
  Have you ever been vaccinated for hepatitis A?        Yes No If yes, date series completed: ___________ 

 
  Last Tuberculosis (TB) Screening? ________________      Results of TB screening: Positive Negative 
  If positive TB screen, date of last chest x-ray: ________      Result of x-ray:                Positive Negative 
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�
 ADD 

   
 Eye disorder/Glaucoma  Kidney/Bladder  Seasonal allergies 

 ADHD 
 

 Fatigue  Liver Problems  Seizures 

 Anemia or blood problems 
 

 Fibromyalgia  Low blood pressure  Shortness of 
breath 

 Anxiety 
 

 Gout  Lung problems/cough  Sinus Problems 

 Arthritis 
 

 Headaches/Migraines  Memory Loss  Staph Infection 

 Asthma 
 

 Heart Disease Murmur/Angina  Neurological problem  
STD:____________ 

 Cancer: _____________(type) 
 

 Heartburn (reflux)  Parkinson’s Disease  Stroke  

 COPD 
 

 Hepatitis ________ (indicate 

A.B,C if applicable) 
 Phobias:_________  

      (list)                        
 Swollen Ankles 

 Crohn’s Disease  High blood pressure  Pneumonia  Tonsillitis 
 

 Depression  High Cholesterol  Polio  Ulcer/Colitis 
 

 Diabetes Type___                                   
(Indicate type I, II) 

 HIV/Ads  Prostate  Ulcers 
 

 Diverticulitis  Hyperthyroid  Psychiatric Care  UTI 
 

 Ear Problems  Hypothyroid   PTSD                         
(Post traumatic stress 

disorder) 

 Vertigo 
 

 Eating disorder  Joint and muscle pain  Rheumatoid arthritis  No past/current 
issues 
 

 
Please describe any current or past medical treatment not listed above: ________________________ 

_____________________________________________________________________________________ 
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            _____________________________________________________________________________________ 

Past Surgical History: (Please list any past surgeries and dates) 
 
  No Surgeries (Including dental) 

 
Date Surgery type Reason Surgeon Name 
Example: 01/01/2012 Hernia Repair Hiatal Hernia John Smith, M.D. 

    
    
    

    
    
    
    
    

  
Allergies: 
  
Allergic to penicillin? Yes No If yes, describe what occurs? _________________________ 
 
Allergic to Sulfa?      Yes No If yes, describe what occurs? __________________________ 
 
Please list drug allergies: ________________________________________________________ 
 
Describe symptoms/side effects: ___________________________________________________ 
 

Medications: Taken over the past 45 days 
List medications including prescription, OTC, supplements, vitamins, energy drinks.  

NOT TAKING ANY MEDICATIONS OR VITAMINS/SUPPLEMENTS/ENERGY DRINKS 
 

Medication Mg How many 
times a day 

Reason for 
medication 

When did you begin 
taking it? 

Example: Aspirin 81mg Once a day Preventative 01/01/2012 

     

     

     

     

     

     

     

     

 
Social and Preventive History 
 
Do you currently smoke or chew tobacco? Yes No  If yes, how long: _________________   
How many packs per day?  __________     If no, when did you quit? _____________________ 
 
Do you drink alcohol, beer, or wine?  Yes  No  If yes,  How many drinks per day?_________ 
 
If no, have you in the past? Yes  No When did you quit? ____________________________ 
 
Do you currently drink coffee and/or tea?  Yes  No If yes, how many cups per day?_______ 
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Family History 

 Living  Age (or age at death) List serious illness 

Mother Yes No __________________                         _____________________ 

Father Yes No __________________                   _____________________ 

Sister Yes No __________________           _____________________ 

 Yes No __________________                  _____________________ 

 Yes No __________________                     _____________________ 

Brother Yes No __________________         _____________________ 

 Yes No __________________             _____________________ 

 Yes No __________________           _____________________ 

 
 
Has any member of your family (including children and parents) had any of the following illnesses: 

 
Illness Which family member? 

Anemia or Blood disease _____________________________________ 

Cancer _____________________________________ 

Diabetes _____________________________________ 

Glaucoma _____________________________________ 

Heart Disease _____________________________________ 

High Blood Pressure _____________________________________ 

HIV disease/AIDS _____________________________________ 

Mental Illness/Depression _____________________________________ 

Stroke _____________________________________ 

Other serious illness                                               _____________________________________ 

   
  

Females: Gynecological History 
 

 

How many times have you been pregnant? ___________ 
Have you had an abnormal Pap Smear? Yes No         
Date of last Pap Smear: _________________________                                            

Date of last mammogram? ______________    Mammogram results:______________ 

Have you ever had a bone density?                  Yes No Bone Density results: ______________  
 
Male:  
 

Yes No Has your interest in sex (libido) declined 
Yes No Have you ever had an abnormal PSA test exam? 
Yes No Declined energy level or stamina? 
Yes No Spontaneous erections?(without medication) 
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