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PATIENT INFORMATION FORM

Name (Nombre):

Date of Birth (Fecha de Nacimiento): Age (Edad):

Height (Altura): Weight (Peso): Male (Hombre): Female (Mujer):

Home Address (Domicilio):

City (Ciudad): State (Estado): Zip (Cédigo Postal):

Married (Casado) Single (Soltero) Widowed (Viudo) Divorced (Divorciado)

Social Security # (Numero de seguro social):

Driver’s License # (Numero de license):

Home Phone (Teléfono de casa): Cell (Celular):

Email (Correo Electronico): Occupation (Ocupacién):

Emergency Contact Name (Contacto de Emergencia):

Phone Number (Numero de telefono): Relationship (Relacion):
Primary Care Doctor (Doctor Primario): Phone # (Telefono):
Fax #: Referring Doctor: Phone:
Pharmacy Name (Pharmacia): Address (Direccion):

Language Spoken (Idioma):

Race (Choose One): Ethnicity (Circle one):
Other

Insurance Coverage

Policy Number Group Number Type of Plan Additional Info
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Vincent Berry
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Name (Nombre):

Date of Birth (Fecha de Nacimiento):
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PATIENT MEDICAL HISTORY

HAVE YOU EVER HAD THE FOLLOWING?

O YES
O YES
OYES
OYES
OYEs
OYES
OYESs
OYES
OYEs
OYES
OYES
OYES
OYES

ONo
ONo
ONo
ONo
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ONo
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SocIAL HISTORY:

OYES
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OYEs
OYES
OYES

ONo
ONo
ONoO
ONo
ONoO

ALCOHOL/SUBSTANCE ABUSE
ANEMIA

HEART PROBLEMS
KIDNEY PROBLEMS
EPILEPSY/ SEIZURES
THYROID PROBLEMS
PNEUMONIA
DEPRESSION
OBESITY
GLAUCOMA

HERNIA

ASTHMA

MIGRAINES

OYES
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ONo
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HIGH BLOOD PRESSURE
GALL BLADDER DISEASE
STROKE/ HEART ATTACK
TUBERCULOSIS

HIV

LEUKEMIA

PROSTATE DISEASE
ARTHRITIS

CANCER

LIVER DISEASE
RHEUMATIC/ SCARLET FEVER
DIABETES TYPETOR 2
HIGH CHOLESTEROL

CIGARETTE SMOKER? DAILY CONSUMPTION (# OF CIGARETTES):

DO YOU HAVE TATTOOS?

DRINK ALCOHOL? DAILY CONSUMPTION:

HAVE YOU HAD ANY BLOOD TRANSFUSIONS? YEAR:

HAVE YOU TRAVELED OUTSIDE THE U.S. IN THE LAST 6 MONTHS? WHERE:

SURGERIES/ HOSPITALIZATIONS:

CURRENT MEDICATIONS & STRENGTH:

ALLERGIES

FAMILY HISTORY:

MOTHER: | jving

FATHER:

Living

ILLNESSES:

ILLNESSES:

CAUSE OF DEATH:

CAUSE OF DEATH:
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PAYMENT AUTHORIZATION

PER OFFICE POLICY, WE WILL BILL YOUR INSURANCE, BUT SINCE THE CONTRACT IS BETWEEN YOU (THE PATIENT)
AND THEM (YOUR INSURANCE COMPANY), THE PATIENT OR RESPONSIBLE PARTY IS RESPONSIBLE FOR ALL
DEDUCTIBLES, COPAYS, CO-INSURANCE AND NON-COVERED SERVICES. CHARGES ARE DETERMINED BY SERVICES
RENDERED TO EACH PATIENT. IT IS THE PATIENTS' RESPONSIBILITY TO BE KNOWLEDGEABLE OF THE COVERAGES
THAT THEIR INSURANCE PROVIDES. | HEARBY AUTHORIZE DR. YAR KHAN TO RELEASE TO MY INSURANCE
COMPANY ANY INFO ACQUIRED IN THE COURSE OF MY EXAMINATION AND TREATMENT. | ALSO AUTHORIZE

PAYMENT DIRECTLY TO DR. YAR KHAN FOR SERVICES RENDERED.

PATIENT SIGNATURE: DATE:

APPOINTMENT CANCELLATION POLICY

| UNDERSTAND THAT | MUST CONFIRM MY APPOINTMENT WITH THE OFFICE OF DR. YAR KHAN WITHIN 24 HOURS
OF BOOKING. | UNDERSTAND THAT FAILURE CONFIRM MY APPOINTMENT WITHIN 24 HOURS OF BOOKING OR
FAILING TO CALL TO CANCEL MY APPOINTMENT WILL BE CONSIDERED A NO-SHOW AND A $35.00 FEE WILL BE

CHARGED TO ME AS A NO-SHOW FEE (PER ARS 36-2930.01).

MEDICAL RECORDS

| UNDERSTAND THAT WHEN | REQUEST MEDICAL RECORDS FOR MYSELF OR OTHER DOCUMENTS NEEDED TO BE

FILLED OUT BY A PROVIDER, THERE MAY BE A $25.00 FEE CHARGED TO ME.

SIGNATURE: DATE:

RELEASE OF MEDICAL INFORMATION

RELEASE OF INFORMATION CONTACT: DESIGNATED PERSON(S) WE MAY SPEAK TO ON YOUR BEHALF

NAME DATE OF BIRTH
NAME DATE OF BIRTH
® °




PATIENT RIGHTS & RESPONSIBILITIES

TO OUR PATIENTS: THIS DESCRIBES HOW YOUR HEALTH INFORMATION, AS A PATIENT OF THIS CLINIC, CAN BE USED AND

DISCLOSED, AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. THIS IS A REQUIREMENT OF THE PRIVACY REGULATIONS
ESTABLISHED AS A RESULT OF THE HEALTH INSURANCE MOBILIZATION AND ACCOUNTABILITY ACT OF 1996 (HIPPA).

OUR _COMMITMENT TO YOUR PRIVACY: OUR CLINIC IS DEDICATED TO SAFEGUARDING THE PRIVACY OF YOUR HEALTH

INFORMATION. UNDER THE LAW, WE ARE REQUIRED TO KEEP YOUR HEALTH INFORMATION CONFIDENTIAL.

USE AND DISCLOSURE OF YOUR HEALTH INFORMATION UNDER SPECIAL CIRCUMSTANCES

THE FOLLOWING CIRCUMSTANCES MAY REQUIRE THE USE OR DISCLOSURE OF INFORMATION RELATING TO YOUR HEALTH:

1.

2.

7.

8.

DISCLOSURE OF PERSONAL INFORMATION TO PUBLIC HEALTH AUTHORITIES AND HEALTH OVERSIGHT AGENCIES
AUTHORIZED BY LAW TO COLLECT SUCH INFORMATION.

DISCLOSURE OF PERSONAL INFORMATION DURING SIMILAR LAWSUITS OR PROCEEDINGS, BY ADMINISTRATIVE OR
COURT ORDER.

DISCLOSURE OF PERSONAL INFORMATION WHEN REQUIRED BY A LAW ENFORCEMENT OFFICIAL.

DISCLOSURE OF PERSONAL INFORMATION WHEN NECESSARY TO REDUCE OR PREVENT HAZARDS TO YOUR HEALTH AND
SAFETY, OR THE HEALTH AND SAFETY OF OTHERS. WE WILL ONLY DISCLOSE THIS INFORMATION TO PERSONS OR
ORGANIZATIONS CAPABLE OF PREVENTING SUCH DANGER.

IF YOU ARE A MEMBER OF THE UNITED STATES ARMY OR ANY OTHER COUNTRY (INCLUDING VETERANS), WE WILL
DISCLOSE PERSONAL INFORMATION ONLY TO THE APPROPRIATE AUTHORITIES.

DISCLOSURE OF PERSONAL INFORMATION TO FEDERAL OFFICIALS FOR REASONS OF INTELLIGENCE OR NATIONAL
SECURITY AUTHORIZED BY LAW.

DISCLOSURE OF PERSONAL INFORMATION TO LAW ENFORCEMENT OFFICIALS OR CORRECTIONAL INSTITUTIONS IF YOU
ARE AN INMATE OR IN THE CUSTODY OF A LAW ENFORCEMENT OFFICIAL.

DISCLOSURE OF PERSONAL INFORMATION TO WORKERS COMPENSATION PROGRAM OR SIMILAR PROGRAMS.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION:

1.

2.

YOU CAN DECIDE HOW AND WHERE OUR CLINIC COMMUNICATES INFORMATION RELATED TO YOUR HEALTH. WE WILL
TRY TO HONOR YOUR REQUESTS AS LONG AS THEY ARE REASONABLE.

YOU MAY REQUEST A RESTRICTION ON THE USE OR DISCLOSURE OF YOUR HEALTH INFORMATION DURING THE PAYMENT
OF YOUR TREATMENT OR PROCEDURES. IN ADDITION, YOU HAVE THE RIGHT TO REQUEST THAT DISCLOSURE OF YOUR
HEALTH INFORMATION BE LIMITED TO THOSE INDIVIDUALS INVOLVED IN YOUR CARE OR PAYMENT FOR YOUR
TREATMENT, SUCH AS FAMILY OR FRIENDS. WE ARE NOT REQUIRED BY LAW TO ACCEPT YOUR REQUEST. IF WE DO
ACCEPT IT, WE ARE REQUIRED TO HONOR YOUR REQUEST, EXCEPT WHEN REQUIRED BY LAW, IN EMERGENCY
SITUATIONS, OR WHEN THIS INFORMATION IS NECESSARY FOR YOUR MEDICAL TREATMENT.

YOU HAVE THE RIGHT TO OBTAIN A COPY OF YOUR HEALTH INFORMATION USED TO MAKE DECISIONS ABOUT YOU,
INCLUDING MEDICAL OR PAY RECORDS, BUT NOT INCLUDING PSYCHOTHERAPEUTIC NOTES. TO OBTAIN THESE RECORDS,
YOU MUST REQUEST THEM IN WRITING.

YOU CAN REQUEST THAT YOUR HEALTH INFORMATION BE CORRECTED, IF YOU CONSIDER IT INCORRECT OR
INCOMPLETE, AS LONG AS THE INFO COMES FROM OR IS USED BY OUR CLINIC. YOU MUST REQUEST IT IN WRITING.

YOU HAVE THE RIGHT TO RECEIVE A COPY OF THIS NOTICE OF PRIVATE PRACTICES AND CAN REQUEST IT AT ANY TIME.
RIGHT TO FILE A COMPLAINT: IF YOU BELIEVE YOUR PRIVACY RIGHTS HAVE BEEN VIOLATED, YOU MAY FILE A COMPLAINT
IN WRITING TO OUR CLINIC OR THE DEPARTMENT OF HEALTH AND HUMAN SERVICES SECRETARY. YOU WILL NOT BE
PENALIZED FOR FILING A COMPLAINT.

OUR CLINIC WILL OBTAIN YOUR WRITTEN AUTHORIZATION BEFORE USING OR DISCLOSING YOUR HEALTH INFORMATION
IN WAYS NOT IDENTIFIED IN THIS NOTICE OR PERMITTED.

FOR MORE INFO OR IF YOU HAVE QUESTIONS REGARDING THIS ANNOUNCEMENT OR OUR PRIVACY PRACTICES, PLEASE CONTACT
OUR OFFICE AT 623-256-4160

| HEREBY DECLARE THAT | HAVE BEEN PRESENTED WITH A COPY OF THE NOTICE OF PRIVACY PRACTICES.

SIGNATURE: DATE:

PRINT NAME:
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