Pulmonary Services of North Texas

Satish C. Chada, M.D., Rafael Rivera-Rivera, M.D., Musa Wadi, M.D., Jordan Terasaki, M.D.

 Josh Briggs, NP-C
1208 Brook Ave.
Wichita Falls, Texas 76301

940-322-4480 office

940-322-8420 fax

Dear ________________________,

You have been referred to our office by Dr. _______________________________.   
Your Appointment has been scheduled for _________________________________.  

Please fill out the enclosed paperwork and bring it with you to your appointment.  
It is very helpful to have the paperwork completely filled out (as much as you 

can) in order for you to be seen in your scheduled time slot.

You will need to bring with you a current list of medications (or list them on the form provided in the packet), Insurance Card(s) or ID card, any medical records you may have from the referring Doctor and any chest x-ray films that you have had done recently (if you fail to bring the films and/or CD you will be asked to reschedule). If your x-rays have been done at United Regional, Kell West Regional, Clinics of North Texas or TMC Imaging, we have access to these systems and are able to look at them via the computer. 

Cash Payment Policy:  This office offers a discount of 20% for cash patients. Payments for services are due at the time services are rendered. 

Please note:  We ARE NOT contracted with Aetna. Patients with Aetna will be considered as cash patients. Payment is due at the time services are rendered. A 20% discount will be offered.

If for any reason you are unable to keep this appointment please call our office to reschedule as soon as possible. 

Due to the new patient appointment scheduling, if you do not call or show for your scheduled appointment, you may not be rescheduled. 

Important… If you have seen a Pulmonologist (re: lungs, breathing 

related illnesses) in the past six months please call our office BEFORE 
your appointment.

***Please refrain from wearing any perfumes or colognes on appointment dates due to the allergies of other patients.****

If you have any questions or if you cannot keep this appointment, please call our 
office in advance at 322-4480.  Our office hours are 8:30A-5:00P Monday thru Thursday 

and 8:30A-3:00P on Friday. We are closed for lunch from 12:00 p.m. to 1:30 p.m. daily.
Thank you,
Drs. Rivera, Chada, Wadi, Terasaki and Staff
                                   Pulmonary Services of North Texas 

PULMONARY, CRITICAL CARE AND SLEEP MEDICINE
Satish C. Chada, M.D.,   Rafael Rivera-Rivera, M.D., Musa Wadi, M.D.,  Jordan Terasaki, M.D.

Josh Briggs, NP-C








Single
    Divorced

Name _________________________________  Age ____ 
Married    Widowed
Date _______________
Occupation _______________________________ All previous occupations______________________________

Birthplace __________________________ List all states in which you have lived__________________________

Education: ______ years High School ______________ years College _____________years Post Graduate
Describe briefly your present medical symptoms: ___________________________________________________
___________________________________________________________________________________________
IMMUNIZATIONS: Please give year:   Flu _____________________________ Pneumonia _____________________

MEDICATIONS:  Please provide a list of your medications on a separate piece of paper.

Check if any blood relative has or has had any of the following and enter relationship 

(Father, Mother, Sister, Brother).




Yes
No
Relationship




Yes       No         Relationship
Cancer of Lung
  
  □
 □


Fibrosis of lungs

  
 □
□

Cancer of stomach,
  



High blood pressure in lungs
 □
□

pancreas, intestines
  □
 □


Bleeding tendencies

 □
□

Cancer of breast
  
  □
 □



Rheumatoid disorders
 □
□

Cancer of prostate
  □
 □


Diabetes


   
 □
□

Other cancer

  □ 
 □


Stroke or early heart disease
 □
□



Tuberculosis

  □
 □


Heart Attack/heart failure
   
 □
□


Asthma

 
  □
 □

Emphysema

  □
 □


Operations:  List and indicate approximate year:
   under age 50

  □
 □


_______________________________________


_______________________________________________  
PAST HISTORY (Personal)


_______________________________________________
Have you had any of the following illnesses?
    

   _______________________________________________

Yes
No
       _______________________________________________                           
Angina Pectoris/ CAD
□
□







Heart Attack
□
□






Hospitalizations (other than operations): List
Arthritis
□
□



    reasons and approximate dates:
High Blood Pressure
□
□

                            ________________________________________________

Anemia
□
□

                            ________________________________________________


Hay Fever
□
□

   ________________________________________________


Asthma
□
□

   ________________________________________________

Frequent Lung Infections
□
□
              
               Are you allergic to any medications/contrast dye?



Emphysema
□
□



□ Yes          □  No
Diabetes
□
□

                             If yes, please list (or provide list) medications and the 

Cancer
□
□


 reaction you had to them:

Nervous Breakdown
□
□

                             __________________________________________


Thyroid disease
□
□

                             __________________________________________



Stomach Ulcers
□
□

                                        __________________________________________


Colitis
□
□
                                         __________________________________________

PERSONAL HABITS:


1.   Check if you smoke: ( Never Smoked ( ) 

3.    Check if you regularly drink:



      □ cigarettes □ cigars □ pipes ____number/packs per day


       □ Hard liquor   □ 1-3 oz. per day/wk   □ > 3 oz. per day/wk
 

      How long have you been smoking? _______years 

       □ Beer    □ 1 per day/wk    □ 2 per day/wk   □ > 3 day/wk


      When did you quit smoking?___________________

       □ Wine   □ 1 glass per day/wk   □ 2 per day/wk   □ > 3 day/wk

2.    Have you used medication for weight loss?          Yes
□
4.    Have you ever used recreational drugs?            Yes
□

       
No
□


No
□

__________________________________________________________________________________________________________ 

RESPIRATORY HISTORY:       

How many chest infections have you had in the     Yes         No

Yes   No
past year?_____________________________
 

Do you have shortness of breath?
 □
     □
Any history of pneumonia? 

□
□

How long? ________________________________           
      
Any history of TB (tuberculosis)?

□
□

Any industrial exposure such as sand blasting, 

Any history of asthma or wheezing?

□
□

welding or asbestos?

    □
     □
Have you been exposed to second-hand smoke

Any exposure to birds?
    □      □
on a regular basis at work or at home?

□
□

Any exposure to animals, mice droppings, ticks?
    □      □

Have you ever traveled to Arizona, the Midwest

Have you coughed up blood or blood streaked sputum?
    □      □
or any distant locations?
 
□
□

Any history of chest trauma or rib fractures?
    □      □

If yes, please list all places visited: _____________________
Have you been exposed to or had a positive skin test

_________________________________________________
for Tuberculosis?                                                                  □
     □
_________________________________________________

Any coughing up of sputum or phlegm on a regular

_________________________________________________

basis?                                                                                    □      □       _________________________________________________

Have you had any of the following during the past three months?

CONSTITUTIONAL
Yes
No

NEUROLOGICAL

Yes
No


Good general health lately
□
□

Frequent or recurring headaches

□
□

Recent weight change
□
□

Lightheaded or dizzy

□
□
Height
___ft  ___in

Seizures

□
□
Weight now
________lbs

Numbness or tingling sensations

□
□


Weight 3 months ago
________lbs

Tremors

□
□

Fatigue
□
□

Stroke/Paralysis

□
□

EYES

PSYCHIATRIC



Eye disease or injury
□
□

Memory loss or confusion

□
□
Wear glasses/contact lenses
□
□

Anxiety

□
□

Blurred or double vision
□
□

Depression

    □ 
□

Glaucoma
□
□

ENDOCRINE
       


ENT

Thyroid disease

□
□
Hearing loss 
□
□

Diabetes

□
□

Ringing in the ears
□
□

HEMATOLOGIC/LYMPHATIC


Earaches or drainage
□
□

Slow to heal after cuts                                           □
       □
Sinus problems
□
□

Easily bruise or bleed
                                            □
       □
Nose bleeds
□
□

Anemia

□
□
Bleeding gums
□
□

Phlebitis, blood clots
□
□



Sore throat or voice changes
□
□ 

Past transfusion

□
□

Swollen glands in neck
□
□

Enlarged glands

□
□

CARDIOVASCULAR





Heart trouble
□
□

SLEEP APNEA SCREENING



Chest pains
□
□

Excessive daytime sleepiness

□
□

Sudden heart beat changes
□
□

Tiredness, fatigability

□
□

Swelling of feet, ankles, or hands
□
□

Falling asleep while driving

□
□

Loss of consciousness
□
□ 

Snoring/Early morning headaches

□
□

GASTROINTESTINAL

Has your partner noticed you stopping


Heart burn or gastroesophageal 

breathing while sleeping?

□
□
reflux (GERD)
□
□

MUSCULOSKELETAL

Difficulty swallowing or food

Bone pain

□
□

sticking
□
□

New or worsening arthritis

□
□

GENITOURINARY

SKIN

Frequent urination
□
□

Rash, itching, or bleeding

□
□

Burning or painful urination
□
□



Blood in urine
□
□

________________________________________________
Kidney stones
□
□

Patient signature





Reviewed by doctor_______________________________
Satish C. Chada, M.D.,  Rafael Rivera-Rivera, M.D., Musa Wadi, M.D., Jordan Terasaki, M.D., Josh Briggs, N.P.-C
1208 Brook Ave.
Wichita Falls, Texas 76301

940-322-4480

Registration Information
(Please Print)

Date: _____________________
Home Phone ___________________ Cell phone: ______________
Patient: ___________________________________________        SS#: ​_________________________


  Last name                  First name                Middle Initial

Address: ___________________________________________________________________________

     Street address                                                City                                              State & Zip Code

Sex:  ____Male ____Female
   Age:  _____   Birthdate:  _________  Marital Status:  M  S  W  D

Ethnicity  ___Hispanic  ___Non-Hispanic  Race: __________________ Preferred Language:_______________
Employer: ____________________ Work phone: ________________  Occupation: _______________

Referring Physician: _______________________   Primary Care Physician: ______________________
Emergency contact: ____________________ Phone: __________________  Relationship: _____________
Email (optional, for access to patient portal): ______________________________________________

Insurance Information
Person responsible for Account: ________________________________________________________






Last name                          First name

   Middle Initial

Relation to Patient: _________________  Birthdate: _____________  SS#: ______________________

Address (if different than patient’s): _________________________________________________________






Street address                            City                            State & Zip Code
Do you have Medical Insurance? _____yes ____no   If yes, answer the following:

Name of Insurance company:___________________________________________________________

Insurance ID# : ________________________________    Group # : ___________________________

Name of Secondary Insurance (if any): ____________________________________________________

Insurance ID # : ________________________________    Group # : ___________________________

____Medicare         ____Medicaid                   Claim # ______________________________________
I, the undersigned, have insurance coverage with (name of Insurance Co.)  ______(See Above)_____________ and assign directly to Drs. Chada, Rivera, Wadi and Terasaki all medical benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I permit a copy of this authorization to be used in place of the original and I authorize the use of this signature on all my insurance submissions.  

Signature of Responsible Party: __________________________________________________  Date: _________________
Pulmonary Services of North Texas

Satish C. Chada, M.D.,  Rafael Rivera-Rivera, M.D. Musa Wadi, M.D., Jordan Terasaki, M.D., 

Josh Briggs, N.P.-C
1208 Brook Ave
Wichita Falls, Texas 76301

322-4480

Medication List
Name:_____________________________  



Date: ___________________
Allergies (Medications): __________________________________________________________
Pharmacy name and phone: ___________________________________________________

     Name of medication and strength                                     Directions                                    
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