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_ PATIENT INFORMATION ~ PABEfof2
Name: e . RS
DatsofBith; . SSN: » .

Address: _____ o Apt/Suite:__

City:_ L . State:__ - 'Zip: :

‘Gender: CMale OFemale |
‘Marifal Status: [ Single [ Mamed O Dwerced O Separated O Widowed
Refemng Dactor: .

Employer: - s _____ Phone:
Employer Address: . | - |
City: State: _Zip:
Home phone: - Celi phone Email-:‘ .

Preferred method of eemmunicatlen?
' Home phone: Okay o leave a message? o YES O NO
Cell phone: Okay to ieave amessage? OYES O NO

Emaﬂ — P . . Other:

GUARANTOR INFORMATION‘I'
Name of Responsri:de Party:
Date of Birth: . o SSN:
Address: - ) '_ -  AptiSuite:
City: - T sute: -  Zip:
Reletlonshlp to Responsrble Party O Dependent 0 Spouse D Other:
Employer ) _ _ Phone:
Employer Address: e | .
City:.. - State | Zip:

ﬂf the pnmaty insurance is thmugh the perenVSpouse please complete this usmg their
information

CONTINUED ON NEXT PAGE
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EMERGENCY CONTACT __
Name: LAV _ Relation:
Phone: - Email

INSURANCE INFORMATION

Primary Insurance: __ —___ Secondarynsurance:
Certificate Number: ___ Certificate Number;___
Group Number: . Group Number:
Group Name: _ Group Name:
Co-pay: $__ - Co-pay. $
Subscriber Name: Subscriber Name:
Subscriber DOB: | _ Subscriber DOB:
- How dlid you hear atiout us? - i o

[0 Friend: Who shall we thank?
1 Doctor: Who shall we thank?
[1 Hospital [ Advertisement DWebs:te Which?
[1 ZocDoc: o~ Dother

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN:

[ authorize the release or medical or other information as necessary to process health
insurance claims. | also request payment of benefits to my Provider when he/she
accepts assignment.

Signature: _ _ Date:
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carmpany or directly {othe patient. We ._..lla;,'hbwever hansfer ecf 3f peon
”foanﬁthér physiciangt fio cosf; o e i o

| AUTHORIZATION TO RELEASE HEALTH rNFoRMAT{ON "
1 hereby authﬂrize my Provider to releas.e any infonmaﬁon necessary for ihe eourSe of
treatmant. - .

PATIENT'S DATEOFB!RTH s e W

RELEASE THE FOLLOWING RECORDS TO
Intemgl MBdIGlﬂ "Specialists

GRGANIZATION’S NAME -
Aﬁdress

Gaty

.__n..__,...._‘..._-...._, -

. :Téiephone

It Enfire Health Récords 11 EKG
o 13 Hlsfory & Physn:al .o Lab Resuits
_-‘E?i Blood Sugar Results af Prescnptmn List

'-3‘Paid§:n1_$ignature N R I T : Date
Jfpafientis a: minor, pleasa Slgﬂ by parent or custed:al agent ]fsigned by -
_,'representative re’latnonshlp to pat;ent: .- Dater_
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INSURANCE AND FINANCIAL RESPONSIBILITY -
We are thankful you have chosen our practtce for your healthcare needs, but please be

aware that medical insurance is a oontract between youand your insurance provider
and that YOU are ulttmateiy responsible for payment of our services.

Your Co-pay/co-insurance/medical deducti ble amount is due
-and payable at the time of your visit

We are happy to bill your msurance cornpany nf we are a provrder on your p!an however

we'aslcfaryourhelm T Ers! :
« Understand your deductible and oo—pay amounts and be prepared to pay that
- amount at your visit

s Check with your msurance oompany to determine if authorization is required for any - "
testing
« Find out which diagnostic facilities are allowed to prowde treatment

| have read and understood that billing to my insurance is provided as a courtesy and
thatl am ulhmate!y responsibie for payment of my medical bill.

Patient Name: e Date:

Patient Signature: _ |

InsFinResp
updated July; 2013
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MEDICAL HISTORY
TODAY'S DATE: SR e g :
NAME: . —
SOCIAL SECURITY NUMBER: WA, _
OCCUPATION: . EMPLOYER: ;
DATE OF BIRTH: : : . _AGE._._ . SEXXMF
ALLERGIES o 5 "
NAME OF DRUG OR TYPE OF ALLERGY " |REACTION | OUTCOME?
3 :
'CURRENT MEDICATIONS T ‘
MEDICATION |DOSAGE MEDICATION DOSAGE
PREVIOUS HOSPITALIZATIONS/SURGERIES o
I YEAR - HOSPITAL/CITY REASON PHYSICIAN
" PAST MEDICAL HISTORY ;
PLEASE [NDICATE WHETHER YOU HAVE EVER HAD ANY OF THE FOLLOWING:
' YES NO [ - CONDITION - . YES | NO CONDITION
High Blood Pressure ‘ : Asthma
Heart Attack / MI Kidney Stones
Diabetes Kidney Disease
Stomach Ulcers Preumonia
1Gout . C | Arthritis i
| Liver Disease / Hepatitis ° Gallbladder Disease
Thyroid Disease Anemla
Psoriasis Increased Cholesterol
"| Cancer Biood Transfusion
Stroke History Of Heart Murmur
| Accident 7 Broken Bones (List)

OTHER SIGNiFICANT PROBLEMS. Describe any medical condition niot listed:

FEMALES ONLY  Are you pregnant? CIYES OIN©@  Could you possibly be pregnant? [IYES CINO

Date of last menstrual period: ! /

CONTINUED ON NEXT PAGE
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FAMILY HISTORY
Has anyone in your family ever had the following? _ - . T
YES| NO | CONDITION |  RELATIONSHIP  JYES| NO | CONDITION ;| |. RELATIONSHIP
_Hoart Disease | Cioter Farer EOst: | . | __Diabétes ~[FMother CiFaiher I0ther
Epilepsy | ClMother ClFaiver Cloher, | Thyrotd Disease | Tabother ClFather C0ter
Stroke CiMother ClFathet ElOther . - | . Cancer . .| [IMother CIFalher CI0ther
Asthma  |CiMoter CFaber CiOhee  |* | | HighBlood Praesura  DiMother CiFather CI0tér
Blaad@gjendemies E!Mnmer L’IF&H E{Otﬁer -'..l i T Wi Other. . E'Eoﬁisr EJFsmer Dt)lher .
MARI’I"AL STATUS: O MARRIED B DIVORCED o SiNGLE I8 YQURSPOUSE' IIJALWE [] DECEASED
Do yolil fiow or have you ever srnokad? s YES ‘NO _|How rnud‘tfmany'? : How long?
Do you drink alcohol? .o | YES | NO_|How much? _- How long?
Do you use recreational drugs (e g marijuana)? JYES | NO |How much/many? How fong?
' SYSTEM REVIEW - '
Please check any problems which apply to you at thls tlme ‘

" GENERAL CARGIOVASCULAR ~ GENITOURINARY ' EYES E
] Weakness [ Chest pain or fightness - [ Ingontiénce or ufine {1 Blurred vision tE L
[ Eatigua. -.—[Lirragular Heartheat [ Difficuity or Buming Urlnation [ Double vision ,
1 Fever [ Heart Murmur ’ [ Blood in Urine [ Eye drainage :
[ Recent Weight Gain 0 Passing Cut o Dlscharge {penis) I Eye redness
[ Recent Welght Loss . 0 Prostate trouble - HEysexam
LUNGS . GYNECOLOGICAL (female) DERMATOLOGICAL MUSCLES/JOINTS
{3 Shoriness of breath 3 Vaginal dryniess 7 skin rash T 'Moming stiffness
0 Cough [ Vaginal bleeding 0 Acne - How fong? Minutes;

J Difficulty breathing O Last menstrual period: O Skin l'tchlng Hours: . .
" [0 Coughing of blood r = 7 : 0 Moles 0 Joint swelling/Pain
I Whesezing ; 0 Joints affected:
_ [J Muscle spasm
- HEAD/EARS/NOSE GASTROINTESTINAL NEUROLOGICAL
& THROAT CINausea - [1 Weakness (shersioofbady) S
[ Headache L1 Vomiting of blood or 1 Right: _ ENDOCRINE
O Ear pain - coffee material O Left; [1 Dry skin
I Ear drainage 1 Yellow jaundice [ Headaches [ Coarse hair
O Decreased hearing [ Blood in stoo QO Dizziness O Early menstrual flow
O Nasal congestion [ Black stool £ Fainting O Cold/Heat intolerance
O-Throat pain O Heartburn O Memory Loss
I Hoarseness of voice '
O Change in voice
SCREENING PROCEDURES
Daté of last treadmifi?............. da g e /. .
Date of last EKG?. . « . cvvvvinnmeeiinnnnns e ' ! /
Date of last sigmoidlcolonuscepy‘? ........ s D /
Date of last chest seray?. ... .. .. ....... / I
Date of last blood work?. . ............. R 4 / d
Date of last Dexascan? .............. E bt v o
FEMALES ONLY
Dateoflastpapsmear? . ... ....oviinervonennns N .
Date of last mammogram? ........ — . / I MedHx
updated July, 2013

[ certify that the above information Is true and accurate.

Pafient’s signature: 2 Date;
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- ADVANCE CARE PLANNING L
(Advance Dlrectlves)

PATIENTS 18 YEARS OF AGE AND OLDER

Advance Care Planning refers to a progess of mapping out the types of medlcal and -
non-medical care you would like to receive at some future point should a Iife-threatemng
or terminal disease make it 1mp0331ble for you-to express your wishes at that time. This
type of planning is an ongoing process. It is a progess of thoughtful discussion between
you and your care providers, spouse family, and significant others.

While this conversation often results in a document it is more than just a piece of paper. '

o It is an effort to-better educate ynurself about aitemaﬁves regardmg the end-of-life and b,
an opportunity to education your physician, spouse, fam:ly and othérs about your values, &
goals and wishes related to end-of-life care. ]

This communication between you and your healthqare prowder can be daone at any time,
preferably when you are younger and sfill healthy. Once complete, it should be revisited

on'a regular basis — every five years or after any potentially life-changing eventsuch as,

‘marriage, divorce, death of 4 spouse or the onset of a life-threatening disease.

Advance Care Planning usually produces an Advance Directive, which i is @ written .
document that helps-to summarize the plans you have made for future care, These
documents take several forms, suchas Living Will and a Durable Power of Attorney
for Health Care. While they can be completed without the involvement of your
healthcare provider, it is much preferred to do this together, The future usefulness of

- these documents is better assured if your hea!thcare professmal has been part of the
planning process..

. Please check one of the statements and sign below.

[ | have an Advance Directive in effect and agree to provide a copy for my medical
record.

O | do NOT currently have an Advance Directive in effect. | have read and understand
the information above on Advance Directives.

PatientName: ] __ Date:

Patient Signature: _
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 RELEASE OF PERSONAL RECORDS

L. | ., herebygive my pérmission to-Intenal
Medlmne Specralists of Southern Nevada to release any information pertalmng 4o me to:

- (Name of spouse, family or !é§al guaziﬁah);

Relation to patient, _
Address: = - ‘
City:_ . \ State: Zip:

Email:

Printed p_atienf‘s name:

Signed this __ __dayof _ | , 20
Signature: '

PersonalRelease
updated July, 2013
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-HIPAA NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND

DISCLOSED. ANiﬁ HOW You CANGET AGCE‘SS TO THIS INFORMATION, PLEA’SE REVlEW IT -
GAREFULLY '

Thls Notice of Privacy Practices descnbes how we may use and disclose your protected health information-
(PHI) to carry out treatment, payment or health care operations (TPO) &nd for other purposes that are

# i permatted,or required.by.law. It also describes your rights to access and-control-your protected healfh - - xk

information. "Protected health information™is information about you, including demographic informatfion; that

_ ay. identzty yourand that relates to your past, present or future physical or mental health or condttron and

related heanthcare sewices.

Uses -and Disclosures of Protected Health Informational Uses and Disclostres of Protected Health .

informational Your pratected healfh information may be used and disclosed by your physician, our ofﬁce

staff and others outside, of our office that ate invelved in your care and treatment for the purposes of ; “
providing healthcare services to you, fo pay your health care- bills, to suppori the opemﬁen of the physfczan g -
practice, and any other use required hy law. g T

. Treatment: We will use and disclose your profected health information to prowde, coordinate oF manage

your healthcare and any related services. This includes the coordination or management of your healthcare
with & third party. For exampie, we would disclose your protected heath informafion, as necessary, to-a
home health agency that provides care to you. For example, your potected health information niay be

© prévided to a physician o whom you have been referred to ensure that the physician has the ﬁacessary
~_information to diagnose or treat you. ; -

’ Payment: Your protected health :nformation will be.used, as needed to obtain payment for your heatthcare

sarvices. FFor example, obtaining approval for.a. hosp tal stay may require that your relevant protected haalth

: tnfurmatton be disclosed to fhahealth p%an fo obtam approval for the hospital admission.

Healthcare Operations: We may uss or disclose, as needad your profected health information in order tc
support the business activities of veur physiclan’s practice. These adivities include, but are not limited fo,
quahfy assessmsni activities, employee review activities, training of medics; students, iwenbimg. mar}mtmg -
and funciraising activities, and conducting or arranging for other bushess activitles, For sxample, we may
disclose your protected health information to medical schaot students that see patlents af our office.. In
addition, we may use & sign-in sheetat the reg;sh‘ahon desk where you will be asked. to sign your ridme and
indicate your physician. We may alsé call yoir by niame in the walting room when your physician is ready to
see you We may use or disclose your protecfed health infonnatnon a5 necessary, to contact you to remmd '

. you of your apponnﬁnent

Wa may use or disclese your pmtected health Information in the follawing situations without your
authorization, These situations include: as Required By Law, Public Health issues as required by law,
Communicable Diseases; Health Oversight; Abuse or Neglect; Foodand Drug Administration requirements;
Legai proceedings; Law Enforcement; Coroners, Funeral Directors, and Organ Donation; Research:
Criminal Activity; Military Activity and National Security; Workers' Compensation; Inmates; Reguired Uses

and Disclosures; Under the law, we must make disclosures to you and when required by the Secretary:

- of the Department of Health and Human Services fo investigate or determine our compliance with the

requirement of. Sectlon 164.500.

Other Permitted and Required Usses and Disclosures Wilt Be Made Only With Your Consent, Authorization
or- Opportunity to Object unless required by law.

PAGE 1 OF 2
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HIPAA NOTICE OF PRIVAGY' PRACTICES (CONTBNUED} ‘ S

You may revoke thrs authorrzatron at any trme |n wrrtrng except to the exient thet your physrcren or"'f;e e 4
physrcaan 5 practice has taken an action in reliance on the use or dlsclosure indicated by thrs author(_‘_ atron .

Your Rrghte _
Fo wrng is a ste’tement of your rlghts wrth respect fo your protec ted heaifh mformairon

e

‘ You have the rrght to rnepeot and copy’ your protected health rnformatron Under federal law, however you '
g 'epect or copy the followrng records: psychotherapy notes; information: comprled in reaeenabie
i of, oruse‘in, a ¢ivil, criminal, or edmmrstratrve action or proceeding, and protecied health
mformation that is subjeot to law that prohibits access to protected health information,

You have the right to- request a restriction of your: protected health information. Thls means you'may ask us -
not to, use or disclose any part of your protected health informationfor the purposes of treatment, payment
ooor heaithcare operations. You may also request that any part of your protected health mformatron notbe .
' :dlsc!osed to famriy members or friends who may be involved in yourcare or for notification purposes as.
descrrbed in this Notice of Privacy Practices. Your request must state the specific restrrctson requested and

fo whom you went the restrrotron to eppry B _ £
K Your p iy ?‘rarr is not requrred fo agree toa reetrrctlon that you may request If phyeiman beheves it isin

your hest mterest permit use and disclosure of your protacted heath information, your protected heaith
mforrr'euor wili not be reetnoted You then heve the rrght to use another Healthcare Professmnef

—%ﬂ’euheve%he rrghﬁorequesﬁorecerve confidential communrcatione’from_l.re by alternative maans or a’t an, .";f
alternative location. You have the right to obtain a paper copy of this notice from us, upon request even
you have agree ro acoept th[s nohce alternatrvely e.g: electronrcaliy s 4 . .

,You ma y have the rrght to have your phys,lcran amend your protected health information. If we deny your. '
request for amendment, you have the right to fi le a statement of disagresment with us and we may prepare

a rehuttel to your statement and will provrde you with a copy of such rebuttal.
You hefve the right to receive an acmuntmg of cartain disclosures vie have made , if any, of your oroiec;i;eci
heah‘h rnformerron : . :

We rese've the right to crange the ferms of thrs notice and wall infom you by mail of any charrges You then
have the rrght fo ob}ect or \nnthdraw as p ovrded in this nofice. .

Ce __fgeﬁernﬁs ‘
You may oomolaln to us or o the Seoretary of Health and Human Sarvices if you believe your privacy

. r'ghts have been violated by us. You may file a complaint with us by notufymg our privacy contact of your :
gcomplamt We will not retaliate agamst you for filing a complaint.

B This notice was publrshed and becomes effective on or before Apnf14 2003.

We are requrred by law to maintain the privacy of and prowde individuals with, this notice of our- qual duties
and privacy practices with respect to protected health information. lyou have any objections to this form,
- please ask to speek with our Office Acimmlstrator/HiPAA Compliance Officer in person or by phone at (702)

242-2737. _
By srgnmg below, you are only acknowiedgmg you have received thiy Notice of Privacy Practices
Patrent Name:_ Daie;

Pfatr_ent Signature:



