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ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE

Patient Name: Date of Birth:

(Please print)

I acknowledge that | have been provided the Notice of Privacy Practices (“Notice”):

¢ The Notice tells me how the Practice will use my health information for the purposes of my treatment,
payment for my treatment and the Practices heal care operations.

¢ The notice explains in more detail how the Practice may use and share my health information for oth-
er than treatment, payment and healthcare operations.

¢ The Practice will also use and share my health information as required/permitted by law.

Signature of Patient or Guardian Date
Printed Name of Guardian Description of Authority
Address:

Phone Number
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HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT
(HIPPA)

Patient Name: Date of Birth:

(Please print)

Consent: (check one)

- | authorize Jasser Center for Comprehensive Care, to disclose my medical information to the following person(s). |
understand this consent is valid for one year from the date of this consent form.

Please list no more than two names:
Name Relation to Patient Phone Number May receive information

Yes / No

Yes / No

== | do not authorize Jasser Center for Comprehensive Care to disclose my medical information to anyone other
than to comply with the Privacy Practices.

Signature of Patient or Guardian

Printed Name of Patient or Guardian

Date
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Jasser Center for Comprehensive Care

Thank you for choosing our office for your health care needs. We strive to provide the best services and quality care for you and
your family. This guide will assist in helping ensure your services are paid. Please be aware of your insurance coverage remem-
bering that your coverage is a contract between you and your carrier. Our relationship is with you, our valued patient, not with
your insurance company.

Please bring the following to each office visit:

¢ Acurrentinsurance card

¢ Your co-payment. Please note that if you have not met your deductible, we will require payment of
$50.00 in addition to your co-payment.

¢ Any past due balance will be collected upon check-in at the front desk.

We are contracted with the majority of insurance carriers and as a convenience to you we will file claims with those plans ac-
cordingly. Eligibility of coverage is based on the information provided on your insurance card and is confirmed at each visit.

UPDATED INFORMATION

Your current contact information is critical for ensuring timely and accurate billing of your insurance claims. We will also
use this information to contact you with test results, etc.. We highly encourage all of our patients to utilize the Patient
Portal—a secure communications method that will allow you to receive your test results, request an appointment and send
a message to your doctors staff. Please keep our office current on any changes in your email address, physical address, cell
and home numbers and any insurance updates. You will be asked to review your information and acknowledge that you
have provided the most current information prior to each appointment. For more information about the Patient Portal
please ask a front desk team member.

CO-PAYMENTS & BALANCES

Your co-payment is always due at the time of service and will be collected prior to being seen by any provider. Failure to
pay your co-payment at the time of the service is a violation of your insurance contract. Any past balances are due at each
visit. If you have not met your deductible, you will be required to pay and additional $50.00 at the time of service.
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MISSED APPOINTMENT FEES

You will be reminded of your appointment 48 hours prior to your scheduled visit via our automated messaging system. To avoid
cancellation fees, please cancel your appointment at least 24 hours prior to your scheduled visit by calling our 24 hour
cancellation message line at: (602) 251-3122. Cancellation fees are:

$50 for physician appointments $250 for Nuclear Testing appointments

These fees are not covered by your insurance. If you have any questions, please ask a front desk team member.

NON-COVERED SERVICES

It is your responsibility to ensure that tests recommended by your physician are covered by your insurance.

BILLING DEPARTMENT

You can reach our billing department directly by calling: (602) 441-3485 or (602) 374-8595. Upon receipt of your monthly state-
ment, please review for accuracy and remit any portion that is notated as patient responsibility.

SERVICE FEES

Fees for services are dictated by the insurance contracts and are competitive in our area. It is a violation of our contractual

agreement to discount or waive any fees.

¢ Allow 5-7 business days for completion of any forms, prior authorization or letters.
¢ Note that any form to be completed may require office visit.
¢ At time of submission a fee for page is required. This fee is dependent on number of pages and complexity

¢ We do not charge for prior authorizations

PAYMENT FOR SERVICES

For your convenience, we accept the following payment methods:
¢ Cash
¢ Check with appropriate identification

¢ American Express, Visa and MasterCard

If you have any questions or concerns about the information in this packet, please feel free to ask a front desk team member

or our Practice Administrator.

Patient Signature Date

Patient Name
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Patient Name: Date of Birth:
Mailing Address: City: State: Zip Code:
Home Phone: Cell Phone: Work Phone:
Social Security #: Gender: E-mail:
Pharmacy Name: Pharmacy Address:
Marital O Divorced Race: [ Caucasian Ethnicity: O Hispanic Language: O English
Status: O Married O Hispanic O Not O Spanish
’ O Partner O African Hispanic O Vietnamese
O Single American O Refused O Mandarin
O Unknown O Asian Chinese
O Widowed O American Indian O Hungarian
O Legally O Other O Other
Separated O Refused

Are you currently employed? Full Time O Part Time O  Student O Retired & Disabled O
Employer: Phone#:

Address: City: State: Zip Code:
**Do you have insurance through YOUR employer? Yes O No O

Primary Insurance:

Policyholder Name: Relationship to patient:
Policyholder date of birth: Policyholder’s Employer:
Policy/ID #: Group #:

Insurance Company Address:

City: State: Zip Code:

Secondary Insurance:

Policyholder Name: Relationship to patient:
Policyholder date of birth: Employer:

Policy/ID #: Group #:

Insurance Company Address:

City: State: Zip Code:

**Do you have AHCCCS or Tertiary (3'd) Insurance? OYes CINo
If yes, Plan Name/ID#:

Patient/Parent/Guardian Signature:

Date:






Name:

DOB:

What are the most important 1ssue vou want to discuss at today’s office visit?

1.

2.

MEDICATIONS

Dose

Frequency

Feason taking

PAST OR PRESENT MEDICAL CONDITIONS - CHECK ALL THAT APPLY

m]

]

Hypertension

Type 2 or 1 diabetes
Diabetes Complications:
o EKidney (nephropathy)
o NMerve (neuropathy)

o Eye (retinopathy)
Hyperlipidemia
Hypothyroidizm

Thyroid nodule / goiter
Elevated blood sugar
Osteopenia / Ostecporosis
Menopause

Coronary artery disease /
heart attack

Atrial fibrillation

Carotid stenosis

Blood vessel disease (PVD)
COPD / Asthma

Asbestos exposure

Women only:
Number of Pregnancies

m]

]

m]

DVT / Pulmonary embolism
Obstructive sleep apnea
Poszitive TB skin test (PPD)
Eestless leg syndrome
Chronic kidney msufficiency
Gastroesophageal reflux
Barrett's esophagus

Crohn’s / Ulcerative Colitis
Celiac sprue

History of colon polyps
Hepatitiz= B or C

Irritable bowel disease
Eheumatoid arthritis
Degenerative arthritis
Peoriasis

Systemic lupus erythematous
Gout

Chronic pain

Alzheimer's / dementia

# of live barths
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m]

]

m]

Epilepsy /seizure
Stroke (CVA)
Parkinson's disease
Peripheral neuropathy
Migraine or Headaches
Eidney stones

Large prostate (BPH)
Anemia

Anxiety / depreszion
Allergies

Glaucoma

Macular degeneration
Low vitamin B12 or D
Chickenpox

Cancer:

Other:

# of Miscarnage/Abortion





Name: DOB:

ALLERGIES TO MEDICATIONS OR FOOD

Medications / Food Eeaction

SURGERIES - CHECK ALL THAT APPLY

O Appendectomy O C-section O Jount Surgery (list):
O Gallbladder surgery O Thyroid Surgery
O Vasectomy O Back/Neck Surgery
O Prostate Surgery O Cataract Removal O Other Susgery (list):
O Hysterectomy O Tonsillectomy
O Owvary Removal O Transplant (list):
O Breast Surgery
O Breast Biopsy O Hernia (List):
O Heart Bypass/Stent
O Banatric Surgery
FAMILY HEALTH HISTORY
Major medical problems Age of death Cause of death
Mother
Father
Sibling (# )
Children (# )

In addition to completing the above information, please check all that apply to famaly history:

O Cancer of Breast/Ovanan or Prostate O Dhabetes or Hypertension
O Colon Cancer O Early Heart Attack (before age 55 for
men and 65 for women)
SOCIAL
Occupation: Marital Status: Living Will? ... YES NO
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Name: DOB:

Tobacco Use

O Never
O Former Use.... Year quit # Years smoked # Packs/dav
O Current Use. . Age started # Packs/day
Alcohol Use
Iid vou have a drink containing alcohol in the pastyear? .. YES NO

How often did you have a drink containing alcohol?

O Monthly or less O 2to 3 times a WEEK

O 2to4times a MONTH O 4 or more times a WEEK
How many alcoholic drinks did yvou have on a typical day?

O 1-2 O 3-4 O 5-6 o 7-9 O 10 or more
How often did vou have 6 or more drinks on one occasion in the past year?

D Never O Monthly O Daily or almost
O Less than monthly O Weekly daily

PREVENTATIVE AND WELLNESS

Colonoscopy (month/vear) Fesult:

Eve exam (month/vear) Result:

Men only: Prostate blood test (month/year)

Women only: Bone density (month/year) Gvnecologist name

Mammogram (month/year) Result:

Pap smear (month/vear) Result:
IMMUNIZATIONS
Tetanus (vear) Pneumovax (vear) Prevnar (year)
Hepatitiz A (year) Hepatitis B (year) Chickenpox (vear)
Shingles (year) Gardasil/HPV (vear) Flu (month/vear)
Fall Risk
Mobility Status (circle): Walking Walking with Assistance Wheelchair
Have vou fallen in the past vear (circle)? ... ... YES NO
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PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME: DATE:
Over the last 2 weeks, how often have you been
bothered by any of the following problems?
o More than
(use "v'" to indicate your answer) Not at all | Several half the Nearly
days every day
days
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 :
. . . 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much
4. Feeling tired or having little energy 0 1 2 :
5. Poor appetite or overeating 0 1 2 .
6. Feeling bad about yourself—or that you are a failure or 0 1 2 3
have let yourself or your family down
7. Trouble concentrating on things, such as reading the 0 1 2 3
newspaper or watching television
8. Moving or speaking so slowly that other people could
have noticed. Or the opposite — being so figety or 0 1 5 3
restless that you have been moving around a lot more
than usual
9. Thoughts that you would be better off dead, or of 0 1 5 3
hurting yourself
add columns
(Healthcare professional: For interpretation of TOTAL, TOTAL:

please refer to accompanying scoring card).

10. If you checked off any problems, how difficult
have these problems made it for you to do
your work, take care of things at home, or get

along with other people?

Not difficult at all

Somewhat difficult

Very difficult

Extremely difficult
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Name: DOB:

SPECIALIST PHYSICIANS that vou see regularly (please list all)

Name of your previous PCP (including city/state):

SYSTEM REVIEW - indicate if vou have had anv of the below symptoms in last 2 months

F.ate vour pain on a scale (0 = no pain; 10 = debilitating pain)

Excessive thirst or unination? ... .. ... ... .............ciiiiiiiiiiiioe.... YES NO
significant headaches, slurred speech? ... ... ...................... YES NO
Double or blurred vision? ... ... .................................... YES NO
Diminished hearning or hoarseness? ... ... . ......................... YES NO
Cough, shortness of breath, or wheezing? __....._.._......................... YES NO
Chest pain/pressure; rapad or wregular heartbeat? ._......................... YES NO
Awakening at night short of breath? .. ........................ YES NO
Abnormal swelling in the legs or feet? ... ... .................. YES NO
Pain or stiffness in vour yoints? ... .._._......... YES NO
Abnormal mipple discharge or breast lump? .._...__.......__................ YES NO
skin rash, sore, or changeofamole? ... ... . ..................... YES NO
Difficulty swallowing, heartburn, nausea, or vomating? ._..._.............. YES NO
significant constipation or diarrhea; bloody or black bowel movements? YES NO
Do vou feel vou are at nisk for sexually transmitted disease? .. __..___.... YES NO
Weight loss of 10 pounds or more during the last 6 months? _............. YES NO
Disruptive snoring T i, YES NO
Have others witnessed vou stop breathing while sleeping? ...._........... YES NO
Involuntary leakage of wrinarv? ... ... ... ... ... iiiiiii...... YES NO
Desire for hearing test? __ ... YES NO
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PRESCRIPTION MEDICATION MONITORING CONSENT

All prescription medications are registered by your pharmacy in a secure and
confidential national electronic database, which is accessible by your
physicians, with your consent. Jasser Center for Comprehensive Care uses an
electronic health record (HER) to monitor and prescribe your medications. This
HER can automatically add medications prescribed by other physicians
(specialists, emergency rooms, urgent care) from the national database. This

improves your medical care by:
¢ Coordinating care between physicians
+ Verifying that you are not receiving duplicate medication
¢ Reducing the risk of adverse reactions to medications (i.e. fewer side effects)

¢ Automatically checking for interactions between medications you are taking

I consent to allow Jasser Center for Comprehensive Care, to access my complete medication history:

Printed Name:

Signature:

Date:
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