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" FATTENT INF€RMATTON
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Date of Birth: SSNr
Address: ApUSuite:

State:_ zip:

MarlfalStatus: tr$ingle tr Manied tr Divorced tl Sepanated tr Wfdo1d
Refening Doctor:

E Phons:
EmployarAddress:

State: Zip: '

Home phone:
F

Cell Emaik
methdd of qommunicatiolr?

Home phone: Okay,toleave a megsage?
Cell phone Okay.to learrea message?
Email:

trYES
E YES
Other

trNO
trNO

GUARANTOR r |IFORMATTONf
Name.of Responsible Parly:
Date of Birth: SSN:
Addrcss: ApUSuib:.-
City . State:._-_ Zip:
RelatbnshiptoResponsible Party: trDependent Elspouse Eleher:.-
Employer; Phone:

State,*__ Zip;
fll'the pdmaryinslrance is ffi rough the parerd/spouse ploase comdefg this usingthetr
infoimation

CONTINUEDON NEXTPAGE

201 North Buffslo Drive
L.s Vegrs, Nevada 89145-0373

Gqndei: tr.Male tr-Female.

EmployerAddress:



EMERGENGY CONTACT
Name
Phone: Email:

INSURANCE INFORMATION
Primarv lnsurance:
Certificate N,umber:

Teleptone: 7 02.242.21 31
trar:702.255.3170.

wIyrr.IMS Il octo rs.com
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Relation:

Secondarv lnsuran@:
Ceilificate Number
G!'oup Numbec

Group Naop;
Co,pay: $ _
Subscriber Name:
Subscriber DOB:

Thou.q A. ."lfr6d{. Jr., MBA., D.O,
Blbrl( ebidrrbah, D.o-
@rry J. GmrrmrE, ll,l,D.
Rob.rt A" WhtpAle, M.D,
Mirrl(q Mcl-cod, D?ltr
F'rcu rh IrrdlBane q M.D-
D.vid E. Bg!en!t.in, M.D.

201 No rlh Buffs.lo Driie
L{i vegss, Nevada 89145-03 73

Group Number
Group Name:_
Co-oav: $
Subsctiber Narne:
Subscriber'DOE:

tr Friendr Who shallwe thank?
trDoctor:Whoshallwethanlc, . . . , _
tr Hospital tr Advertisdment tr Website Which?
tr ZoqDoc: fl Other:-.-.------. 

-AUTHORTZATTQN TO pAY BENEFITS TO PHYSIOIAN:
I authorize the release or medical or other inforrnation as necessary to pro.ceqs health
insurance claims. I ilso request payment of benefits to my Providerwhen he/she
accepts assignment

Signalure: Date:



S
Thomrs A. Alfredc, Jr., MBA,, D.O.
Blbak Ghadirtrah,.D^O-
Giry J. Gror,Da!, l1[.D.
Ral,.ert A. Whipple, M-D,
Mirako McLeod, D?I{
I1errh Irrdm {tesh, M.D!
Divid If. Rorefitai[, M,D,

?OX North Buftrlo Drive
Las Vegrs, Nevado E9145-0373

Tetephone: 7 07.2{2.27 31
?ar: ?02,x55.3170

xTwlf,lM$DoctorE.com

TO RELB{SE HEALTFI IT}IFORMATION

my Frosdbr tro helease a,ny in&rma{on nece$sary frrtre cour$A.of

pnnEurs DATE OF BIRTH:

hFLEASE THE FoLLowlNG

TEr_(7.021

REEQRDS,T.O:
I

255-3170

4.Enljre nealth Recqrds
tr'tllsJory& P-hysical

: tr,B,lood SugarRtisqlts

tr EKG
.E'LahResutts
tr Pr.escriplion List

srCustodial agem f dgned bi1

Date: ffi "diiinlcRat
--r",- i t:1t. ^Ar^

;.. -

FOLLOWNG RECORDS FROM:

Nltse



Thomi! .A- Alfrtd!, Jr., IIBA., D.O.
DrD!k Gtrdirlrh, D.o.
Gairy J. GrotrE!.n, M,D.
Xobert I. Whipdq ld.D.
Mh8to Mcl-€od. DPM'
Fserilh I,ird ih€tli, M.D.
DaYld E Borfritel& lttr-D,

201 No rth Bulfalo Driye
Lis Vegasr Nevada 89145-0373

Telephono: 7 12.742,r137
I"sx:7Q2,255i317O

rrw'w.ItrIS D o cto rs.com

INSURANCE ANDfINANCIAL RE SPONSIBI LIW
We are thankful you have chosdn,ouipqctioetol your healhcare needs, but please be
aware that rnedical insumnce is a oorlhagf be"tween you and youl Insurance provider
and thalYOU are ultimaieU re3poniiU6 tor paymdnt of eurservices

We are happy to bill your insurance if we are a pr,oyideron your,plan, howeve-1

. Understand your ded
amount at your visit

. Check with your insurance company to determine if authorlz tion is required for any
testiflg

Patient Name: Date:

Patient Signature:

uctible and @pay amounts andlbe prepared to pay that

I have read and undemtood that billing to my insurance is provlded as a courtesy and
that I am ultimately responsible for paytnentof my medical bill.

lnsFhResp
updatd Jrily, 201.3

Your Co-paylco-jnsurancelmedical deductlble amount is due
and payablg at tlre time o{ your vlEIt

. Find out whichlfagnogiic facilities are allowed to provide treatment



rdTarN^L urorcrN* $€

Tholxrs A- Alfreds. Jr., MBA,, D.O.
-Babsk Ghadishah, D-O,
crxy J, Grosr.Eu, M,D.
Robert A. IryAlppl., M.Ir.
Mlsrko. Mcteqd, DPM
Fsezrh IzrdEne!h, M.D,
Davtd E- Rosenrieia, M.D.

201 NorJh Buffalo DriYe
Las Vegar, Nevadr 891,15-0373

Telephone: 702.2 42,27.37
tr'ar: ?02,255.31?0

r w.fM$Docto rs.com

JVI'.S

IUED|C.AL H!.STORY
TODA'S DATE:

OCCUPATION:
OA'IE OF BI AGE;..--. so(: M F

ALI.ERGIES'
NAME OF ORUG ORTYPE OFALLERGY REACTION OUTCOME?

CURRENT ti ETXCATIONS
MEDICATION DOSAGE OOSAGE

Eg

PAST MEpTCAL i{TSTORY
PLEASE CATE WHETHERYOU EVER AryQF FOLLOWNG:

OTttER SIG IFICANT PROBI-EMS. Delcribe any medicalcondition not l!*ed:

FEMAIIS ONLY Are you pregnant? EtyES trNO Could you possibty be pregmrrf? tryFS trtO
Dat€ of la6t me*ffual period: / / 

cor{nNuEo oN NE., pAGE

HOSPITAUCITY 'YEAR REASON PHYSICIAN

YE$ NO CONDITION YES NO CONDITION
Hlgh Elood Pr6ssurs
Heart Attack i Ml Slones
Diab6t€s. Dis€ass
Storhadr Ulcare l€t

Gout Atyitb
Ltusr Ols€aSe / HopatHs Ga,lbladds. Disssso
Thfold Di€ase
Psoriasls ln€reased CholOslerof
Cqncer Blood
Strok€ Of Heart Murmur
Acctd;nt / Broken Bones (lK)

IIIIII

MEDICATION

AShme

Arpmta



ThoDri! A, Alfred.. Jr,r MBA., D.O.
BrDrk Giodlrtr.h, D.-O.
G.ry J- Ororrllfii M,D,
Rpbe.t .4.. Whtpllq M-D.
Mlr.ato Mrl,e6d, DPM
F.czrh Izrdh.ahech. M.D.
Irrvid II- RorenrtcJai -M.D.

201 North Bu flalo Drive
La! V€g.rs, N.€Yad8 89145-0373

Tclephon€: 7 02.242.21 37
tar..7OZ.235,tl7o

wrYlY.IMS D{icto rs. com

PAGS2ol2
FAUILYHBTORY
t{as arryon€ ln yow famlly ever had the folloudng?

ilaRnal- sTAruS: tr MARRTED i OTVOBCEO tr STNdLE lS iOUnCPOgSr, n lr-ivE n OECTASEO

SYSTET' REVIEW
PleaaoclrOok rny problims. whloh appty .to yoU ai 0rlg flme

CARDIOVA$SULAR. GEI{ITOURINARY EYES
.B Bluned visiontr Chosl pd; or tghhess ot udne

tr E Healt Mrrmur
tr Pssslng Out

GET{ERAL
tr Weaknees

trl Recert welght Gain
tr Recent We[hl Loss

tr eouglfrnq of blood
EI l,Vhe€dhg

' HEAD/EARSiI,IOSE
& TIdROAT

' E l'leqdadreg Ear pain
E Enr drElnage
trl Qecreas€d hesdns
tr Nasal oongestion
tr Thitst p€ n
O Hoarseness ofvde
B Chang€ in volc€

tr B,lood h Urln€
tr Dlscfialga (p€nh)
tr Prostab lroubl€

DER!/IATOLOGICAL
E Skln rash
tr Acne
tr Skin ftcfiing
O Moles

NzuROLOGICAL
tr Weakn6s (dlgd€dhq)

El Rlght'
tr Lefl:_

B Fle€dac'tes
O Didaess
E Fairning
tr MernorJ, Loss

E Eye dralrege
tr Eye redn€ss
tr Ey€ e)€m

MUSCLEEYJOI'{TS
lfMatirrr€ slTm99s

E Muscle spasm

How loflg? Minutos:Hours:*g Jo,nt 3w6l[nglPrin
tf, JointE alM:

LUNGS GYNECOLOGTCAL (fomare)
E $hortress of brosth Et\bChal dryness
tf Cough tI Vaghalbloedlng
E Dimc.ulty breathhg tr Last menstsualperiod:

GASTROINTESNNAL
E,l,laus€a
tr lbmiting of biood or

cofoe mal8rlal
tr Yello\| jaundlce
tr Blood ln 6tool
tr Black stool
El Heartbum

ENDOGRTNE
tr Dry shn
tr QoaEa halr
tr Early melts&Jalio\r,
tr Cold/tbat inblarfica

SCFEENING PROCEDURES
Dat6 of lastteadmlll?. . . . ,. ..
Date of last EKG?.
Da& of last sigmold,/colonoscopy?
Dab of.lastches{x{af...,.. -.k of last blood work?....,.. -
Datsoflast O€)qsca.t? .,......
FEI'ALES ONLY
Ddeof last papsmeef ,.........he of last mammogram?

I cartlfu that the aboye infurmaton t$ iru€ and accurate.

MedHx
updated JW,2A13

Palislfs slonafuE: !=a=. 

--

YES NO CONDMON RELIIIONSHIP YES NO - conDflox RELATIONSHiP
Hoart Diseate trl,lo$ur OFdl'6 tro{p[ Diab{toa .trt{dBr OFiha udlpr

Epilepsy tri.iilEr trFdii trd$i , Tilrold Dls€as€ guaia brzner ootler:
SfDk6 t]MotlH trFs(E{ Eolltir. Ettltler trFdnor troh€rOancaf
A#rrrla trr&tri' dEdrrE'Dodai Hhh Bkbd Pnadtrs trlrdh€( trFsth€r trotGr

Bleoding iendetcles or,t,iBr: gii{fu- gtifii .. - Ofter triloltrer Dider tr0tr*

rIT
III
Do you now or have you ev€r srdokod? YES .NO How mutlrmany? l-low long?
& iou drink alcohol? YES NO Hou much? How lons?
Do you uso rereadonal drug8 (e.g., marludna)?. YES NO How

tt

I
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ThoErs A. Alfrcdr. Jr,, MBA., D.O.
Brb8k Ghrdlrtrh. D.O.
Grry ,I. Gro'rnrtr, M.D,
R0bert .d Whipplq M,D.
M!r![o Mtl,eo{, DPIII
I'!e, ih I"idDtnnrrh, M.D.
DrYld Il. Rosenrtoin, M.D;

201 North Bufftlo Drive
Las Yegae, N€v6dr 89145-0373

Telephone; 7 42.2.12.27 3T
trax:702.255,3170
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A/TS
'',1

ADVANCEGART PLANNING
(A{vance Direotivis)

PATENTS lsYEARS:OFAGFIND oLDER i
Advan'ce Care Planning refers t9 i proee$s of rnapping out the types of medical and
non-medical care you would like t6 recefue at somq future po,int shouldb,life-threatening
or teiminal disease make it inrpossible for ygu'to express your: wishes at that time. This
type of planning is an ongoing procesS. lt lS a proce$s of fltoughtful diseussion between
you and your care prcviders. Spouse, fumily, and significant othens.

While t it is than ust a of
to.better al g the end-of-l and

an opportunity to education your physiciat, spoUS9i family and others afiout your values,
goals and wishes relded to end-of-life eare
This communlcafion between you and your healthcare provider can be done at any time,
preferably when you are younger and still healthy. Once complete, it should be revisited
on a regular basis - every {ve years or after apy poten{aily lrte-changing event such as,
mariage, divorce, death of q spouse or the onset of a lif+threatening disease.

' Advance Care Planning usually prodrrces an Adv,ance Dhective, wtrictr id'a'rivritten - .

document that helps to summarize the plans you have made fur fufure care. These
documents take several forms, such 'as Living Will and a Durable Power of Attomey
for: Health Care. Whlle they can be completed without the involvement of your
healthcare,provider; it is much prefened to do this together" Tte fulure usefulness of
these docgments is better assured if your healthcare professional has been part of the
planning process.

Please .check one of the staternents and sign below.
. tr t have an Advance Directive in effect and agree to prwide a copy for my medical

record.

tr I do NOT cunentty have anAdvanco Directive tn effed. I have read and understand
the informationabove on Advance DireCtives.

Patient Signature:

flate'Patient Name:



Tholna! ,l.. Alfiedr. Jt;, MBA., D;O,
Bsi?k Ghsdirhrh, D,o,
Gtry J. drosrmrn, LLD.
RoDera A. mripple, M,D,
Mis ck9 lr.lcLaoil, DPlt
Dsez.ah Izldriangri, M.D.
Dsvld IL Borersteirr, M.:).

201 .N0rth Buffalo Irri?e
Lai Vegas, Nevada E9145-0373

Telephone: 7 02.242.27 3'l
r.ar:702"255,4i1?0

wwr,fMSDoctors.com

RELEAS,E OF PERSONAL RECORD&.'

(Name of spouse, tamtly orlegat gaadian).

Rolation to patient: .

Addres$:

State: zip
E

Printed patient's name:

Signed this day of 20_
Slgnature:

PelsonalR6i/oaso
updated Jlrly, 2013

l,. _ , .. . herebygive my p6rmission to lntemal
' Medicinb $peoialists of Southdrn Nevadi to release anyinformation pertainingto me to:



ftohar A, Alfredr. Jr", MB.{,, D.O.
Blbak choiltriat, D.O.
Ggry J. Gru.[rnaD, M,Di
Botrert A. Whlpple, M,D.
Miriko Mcl-eod, DPM
Etozsb fzsdDrslgri, M.D.
David IL RoratNteiE mD, www.IMSDoclors.co m

HIPAA NOTICE OF PRIVAOY PRACTICES

201 North Buflalo D rive
Las Vegas, N ov sda 89145-0373

felephone: 7 02.242.27 3v
trrr:70r.255.3170

PAGE 1 OF 2

TH|S NOTICE DESCRIBES HOVY MEDICAT INFORMATION ABOUT YOU MAY BE USED AND
DF.qIOSEDAND HOWYOU"CAN GETACCESSTO Tt-itS rNrORrirnrtON. PIEASE REVTEW tT
CAREFULLY.

Thls Nblic€ of Prtvacy Practices doscribeq how we may use and ijisclose your prolected healfr informa$on '
(PHi) to cany out treafnent paynent or heatth care operations ffPo) ani for othor purpbses that arb

,. , ' ,Fer.ttrittedor.reqqired.by,law. It also desor^i@ your rights to axiess andcontrol yourprotected.healtr ':
inbr.mallon. lProteoted'tealfi infomatiorinis infu,.r-r-nqtion about you, includirg domographic. infoEnatim; that
$ayldentiry you.?nd hat relates to your.past, present orfuture ptrysicalor mentalhealtr or condttion and
rolated heaithcarE seMces,

Uqes'and Digctosuie$' of frotec{d Health hformationat U$es and oi$clo$uros of Protected Hea}lh -
lnfofmdtionql Your protect€d heglft lnformalion may te used and dhclosed by yourphysician, our o?fice'
sQfi and ottrers oubideof our ofic€ that are ifiVdlvBd in your care ard treatrnent forthe purpohes of:
prov{qing healthcare serioes to you.la Bay}/ouf haalth care.bills, to support fhe operaflpn of tha phydlcian's ,

praqlice, and any other use requlred by law.

. . Treatmenl: We will use and disdi:sa your protected health informafion to provide, coordinate qr manlfue.
your healthcere and dny retabd services. This indudes the coordination or management of your hea'lthcare. wlth a third Fa(!l For€xample,,we.w.orrld dlscloso your protected healir infurmation, as necessery, b.a
home health agency that prwides care to you. For exarnplo, your protected hoalth iriformation may be. pro\4ded to a physician {ci whom you have been reftrred to ensure thatlhe physician has thr; nocossary
inlormaUbri to dlagrnosb or treat you
Paymsnt: Your protected healtr informatlon will be used, a$ ne€ded, to obtaln payment for your healthcare
gorvices, For €xample, obtaining approvalfor a.hospitalslay may require that your relevanl protected heafth
infoft,nation be disdosed to the.hbalth plrn toobtaln approval for the hospiH admlssion-,:
Healthc€rE Operationg: We may uss or dis6los6, as needed, youp pro[ected health infof$ation in order tc
support flrs businsss aclivfties of your physician's prac'tlce. Thes€ ac'tivitios include, but sro not limited io,
qudlity assoasmont actfuities,'employee rcu'iew activities, faining of rncdicai sfudents, iicensing, markoting
and funciraising activities, and conducting or arranglng for oftet business.adivitles. For oxamplg, we may
disdqse yqur protected health infor.matlon to modical school students thai see patlenti at our ofiice, ln
addition, we may use a sign-in sheet at the regisb.adon desk Whore you will be asked to sign your r1iim6 and
indfuato your physliian. W_e may also call you by namo in {he walting room when pur phyilciin is roidy to
see yot-t. We may use oI disdose Wur protecied health information, as necsssary, tQ contact you to reriinO
you: of yout Bppointircnt.

}?9 may usg gr diselose ygq,r plotected hoafth informatlon io the folloying situations withou! your
autrorization, Theso $lfualibnslnclqde: as Requlied By Law; Public Health issues as required by IaW
Communicable Diseases: Healtr Oversight Abuse or Neglec! Food ard Drug Administatibn requirements:
l44gl pqcae{ips; Law Enforcernent; Coroner-s, Funerd-Directors, and Orgfr Donation; R"seri.h;
CdminalAc{vity; MilitaryActfuily and National Soc{rit}t Workors' Conrpensation; Inmates Required Uses
and Disclosures; under the law we must make disclosuree to you alld when rEuired by tre s'ecretaw
of the Dopartment of Health and Human Servires to investigato or deterrnine our conpliance wtth the
requlrement of. section 1 64.500.

othei Pemitled arid: Requi@d tisqs and Dlsc{osures Wilt Be.Made 0nly\lJith Your Consent, Authorizalion
or,Opportunity to Object uniess re.iuired by law.

I
i

i.
TI
I

!
'i t

I
Ii



HIPAA NoT'lcE @F pRtvAey pnAclces lcoru?irotre6y ,' : ' . : PAGE?or 2

Y9!r rnay reVoke,this arilhoiization at any time, in utriting, except to the extent that y6ur physhian oriht::
physician's pr:actice has taken an action in reliance on ihe useoidlr.torrr" inolcai"o uy inisiulfrorizaticn.
Yoqy RigftG .

ryi.6 it 9 qtatement oj Your rights with reisoelct to your protected health information,

You have the right to inspecl and copy your protected health information. Under federal law, howeyer, you
nlay not inspect or copy the following records: psychotherapy notes: information compiled in reasjna'bie
aljiuipatioh of, or use in, a civil, criminal, or administrative actioh or proceeding, and protected health
infonnation that is subject to law that prohibits access to protected health information.

You have the rightto request a restriction of your protected health information. This means you mayask us
nof !o,y3e,oldisclose any.part of your protected health infortnation for the purposes of treatnient, pAyment
or healthcare operations- Yotr may also reqqe-st thatany part of your protected health information noj Ue
displo-sed to family niembers or friends who may, be involved in yourcare or for notification purposes as
described in this Notice of Privacy Practices. Your request must state the specific reskiction requested and
to whotn you want the restriction to apply.

Your phy$ician is not required to agree to a restriction that you inay request. lf physician believes it is in
your best interest permit use and disclosure of your protected heatllr information, your protected heaith
information wili nr:rt be restricted. Yru then have the right to use another Healthcare Professjonal,

Tho6rs.d Aifrod& Jr., IittrE4-, D.o.
Bilrbk Ghadlrhah. D.o-gtrf J,. G{orfmrEi 'M;Ih
Bobqt A. tftlpplo, ltLD-
Mtuiko i{rl,eail, DPfi
Xr3!rb, Iq{{!|EEeIh, U..D,
Dddid E. &o}"?ni{ tefib.'&},

ior ldot I Sifrh.h n]rix.e
Lri[ Ys gt3, l{s- ed,4'gq1d5-0fi 3

t e[b gh on.n. 1 oL! 4!, -r7 B'l
f,sr: ,0r.255.t170

1,aw.Ilvf{Doclors.colll'

lve means 0r an+6u-ha srlghtfirrequestlo-receive confidential communicat
alternative loqation. You have the right to obtain a paper copy of this notice from us, upon request, eve,'1r if
yoq har,e agreeri (o accept this notice alternativoly. e.g,, electronically. f, 

,

You'may have the right to have yourphysician amend your protectod health infomration. lf we deny your
request for amenddent, you have the right to file a statement of diugreernent with us and we may prepare
a reputtal to yoyr slatement and will provide you with a copy of suct rebuttal.

You ha,-e the right to receive an accounting of certain disclosures ue have made, if any, of your protecfed
health information.

We reseive the right to chango the terms of this notice and will inform yoit by mail of any changes. \,ou then
h,A.Y,9 the risht to object or withdraw as provided in this notice.

GosnpIairlts
t'ou may complain to us or to the Secretary of Health and Human $rvices if you believe your privacy
rigltts have been violated by us. You may file a complaint with us by notifuing our privacy contact of your

, complaint. We will not retaliate against you for filing a complaint.

This notice was published and becomes effective on or before April14, 2003.

We are requlrdd by lawto maintain the privacy ol and provide individuals with, this notice of ourllegal duties
and priVacy praelices with respect to protected health information. liyou have any objections to thiJ form,
!1"9^as^e33k 

to speak with out ffice Administrator/HlPAA Compliance Officer in person or by phone at (202)
242-2737.

By signing below, you are only acknowledging you have received thb Notice of privacy practices

Patient Name: Date:

Patient Signature:


