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- PATIENT INFORMATION PAGE 1 of 2
Name: ___ . , .
Date of Birth: . SSN: . :
Address: | _ Apt/Suité:
City: . State:  Zip:

Gender: [0 Male [ Female
Marital Status: [ Single [ Married [ Divorced [ Separated 0O Widowed
Referring Doctor: ' |

Employer: | Phone:
Employer Address: ,

City: State: Zip:
Home phone: ___ Cell phone Email:

Preferred method of communication?
Home phone: Okay to leave a message? OYES 0O NO
Cell phone: Okay to leave a message? OYES [ONO
Email: 4 Other:

GUARANTOR INFORMATION+

Name of Responsible Party:

Date of Birth: - ’ SSN:

Address: s | Apt/Suite:
City: | | State: Zip:
Relationship to ResponS|bIe Party: [ Dependent [ Spouse [ Other:
Employer Phone:

Employer Address: '

City:_ . State: Zip:

flf the primary insurance is through the parent/spouse, please complete this usmg their
information

CONTINUED ON NEXT PAGE
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PAGE 2 of 2
EMERGENCY CONTACT
Name: P ' Relation:_
Phone: I Email:
INSURANCE INFORMATION
Primary Insurance: | | Secondary Insurance:
Certificate Number: Certificate Number:
Group Number: Group Number:
Group Name: Group Name:
Co«-payi $ | Co-pay: $
Subscriber Name: Subscriber Name:
Subscriber DOB: | - Subscriber DOB:

‘How did you hear about us?
[ Friend: Who shall we thank?
1 Doctor: Who shall we thank? ,
[0 Hospital [J Advertisement [ Website Which?
[0 ZocDoc: | ~ O Other:

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN:

| authorize the release or med‘ioal 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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There Wl - records
~‘insurance or directly o the patient. We will, however, transfer me

1 fo another phys:c an a‘l no cost
AU T HORlZATlON TO RELEASE HEALTH INFORMAT ON _
I hereby authonze my Prowder to release any mformatlon necessary for the course of
treatment : “s
DATE

PATlEN.IiSNAME.__ T T ——
PATIENT'S DATE OFBRTH ' et |

RELEASE THE FOLLOWING RECORDS TO:

lntemal Medlcme Specnallsts
201 N, luffalo Drlve
‘Las Vegas NV 891 45
TEL (702) 242-2737 FAX (702) 255-31 70

‘. ;iRELEASE THE FOLLOWING RECORDS FROM
) ,ORGANIZATION S NAME \ -
']Address | I ' -
oty _ _ State Zp:
xTélfephoné': - JATEE _ Fax: : "

gl Entlre Health Records [1 EKG
_ ) Hlstory & Phys:cal o Lab Results
2 lIl Blood Sugar Results Eil F’rescrlpllon List

iPatlentAS|gnature R PR Lt Date
: ”f_‘_wnt;ls a minor, please Slgn by parent or custodlal agent If Slgnecl by
_representatwe relatlonshlp to patlent < «_ Date:
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INSURANCE AND FINANCIAL RESPONSIBILITY

We are thankful you have chosen our practice for your healthcare needs, but please be
aware that medical insurance is a contract between you and your insurance provider
and that YOU are ultnmately responsrble for payment of our services.

Your Ce-paylco-lnsurancelmedlca! deductible amount is due
and payable at the time of your visit

We are happy to bill your msurance company if we are a prov:der on your plan, however,

we ask for yourhielp inensuring no interruption of care; ~—

« Understand your deductible and co-pay amounts and’ be prepared to pay that
amount at your visit :

» Check with your insurance company to determine if authorlzatlon is required for any "
testing

¢ Find out which diagnostic facilities are aIIowed to provude treatment

| have read and understood that billing to my insurance is provided as a courtesy and
that | am ultimately responsible for payment of my medical bill.

Patient Name: | . Date:

Patient Signature:

InsFinResp
updated July, 2013
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TODAY'S DATE: iy
NAME:
SOCIAL SECURITY NUMBER: , .
OCCUPATION: ' EMPLOYER: :
DATE OF BIRTH: i ___ AGE:__ SEX: M F
ALLERGIES } '
NAME OF DRUG OR TYPE OF ALLERGY ' REACTION OUTCOME?
B

CURRENT MEDICATIONS _
MEDICATION |DOSAGE MEDICATION DOSAGE

PREVIOUS HOSPITALIZATIONS/SURGERIES

YEAR HOSPITAL/CITY REASON PHYSICIAN

PAST MEDICAL HISTORY v

PLEASE INDICATE 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 Pneumonia
Gout ' Avrthritis
Liver Disease / Hepatitis Galibladder Disease
Thyroid Disease ' Anemia
Psoriasis Increased Cholesterol
Cancer s Blood Transfusion
Stroke History Of Heart Murmur
Accident / Broken Bones (List)

OTHER SIGNIFICANT PROBLEMS. Describe any medical condition not listed:

FEMALES ONLY  Are you pregnant? OYES [OINO Could you possibly be pregnant? [OYES [ONO
Date of last menstrual period: / /

CONTINUED ON NEXT PAGE
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FAMILY HISTORY
Has anyone in your family ever had the following?
YES | NO CONDITION RELATIONSHIP YES | NO CONDITION RELATIONSHIP
Heart Disease | CIMother CIFather CIOther: Diabetes [IMother CIFather CIOther:
Epilepsy CIMother CIFather' CIOther: Thyroid Disease |[IMother [IFather CIOther;
Stroke CiMother CIFather EIOther: Cancer - .| CIMother CIFather CIOther:
Asthma ClMother [IFather [I0ther: High Blood Pressure CIMother ClFather [10ther:
Bleeding Tendencies | CiMother CIFather [C10ther: Other: | EiMother CIFather ClOther:

MARITAL STATUS: OOMARRIED 0O DIVORCED [ SINGLE

IS YOUR SPOUSE: [IALIVE [ DECEASED

HABITS : L
1 Do you now or have you ever smoked? YES "NO | How much/many? How long?
Do you drink alcohol? ' . YES NO | How much? How long?
Do you use recreational drugs (e.g., marijuana)? YES | NO |How much/many? How long?
SYSTEM REVIEW
Please check any problems which apply fo you at thls tlme
GENERAL CARDIOVASCULAR GENITOURINARY EYES
1 Weakness [ Chest pain or tightness [ Incontinence or urine [l Blurred vision
[ Fatigue . [lregular Heartbeat . __ [ Difficulty or Burning Urination__ (1 Double vision . _
O Fever [ Heart Murmur O Blood in Urine [ Eye drainage

1 Recent Weight Gain
[0 Recent Weight Loss

O Passing Out

LUNGS GYNECOLOGICAL (female)
[ Shortness of breath [ Vaginal dryness
3 Cough [ Vaginal bleeding
O Difficulty breathing O Last menstrual period:
" O Coughing of blood /[ /
O Wheezing
- HEAD/EARS/NOSE GASTROINTESTINAL
& THROAT [ Nausea
[ Headache [0 Vomiting of blood or
0 Ear pain coffee material

O Yellow jaundice
[ Blood in stool
[l Black stool

[ Heartburn

0 Ear drainage

[ Decreased hearing
[ Nasal congestion

O Throat pain

O Hoarseness of voice
O Change in voice

SCREENING PROCEDURES
Date of lasttreadmill?. . . ............ ... .......

O Discharge (penis)
[1 Prostate trouble

DERMATOLOGICAL
[ Skin rash

1 Acne

O Skin itching

[l Moles

NEUROLOGICAL

[ Weakness (eitherside of body)
[ Right:
[ Left:

[1 Headaches

[1 Dizziness

O Fainting

0 Memory Loss

Date oflast EKG?. . . .. ..o v it it i i i een s

Date of last sigmoid/colonoscopy?. . .............

Date of lastchest x-ray?. .. ............ ... . ...,

Date of lastblood work?. . . .. ... oo i i v e

Date oflast Dexascan? ..........coiiiueeennnn.

FEMALES ONLY

/ /
/ /
/ /
/ /
/ /
/ /
/ /

Date oflastpapsmear?.......................
Date of last mammogram?

I certify that the above information is true and accurate.

Patient’s signature:

[ Eye redness
O Eye exam

MUSCLES/JOINTS
[ Morning stiffness

How long? Minutes:

Hours:
[ Joint swelling/Pain
1 Joints affected:

[1 Muscle spasm

ENDOCRINE

1 Dry skin

O Coarse hair

[0 Early menstrual flow

[ Cold/Heat intolerance

MedHx
updated July, 2013

Date:
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ADVANCE CARE PLANNING
(Advance Dlrectlves)

PATIENTS 18 YEARS OF AGE AND OLDER

Advance Care Planning refers to a process of mappmg out the types of medlcal and
non-medical care you would like to receive at some future point should a life-threatening
or terminal disease make it |mp038|ble for you to express your wishes at that time. This
type of planning is an ongoing process. It is a process 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.

It is an effort to better educate yourself about alternatives regarding the end-of-life and
an opportunity to education your physician, spouse, family and others about your \zalues, -
goals and wishes related to end-of-life care.

This communication 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 five years or after any potentially life-changing event such as_
marriage, divorce, death of a spouse or the onset of a life-threatening disease.

Advance Care Planning usually produces an Advance Directive, which is a written -

Anriimant that halng tn elimmariza tha nlanc vnit hava mada far fittiira cara Theao..
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RELEASE OF PERSONAL RECORDS

, hereby give my permission to Internal

-Médicin'e Specialists of Southern Nevada to release any information pertaining to me to:

(Name of spouse, family or Iéga[ guardian).

Relation to patient:_

Address:

City:

Zip:

Email;

State:

Printed paﬁenf’s name:

. Signed this

day of

, 20

Signature:

PersonalRelease
updated July, 2013
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HIPAA NOTICE OF PRIVACY PRACTICES o O~

THIS NOTICE DESCRIBES HOW MEDICAL INFORMAT}ON ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY -

ThlS Notice of Privacy Practices desciibes how we may use and disclose your protected health mformaﬂon
(PHI) to carry out treatment, payment or health care operatlons (TPO) and for other purposes that are

- permatted or required. by law. It also describes your rights to access and.confrol your protected health -

information. “Protected health information™is information about you, including demographic information; that
 may identify you and that relates to your past, presem: or future phystcal or mental health or condition and
related heaithcare services. : :

Uses -and Disclosures of Protected Health Informational Uses and Disclosures of Protected Health
informational Your protected health information may be used and disclosed by your physician, our ofﬂce

staff and others outside of our office that afe involved in your care and treatment for the purposes of - .
providing healthcare services to you, fo pay your health care bills, to support the operation of the phye;c an’s
practice, and any other use required by law. , ‘

. Treatment: We will use and disclose your protected health information to proxﬁde coordinate or manage

your healthcare and any related services. This includes the coordination or management of your healthcare
with a third party. For exampie, we would disclose your protected health information, as necessary, to-a

nome heaith agency that provides care to you. For example, your protected healih information may be

- provided to a physician To whom you have been referred to ensure that the physician has the necessary

mformatuon to diagnose or treat you. :

" Payment: Your protected health mformation will be used, as needed to obtain payment for your healthcare
services. For example, obtaining approval for.a hospital stay may require that your relevant protecied heaith
msorma‘non be disclosed to twe health plan o} obtem approva | for the hospital admission.

k ieelthcex re Operations: We may use or disclose, as needed, your piotected health information in r)rder tc
eupoort the business activities of your physictan’s practice. These activities include, but are notlimited o,
quality assessimient activities, employés review activities, fraining of medicai studends, | iicensing, rmrrc\tmo
and funcraising activities, and conducting or arranging for other business activities. For example, we may
disclose your protected health information to medical school students that see patients at our office. |
addition, we may use & eign in sheet at the registrdtlen desk where you will be asked fo sign your name and
indicate your physician. We may also call you by name in the waiting room when your physician is reaady o
see you. We may use or disclose your proxected health mformat oh, as necessary, to contact you to remi nd
you of your appomtment

Wc mav use or disclese yow pmtected health mformaﬁon in the following situations without your
authomzatnon These situations include: as Required By Law, Public Health issues as required by iaw,
Communicabie Diseases: Heaith Oversight; Abuse or Neglect; Foodand Drug Administration requirements;
Legal proceedings; Law Enforcement; Coroners, Funeral Directors, and Organ Donation; Research;
Criminal Activity; Military Activity and National Security; Workers’ Compensation; inmates; Required 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 to investigate or determine our compliance with the
requirement of Section 164.500. '

Other Permitted and Reguired Uses and Disclosures Will Be Made Only With Your Consent, Authorization
or Opportunity to Object unless required by law.
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t , , - PAGE 2 OF 2
HIPAA NOTICE OF PRIVACY PRACTICES (CONTINUED)

You may revoke this authorization at any ti‘mye‘, in writing, except to the extent that your physicien or the
physician’s practice has taken an action in reliance on the use or disclosure indicated by this authorization.

Your Rights ¢
Followmg is a statement of your rrghts wuth respect to your protected health information.

You have the rtght to mspect and copy your protected health information. Under federal law, however, you
may not inspect or copy the following records: psychotherapy notes; information compiied in reasonable
anticipation of, or use'in, a civil, criminal, or administrative action or proceeding, and protected health
information that is subject to law that prohibits access to protected health information.

You have the right to request a restriction of your prote‘cted health information. This means you may ask us
not to use t)r,disclo‘se any ‘part of your protected health information for the purposes of treatment, payment
of healthcare operations. You may also request that any part of your protected health information not be .

~ disclosed to family members or friends who may be involved in your care or for notification purposes as
described in this Notice of Privacy Practices. Your request must state the specific restrtctlort requested and
to whom you want the restriction to apply.

Your ph ysician is not requrred to agree to a restriction that you may request. If physucran believes it is in
your best interest permit use and disclosure of your protected.health information, your protected heaith
irformation wili rnot be restricted. You then have the right to use another Healtheare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an
alfernative location. You have the right to obtain a paper copy of this notice from us, upon request, even if
you have agieed to accept this notrce alternatively, e.g., electronrcally A

You may have the rrght to have your physrcran amend your protected heaith intormation If we deny your ‘
request for amendment, you have the right to file a statement of disagreement with us and we may prepare
a rebuttal to your statement and will prowde you with a copy of such rebuttal.

You have the ri ight to receive an aecountmg of certam disclosures we have made, if arty, of your protecied
) rtea!ttn information.

We reserve the right to change the terms of this notice and wrtt inform you by mail of any changes. You then
have the rtght fo ohject or withdraw as provrded in thls notice.

@@mp aints '
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy

rights have been viclated by us. You may file a complaint with us by notifying 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 April 14, 2003.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties
and privacy practices with respect to protected health information. If you have any objections to this form,

please ask to speak with our Office Administrator/HIPAA Compliance Officer in person or by phone at (702)
242—2?’37

By signing below, you are only acknowledgmg you have received this Notice of Privacy Practices

Patient Name: ' Date;

Patient Signature:
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Address

Cross Streets

Phone Number
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