
1 
 

 
Heather Mayard, MSN, APRN, FNP-C  

 1828 Veterans Memorial Drive  
Abbeville, La 70510 

Phone: (337) 385-2522 Fax: (337) 385-2523  

PaƟent InformaƟon Form 

Name: ________________________________ Preferred name/nickname: _______________________ 

DOB: _________ Age: _____SS#: ______________________ Email: _____________________________ 

Address: _____________________________________________________________________________ 

City: __________________________ State: ___________      Zip Code:______________________ 

Home Phone: _______________     Mobile Phone: ______________    Work Phone: ________________ 

Emergency Contact: __________________  RelaƟonship:_________________ Ph#: _________________ 

Name and Address of Employer: __________________________________________________________ 

Employment Status (Full-Ɵme, part-Ɵme, etc…): __________________ OccupaƟon: _________________ 

If student, grade: ___________  School: ______________________________________________ 

Do you have a disability?: Circle:  Yes     No If so, what type?:_______________________________ 

Names of physicians you see: _____________________________________________________________ 

How did you hear about us? ______________________________________________________________ 

If paƟent is a Minor:  

Who does the child live with? ____________________________________________________________ 

What is that relaƟonship to the child? ______________________________________________________ 

If parents are divorced, who has legal custody? ______________________________________________ 

Race/Ethnic Origin: ______________________ Marital Status: _________________________________ 

 

 

 

 

2024. Heather Mayard, MSN, APRN, FNP-C. 1828 Veterans Memorial Drive-Abbeville, LA 70510 P- 337-385-2522 F- 
337-385-2523 
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Heather Mayard, MSN, APRN, FNP-C  
 1828 Veterans Memorial Drive  

Abbeville, La 70510  
Phone: (337) 385-2522 Fax: (337) 385-2523  

 

HIPAA Privacy and Release of InformaƟon AuthorizaƟon 

I, hereby authorize Community Family Care and its affiliates, its employees and agents, to use and 
disclose protected health informaƟon (e.g., information relating to the diagnosis, treatment, claims 
payment, and health care services provided or to be provided to me and which identifies my name, 
address, social security number, Member ID number) for the purpose of helping me to resolve 
claims and health benefit coverage issues. 
I understand that any personal health information or other information released to the person or 
organization identified above may be subject to re-disclosure by such person/organization and may 
no longer be protected by applicable federal and state privacy laws. 
I understand that I have a right to revoke this authorization by providing written notice to. However, 
this authorization may not be revoked if it’s employees or agents have taken action on this 
authorization prior to receiving my written notice. I also understand that I have a right to have a copy 
of this authorization. 
I understand that information used or disclosed pursuant to this authorization may be disclosed by 
the recipient and may no longer be protected by federal or state law. 
I further understand that this authorization is voluntary and that I may refuse to sign this 
authorization. My refusal to sign will not aƯect my eligibility for benefits or enrollment or payment 
for or coverage of services. 
I have been advised of this practice’s Privacy Practices, Release of Billing Information policy, 
Assignment of Benefits policy, and grant the practice Medication History Authority. 
If applicable, Legal Representatives sign below: 
By signing this form, I represent that I am the legal representative of the Member identified above 
and will provide written proof (e.g., Power of Attorney, living will, guardianship papers, etc.) that I am 
legally authorized to act on the Member’s behalf with respect to this authorization form. 

Patient/Legal Representative Printed Name:    Date: 

_______________________________________    ___________________ 

Patient/Legal Representative Signature: 

_______________________________________ 

2024. Heather Mayard, MSN, APRN, FNP-C. 1828 Veterans Memorial Drive-Abbeville, LA 70510 P- 337-385-2522 F- 
337-385-2523 



3 
 

 
 

 Heather Mayard, MSN, APRN, FNP-C  
 1828 Veterans Memorial Drive  

Abbeville, La 70510  
Phone: (337) 385-2522 Fax: (337) 385-2523  

  
Appointment Policy 

Out of respect for your valuable time and that of our other patients, and 
our staff, we do our best to keep your wait time at or below 15 minutes. To 
accomplish this, we ask that you do your part by not being late for your 
scheduled appointment.  

As much as we dislike having to do so, being late for your scheduled 
appointment may require you to reschedule. If you foresee that you may be late, please 
call us immediately to be informed if our schedule will allow for tardiness.  

We ask that you contact us in advance if you cannot make your 
scheduled appointment, to ensure all patients have a timely appointment. If you 
fail to show for three consecutive scheduled appointments, you may not be 
allowed to reschedule.  

  
  I hereby acknowledge that I have received a copy of this letter in return after signing.  
  
  

  
Patient Name Printed  
 

  
 
_______________________________________________________ 
 
Patient Signature (or Responsible Party)  

  
 

______________________________________ 

 
Today’s Date  

  
 
______________________________________ 

2024. Heather Mayard, MSN, APRN, FNP-C. 1828 Veterans Memorial Drive-Abbeville, LA 70510 P- 337-385-2522 F- 
337-385-2523 
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2024. Heather Mayard, MSN, APRN, FNP-C. 1828 Veterans Memorial Drive-Abbeville, LA 70510 P- 337-385-2522 F- 
337-385-2523 

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION (PHI)  

Section B: Required for all Authorizations for Release of PHI or Right to Access  
Patient Name:  Birth Date:  Social Security No. 

(optional):  
PHI Recipient 
Name: Heather 
Mayard, MSN, 
APRN, FNP-C 

Address/City/State/Zip –  
1828 Veterans Memorial Drive 
Abbeville, LA 70510 

Phone Number: (337) 385-
2522 
Fax Number: (337) 385-
2523 

PHI Sender 
Name:  

Address/City/State/Zip  Phone Number:  
 
Fax Number: 
  

Purpose of Disclosure: CONTINUATION OF CARE  

Description:  Date(s)  Description:  Date(s)  Description:  Date(s)  

All PHI in record 
History and 
Physical  
Consult Report 
Operative Report 
Progress Notes  

  Physician Orders 
Laboratory 
Imaging/Radiology 
Nursing Notes 
Medication Record  

  Demographics 
Rehabilitation  

     Services  
Special 
Test/Therapy  
Itemized 
Bill/Claims 
Other:  

  

I acknowledge, and hereby consent to such, that the released information may contain alcohol, drug 
abuse, psychiatric, HIV testing, HIV results or AIDS information.  

I understand that:  
1. I may refuse to sign this authorization and my treatment will not be conditioned upon 
signature of this authorization (except for non-health related services such as pre-employment 
testing, life insurance exams, or drug screenings).  
2. I may revoke this authorization at any time in writing, but if I do, it will not have any effect 
on any actions taken prior to receiving the revocation. Further details may be found in the 
Notice of Privacy Practices.  
3. If the requester or receiver is not a health plan or health care provider, the released 
information may no longer be protected by federal privacy regulations and may be re-
disclosed.  
4. I understand that I may see and obtain a copy of the information described on this form, for a 
reasonable copy fee, if I ask for it.  
5. I will receive a copy of this form after I sign it.  

Section C: Signatures  
I have read the above and authorize the disclosure of the protected health information as stated.  
Signature of Patient/Guardian/Patient Representative:  
  

Date:  

Print Name of Patient/Guardian/Patient Representative:  Relationship to Patient:  
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Heather Mayard, MSN, APRN, FNP-C  
1828 Veterans Memorial Drive  

Abbeville, La 70510  
Phone: (337) 385-2522 Fax: (337) 385-2523  

  
FINANCIAL POLICIES 

 
As your primary care provider, we are committed to giving you the best possible care. To achieve 

this goal, we need your assistance in understanding our payment policy.  
Payments:  

 Payment is required at the time services are rendered unless other arrangements have been 
made in advance. This includes coinsurance and co-payments for participating companies. We accept 
payments in the form of cash, check, money orders, Visa, MasterCard, Discover, and Debit Cards  
 NSF Checks are subject to a $25 check fee in addition to the balance of the check and any fees 
your bank may charge you. We reserve the right to refuse to accept checks as payment at any time.  

Insurance:  
 We bill participating insurance companies on your behalf as a courtesy to you.  
 You are expected to pay your deductible and co-payments at the time of service.  
 If we have not received payment from your insurance company within 60 days of the date of 
service, you will be expected to pay the balance in full.  
 If you wish for us to bill your insurance company, your insurance card must be presented at the 
time of service. If your insurance card or information changes which may be necessary to bill your 
insurance company, that information must be provided as well at the time of service. The patient (or 
guardian) is responsible for all costs of their healthcare. If your insurance company will not pay for a 
service or charge which you consent to, you are responsible for the cost associated with those charges.  
 We will be glad to discuss your proposed treatment and the costs of those services. We will also 
attempt to find out if your insurance will cover these services for you. HOWEVER, please be aware that 
your insurance is a contract between you and your employer (if applicable), and the insurance company. 
We are not a party to your contract. Unfortunately, not all services are a covered benefit in all contracts. 
Some insurances companies select certain services that they will not cover (e.g. yearly physicals)  
 Insurance companies may request that you release otherwise confidential medical information 
regarding your condition to them. If you do not authorize the release of this information, we cannot bill 
your insurance company on your behalf.  
 We may refuse to bill an insurance company on your behalf at any time.  

Forms/Administrative Time:  
 Any form other than the standard insurance forms that you request be completed by our office 
may be subject to a fee for the time and labor involved. This will be discussed on a case-by-case basis.  

**I understand and agree with the financial policy. Furthermore, I understand that intentionally providing 
false insurance information may constitute insurance fraud and be in violation of federal law.  

  Printed Patient Name:      Date:  
  

__________________________________________________  _____________________________ 
Signature:  

   
__________________________________________________ 

 

2024. Heather Mayard, MSN, APRN, FNP-C. 1828 Veterans Memorial Drive-Abbeville, LA 70510 P- 337-385-2522 F- 337-385-2523 
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Heather Mayard, MSN, APRN, FNP-C  
1828 Veterans Memorial Drive  

Abbeville, La 70510  
Phone: (337) 385-2522 Fax: (337) 385-2523  

 

PATIENT AGREEMENT FORM  
 I understand that Community Family Care is a Private Practice and reserves the right to make independent 

decisions regarding who we serve excluding decisions that would be posed as discrimination. 
 I understand that CFC has a zero-tolerance policy for disruptive behavior/ abusive language towards other 

patients, front office staff, the nurse, the provider, and the Office Manager. Such behavior is grounds for 
automatic discharge from practice.   

 I understand that upon completion of ordered tests, if there is no call from the office in 7-10 days, I am 
responsible for contacting the office to follow up.  

 I understand that repeated appointment No Call/No shows can result in automatic discharge from 
practice.  

 I understand that if I don’t have active insurance on file the day of the visit, I will be considered self-pay 
and charged at the self-pay rate of the current type of office visit. If the patient deductible is not met, the 
patient will be responsible for the company’s standard rate.  

 I understand that deception of medical coverage is grounds for automatic discharge from practice.  
 I understand that a verbal statement to find another physician is an automatic termination of 

physician/patient relationship.  
 I understand that under no circumstances will a school/work excuse be issued to a patient who has not 

been evaluated by the doctor.  
 I understand that in the event that I relocate out of state, Heather Mayard, MSN, APRN, FNP-C is only 

responsible for a 90-day refill of medications on file in my records.  
 I understand that the office has 24 to 48hrs to return calls and repeat calls are a form of harassment and 

only delay return calls.  
 I understand that medication refill requests will be completed within 24 to 48hrs.  
 I understand that Heather Mayard, MSN, APRN, FNP-C is not legally granted authority to prescribe 

controlled substances in connection with the treatment of chronic or intractable pain and/or obesity. 
  
  

Printed Patient Name:     Date:  
 
______________________________________ ____________ 
Patient Signature:    

          
______________________________________ 

  
  
 
2024. Heather Mayard, MSN, APRN, FNP-C. 1828 Veterans Memorial Drive. Abbeville, LA 70510 P- 337-385-2522 F- 
337-385-2523  
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Heather Mayard, MSN, APRN, FNP-C  

 1828 Veterans Memorial Drive  
Abbeville, La 70510  

Phone: (337) 385-2522 Fax: (337) 385-2523  

 

 
 
Immunizations: _____________________________________________________________________________________ 
  
  
  
  
  

HEALTH HISTORY QUESTIONNAIRE 
 
Your answers on this form will help your health care provider better understand your medical concerns and conditions. If 
you are uncomfortable with any question, do not answer it. If you cannot remember specific details, please approximate. 
Add any notes you think are important. ALL QUESTIONS CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND 
WILL BE KEPT STRICTLY CONFIDENTIAL. 
 
Main reason for today's visit: 
_____________________________________________________________________________________________ 
Other concerns: 
_____________________________________________________________________________________________ 
Person filling out form/relationship to patient: 
_____________________________________________________________________________________________ 
Patient’s preferred pharmacy: 
_____________________________________________________________________________________________ 
Do you have an Advance Directive? __ Yes __ No                                   
 
List anything that you are allergic to (medications, food, bee stings, etc.) and how each affects you. 
ALLERGIES 
ALLERGY 
1.____________________________________________ 
2.____________________________________________ 
3.____________________________________________ 
 

REACTION 
____________________________________________ 
____________________________________________ 
____________________________________________ 
 

  
MEDICATIONS 

Please list all the medications you are taking. Include prescribed drugs and over-the-counter drugs, such as vitamins 
and inhalers. 
DRUG NAME 
1._________________________________
2._________________________________
3._________________________________
4._________________________________
5._________________________________
6._________________________________
7._________________________________
8._________________________________
9._________________________________
10.________________________________
 

STRENGTH 
________________________________
________________________________
________________________________
________________________________
________________________________
________________________________
________________________________
________________________________
________________________________
________________________________
 

FREQUENCY TAKEN 
________________________________
________________________________
________________________________
________________________________
________________________________
________________________________
________________________________
________________________________
________________________________
________________________________
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(WOMEN ONLY) OBSETRIC AND GYNECOLOGICAL HISTORY 
 

  

 

Last PAP Smear       Date _______________     Abnormal 
Last Mammogram       Date _______________     Abnormal 
Age of first menstrual period: ________ 
Date of last menstrual period or age of menopause: 
_______________ 
Number of pregnancies: ______       births: _______ 
miscarriages: ______       abortions: _____________ 
  Cesarean sections       If yes, then number: ______ 

 Circle all that apply: 
  Bleeding between periods 
  Heavy periods 
  Extreme menstrual pain 
  Vaginal itching, burning, or discharge 
  Wake in the night to go to the bathroom 
  Hot flashes 
  Breast lump or nipple discharge 
  Painful intercourse 
  Sexually active 
        Current sexual partner is     Female     Male 
        Do you use condoms?     Yes     No 
        Other Birth control method used:____________ 
        Interested in being screened for STD's  Yes   No 
   

 

 
 
 

PAST MEDICAL HISTORY 
 

Please check all that apply: 
 

  __Anxiety Disorder 
  __Arthritis 
  __Asthma 
  __Bleeding Disorder 
  __Blood Clots (or DVT) 
  __Cancer (type):______________ 
  __Coronary Artery Disease 
  __Claustrophobic 
  __Diabetes - Insulin 
  __Diabetes - Non-Insulin 
  __Dialysis 
 

  __Diverticulitis  
  __Fibromyalgia  
  __Gout  
  __Has Pacemaker  
  __Heart Attack  
  __Heart Murmur  
  __Hiatal Hernia or Reflux Disease  
  __HIV or AIDS  
  __High Cholesterol  
  __High Blood Pressure 
  __Hypothyroidism 

 

  __Overactive Thyroid  
 

  __Kidney Disease 
  __Kidney Stones 
  __Leg/Foot Ulcers 
  __Liver Disease 
  __Osteoporosis 
  __Polio 
  __Pulmonary Embolism 
  __Prostate problems 
  __Vascular problems in extremities 
  __Stroke (year):____________ 
  __Tuberculosis 
  __Other:________________________ 
_______________________________ 
  

 

 

 

 

 

PAST SURGICAL HISTORY 
 

SURGERY 
1. ____________________ 
2. ____________________ 
3. ____________________ 
4. ____________________ 
 

REASON 
____________________ 
____________________ 
____________________ 
____________________ 
 

YEAR 
____________________ 
____________________ 
____________________ 
____________________ 
 

HOSPITAL 
____________________ 
____________________ 
____________________ 
____________________ 
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FAMILY HEALTH HISTORY 
   

 

RELATION 
 
ALIVE? 

AGE 
AT 
DEATH SIGNIFICANT HEALTH PROBLEMS (Circle all that apply: 

Grandmother (maternal) Y/N _____ 

  Alcoholism   Arthritis   Depression  Cancer/Type_________   
   Diabetes   Genetic disease   Heart Disease    Hypertension    
    Stroke   Other:_________________________    

         

Grandfather (maternal) Y/N _____ 

  Alcoholism   Arthritis   Depression  Cancer/Type_________   
   Diabetes   Genetic disease   Heart Disease    Hypertension    
    Stroke   Other:_________________________    

         

Grandmother (paternal) Y/N _____ 

  Alcoholism   Arthritis   Depression  Cancer/Type_________   
   Diabetes   Genetic disease   Heart Disease    Hypertension    
    Stroke   Other:_________________________    

         

Grandfather (paternal) Y/N _____ 

  Alcoholism   Arthritis   Depression  Cancer/Type_________   
   Diabetes   Genetic disease   Heart Disease    Hypertension    
    Stroke   Other:_________________________    

         

Father Y/N _____ 

  Alcoholism   Arthritis   Depression  Cancer/Type_________   
   Diabetes   Genetic disease   Heart Disease    Hypertension    
    Stroke   Other:_________________________    

         

Mother Y/N _____ 

  Alcoholism   Arthritis   Depression  Cancer/Type_________   
   Diabetes   Genetic disease   Heart Disease    Hypertension    
    Stroke   Other:_________________________    

         

Brother/Sister Y/N _____ 

  Alcoholism   Arthritis   Depression  Cancer/Type_________   
   Diabetes   Genetic disease   Heart Disease    Hypertension    
    Stroke   Other:_________________________    

         

Brother/Sister Y/N ______ 

  Alcoholism   Arthritis   Depression  Cancer/Type_________   
   Diabetes   Genetic disease   Heart Disease    Hypertension    
    Stroke   Other:_________________________    

         

Other: Y/N ______ 

  Alcoholism   Arthritis   Depression  Cancer/Type_________   
   Diabetes   Genetic disease   Heart Disease    Hypertension    
    Stroke   Other:_________________________    

         
 

 
 
 
 
 
 



10 
 

 
 

SOCIAL HISTORY 
  

 

 
 
 
Marital Status                                                                       
__Married        
__Single 
__Divorced        
__Separated        
__Widowed 
__Domestic partner  

       

   
   

   

Caffeine  
-Do you currently consume 
caffeine? 
     ___ Yes     ___ No 
-What kind of caffeine? (coffee, 
tea, soda, chocolate, energy 
drinks, etc) _________________ 
-How often do you consume the 
caffeine listed? ______________ 
  
 

 

   
 
 
 
 
   

Education 
__Less than 8th grade 
__High school 
__Some College 
__Associate’s 
__Bachelor’s 
__Master’s 
__Doctorate  

 

 

 
                        Alcohol 
                         -Do you drink 
                         Alcohol?    
                             __Yes      __No 
                       -If so, how often? 
                           __Occasionally 
                           __<3 times a  
                                week 
                           __>3 times a  
                                week 
                       -How many drinks  
                          per week? _____ 
                          
                          

                     Tobacco 

                              -Do you currently use 
                         tobacco?  
                            __Yes     __No 
                    -If not currently, did  
                         ever use tobacco?   
                             __Yes     __No 
                    -Cigarettes__pks/day 
                    -Chew-___/day or  
                         week 
                    -Cigars-__/day or  
                         week 
                    -# of years? _____or                                    
                         year quit? ______ 
                    -Do you vape?                       
                             __Yes     __No 
                    -Nicotine/mg? _____ 
                    -How often? _______ 
                        
  

   

             
            Drugs 
            -Do you currently  
            use recreational or  
            street drugs? 
                     __ Yes   __ No 

 If yes, list: 
                   _______________________ 
                   _______________________ 

 

 
 
 
            

                   

                  
                    
                        Exercise Level 
                       __None 
                     __Occasional 
                     __ Moderate    
                     __ High  
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Please add any information about your health that you would like your provider to know here: 
 
__________________________________________________________________________________________________  

REVIEW OF SYSTEMS 
 

 

 

Please check all that apply: 
 
Allergic/Immunologic 
 __Frequent Sneezing 
 __Hives 
 __Itching 
 __Runny Nose 
 __Sinus Pressure 
 
Cardiovascular 
 __Arm Pain on Exertion 
 __Chest Pain on Exertion 
 __Chest Pain at rest  
 __Irregular Heart Beats (Palpitations) 
 __Known Heart Murmur 
 __Light-headed on Standing 

 
__Shortness of Breath at rest  
__Shortness of Breath When Lying Down
 __Shortness of Breath When Walking 
 Swelling (edema) 
 
Constitutional 
 __Exercise Intolerance 
 __Fatigue 
 __Fever 
 __Weight Gain (____lbs) 
 __Weight Loss (____lbs) 
 
Eyes 
 __Dry Eyes 
 __Irritation 
 __Vision Change 

 
Musculoskeletal 
__Back Pain 
__Joint Pain 
__Muscle Aches 
__Muscle Weakness 
 
Genitourinary 
__Pain or Discomfort Upon 
    Urination 
__Urinary frequency 
__Incontinence 
__Urinary urgency 
__Odor of Urine 
__Recurrent UTI’s 
 
 

 

 
 
  
Ear/Nose/Mouth/Throat 
__Bleeding Gums  
 __Difficulty Hearing  
 __Dizziness  
 __Dry Mouth  
 __Ear Pain  
 __Frequent Sinus    
    Infections 
__Frequent Ear Infections  
 __Frequent Nosebleeds  
 __Hoarseness  
 __Mouth Breathing  
 __Mouth Ulcers  
 __Nose/Sinus Problems  
 __Ringing in Ears 

  
Endocrine  
 __Fatigue  
 __Increased 

   __Thirst/Hunger/Urination 

  
Gastrointestinal  
 __Abdominal Pain  
 __Black or Tarry Stool  
 __Blood in Stool  
 __Change in Appetite  
 __Frequent Indigestion  
 __Hemorrhoids  
 __Trouble Swallowing  
 __Vomiting 
__Last BM _________ 
__Incontinence  
  
Hematologic/Lymphatic 

  __Easy Bruising/Bleeding 
   
Integumentary (Skin) 

  __Changes in Moles 
  __Dry Skin 
  __Eczema 
  __Growth/Lesions 
  __Itching 
  __Jaundice (Yellow Skin/Eyes) 
   
   
   
   
   
 

 

                                                          
                         
                        Neurological  

                  __Dizziness  
                  __Fainting  
                  __Headaches  
                  __Memory Loss  
                  __Migraines  
                  __Numbness  
                  __Restless Legs 

                                 __Seizures  
                  __Weakness  

  
                        Psychiatric  

                  __Alcohol 
                   Overuse/Abuse  
                  __Anxiety/Stress  
                  __Depression  
                  __Do Not Feel  
                   Safe in Current  
                   Relationship?  
                  __Mania/Bipolar  
                  __Sleep  
                    Problems  

 
                        Respiratory  

                  __Cough  
                  __Coughing Up 
                    Blood  
                  __Shortness of  
                    Breath  
                  __Sleep Apnea 

                                 If so, do you 
                      Wear CPAP?  
                      __ Yes  __No 
                      Wear BIPAP? 
                      __Yes  __No  
                  __Snoring  
                  __Wheezing 
 
  

 
  

Signature of Patient or Person Filling Out Form: 

_____________________________________________________________________________________ 


