Desert Sky Endocrinology

	PATIENT INFORMATION

	Date


	Patient last name
	Patient first name
	Patient middle name

	Permanent Address


	City
	State
	Zip

	Temporary Address


	City
	State
	Zip

	Gender


	DOB
	Status:
	☐ Married
	☐ Widowed
	☐ Single
	☐ Divorced
	☐ Separated
	Home phone

☐ Permanent

☐ Temporary 

	Social Sec. #


	Occupation
	Employer
	

	Employer address


	City
	State
	Zip

	Driver’s license #


	E-mail address
	Business phone
	Cell phone

	RESPONSIBLE PARTY INFORMATION

	Relationship to patient


	Last name
	First name
	Home phone

	Home address


	City
	State
	Zip

	Social Sec. #


	Occupation
	Employer
	Business phone

	Company address


	City
	State
	Zip

	Spouse first name (and last, if different)


	Employer
	Phone

	INSURANCE INFORMATION (Must be filled out completely for verification purposes)


Check here if you have NO                  insurance ☐

	Primary insurance company
	Co-pay amount
	Policy holder name
	Policyholder DOB
	Patient relationship to insured

	
	
	
	
	Self
	Spouse
	Child
	Other

	Insurance company address


	Effective date
	Phone

	Group or policy #


	Medicare #
	Medicaid #

	2nd insurance company
	Co-pay amount
	Policyholder name
	Policyholder DOB
	Patient relationship to insured

	
	
	
	
	Self
	Spouse
	Child
	Other

	Insurance company address


	Effective Date
	Phone

	INJURY INFORMATION (Must be filled out completely)

	Reason for visit?


	What type of injury are we seeing you for? (indicate right or left, if appropriate)

	Was this an:
	Date of accident or injury
	Place of accident or injury:

	☐ Accident
	☐ Injury
	
	☐ Work
	☐ Auto
	☐ Home
	☐ School
	Other:




	Name of school


	Sport/Activity
	How was injury sustained?

	Is this employment related?
	If so, who is your company’s industrial carrier?

	☐ Yes
	☐ No
	

	Name and address of place of injury



	Name and address of referring physician


	Phone (required)

	Emergency contact information (full name, relationship to patient)


	Phone (required)


I declare that the above answers and statements are true and correct to the best of my knowledge. I hereby acknowledge that I have read this entire section front and reverse, and agree to of all the terms herein.










x










Date




Signature of Responsible Party/Patient

	NEW PATIENTS: Please indicate how you heard about us.

	☐ Newspaper
	☐ Radio
	☐ TV
	☐ Yellow Pages
	☐ Mailer
	☐ Internet
	☐ Physician
	☐ Friend
	☐ Other:






Desert Sky Endocrinology 
	Patient Name (last, first, MI):


	Date of Birth (mm/dd/yyyy):
	Medical Record #:


As either the Patient or the legally authorized representative of the Patient, on behalf of the Patient receiving care at Desert Sky Endocrinology, I make the following consents, understandings, and agreements on my own behalf and on behalf of the Patient in partial consideration of health care services to be provided to the Patient at Desert Sky Endocrinology.
Consent for Services: I hereby give consent to the Practice, its contractors, physicians, and employees to provide health care services to the Patient and to administer physician orders for the benefit of the Patient for this visit and any subsequent visits. I understand this consent may be revoked in writing at any time. I understand that there is a risk of substantial and serious harm involved in such health care services, and I accept such risk in the hope of obtaining beneficial results from such services. No promises of any particular outcome or successful result have been made. I understand and accept that there is some uncertainty involved in the health care services for which this consent is given. I understand that physicians are separately responsible to explain what they do and, in some cases, to obtain separate consent for services they perform.

Assignment of Benefits: Any and all benefits from insurance companies and other third party payors that are payable to the Patient or on behalf of the Patient for health care services and related payments for services rendered or provided to the Patient are hereby transferred and assigned to the Practice for the exclusive purpose of paying for charges associated with the health care services provided to the Patient in the Practice. I understand and intend that all insurance companies and other third party payors will pay benefits directly to the Practice in payment of the practice charges and the charges of any other health care providers for whom the Practice is authorized to bill in connection with health care services provided to the Patient.

Financial Responsibility: Patient and the undersigned, if other than the Patient, each jointly and severally agree to pay for all the health care services rendered to the Patient in the Facility including but not limited to any amounts not paid by any insurance company or other third party payor (excluding contract discounts). Patient and the undersigned, if other than the Patient, remain responsible for all copayments, deductibles, co-insurance, and/ or non-covered services regardless of amount paid by insurance or third party payor. I understand and agree than any amounts not paid within 30 days of the date of the practice bill or statement for payment shall accrue interest at the rate of 1.5 % per month (18% per year) on the unpaid balance. In the event that any unpaid balance is placed with a collection agency or attorney for collection, Patient and the undersigned, if other than the Patient, each jointly and severally agree to pay a 20% collection fee, all costs and reasonable attorney’s fees in connection with the collection process. A service charge may be collected in connection with any check or other instrument tendered by the Patient or the undersigned but returned unpaid to the Facility. Patients that present as self-pay will receive a discount on specified services when services are paid in full on the day of visit.
NO SHOW/ Cancellation Policy: A fee of $25.00 will be billed if appointments are cancelled without a 24 hour notice. ​​​​​​​​​​__________ (Initials)

Medical Record Request: The office of Dr. Vidhya Kannan will provide your records to you once you have completed the Patient Authorization for Use / Disclosure of Protected Health Information (PHI) form. You can contact our office and we can mail or fax the form to you. Please be sure to sign the form. Unsigned requests cannot be processed. Your request will be processed and fulfilled within 30 working days. We will either have you pick up, mail or fax the records to the information you provide on the authorization form. Listed below are charges for copying medical records: Pages 1-20 $15.00; Pages 21-50 $25.00; Pages 51+ $40.00 __________ (Initials)
After hour policy: IF YOU ARE A PATIENT AND YOUR PROBLEM IS URGENT AND CANNOT WAIT UNTIL REGULAR OFFICE HOURS, A DOCTOR IS  AVAILABLE TO HANDLE YOUR URGENT PROBLEM. PLEASE CALL 480-832-0900 FOR THE DOCTOR ONCALL. FOR ALL OTHER NON URGENT REQUESTS PLEASE CALL DURING NORMAL BUSINESS HOURS. PLEASE NOTE AFTER HOUR CALLS ARE FOR EMERGENCIES ONLY. _____ (Initials)
Prescription refills: We ask that you contact your pharmacy for prescription refills and allow 24 hours to process. ______ (Initials)
Release of Information: The practice is required by law to make and keep records of the Patient’s medical treatment. The practice safeguards those records and it uses and discloses such records and information they contain only in accordance with the State and Federal privacy laws. Such uses and disclosures are described in detail in the Notice of Privacy Practices, which may be amended from time to time. I understand that either the Patient or I may ask to see a copy of the current notice at any time.

The undersigned signs this document either as the Patient or the agent or representative of the Patient authorized to execute this document and to accept and agree to its terms on behalf of the Patient. I have read the foregoing and have had the opportunity to ask any questions I may have about the foregoing. Such questions have been answered to my satisfaction, and I indicate my understanding by signing below. I understand that I am entitled to request and obtain a copy of this document, as well as a copy of my billing rights according to the Fair Credit and Billing act. This document will remain in effect unless revoked in writing.
	DATE:







SIGNATURE:








	I HEREBY ACKNOWLEDGE THAT I HAVE RECEIVED OR BEEN OFFERED A COPY OF DESERT SKY ENDOCRINOLOGY NOTICE OF PRIVACY PRACTICE.

DATE:






INITIALS:







	STAFF USE ONLY: IF UNABLE TO OBTAIN ACKNOWLEDGMENT OF NOTICE OF PRIVACY PRACTICES, A DOCUMENTED REASON BY THE  STAFF MEMBER MUST BE ENTERED BELOW:



Desert Sky Endocrinology

Desert Sky Endocrinology 
8427 E Baseline Rd Ste 104 Mesa, AZ 85209

Phone: (480) 832-0900     Fax: (480) 832-3005
AUTHORIZATION TO RELEASE MEDICAL RECORDS
As required by the Health Information Portability and Accountability Act of 1996 and Arizona law, you have a right to request the opportunity to inspect and copy health information that pertains to you.  We will evaluate your request and will either grant it or explain the reason why the request will not be granted.  Your right to access does not extend to information complied in reasonable participation of, or for use in , a civil, criminal or administrative action or proceeding, or to information we received in confidence from someone other than another health care provider.
	Patient’s Name:
	
	Date of Birth:
	

	Previous Name:
	
	Social Security #:
	

	I request and authorize
	
	to

	release healthcare information of the patient named above to:

	
	Name:
	Desert Sky Endocrinology 

	
	Address:
	8427 E Baseline Rd Ste 104 

	
	City:
	Mesa
	State:
	AZ
	Zip Code:
	85209

	This request and authorization applies to:

	( Healthcare information relating to the following treatment, condition, or dates:
	

	
	

	( All healthcare information

	
	

	( Other:
	

	I understand and hereby also consent to the release of any and all alcohol and/ or drug abuse information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), human immunodeficiency virus (HIV) or psychiatric treatment records under the same conditions outlined below. I understand that such information cannot be release without my specific consent.

I understand that I have the right to revoke this authorization at any time. I understand that if I revoke this authorization, I must do so in writing and present my written revocation to the medical records department.  I understand that the revocation will not apply to information that has already been released in response to this authorization.  I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.



	

	Patient Signature:
	
	Date Signed:
	

	

	


Desert Sky Endocrinology 
8427 E Baseline Rd Ste 104
Phone: (480) 832-0900     Fax: (480) 832-3005
AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION

Internal Use Only

If patient/patient’s representative refuses to sign acknowledgement, please document date and time notice was presented to patient and sign below.

Presented on (date and time): ___________________________________________________________________________________________________________________________

By (name and title): ___________________________________________________________________________________________________________________________________

I agree to allow the transfer of my medical records to any Physician within the Desert Sky Endocrinology Practice, should a covering Physician need to review for the sole purpose of my patient care (i.e. labs, any imaging).    □  Yes       □   No
Please name all person(s) we can contact and/or discuss your medical information:

Name: _____________________________________ Relationship: ____________________________ Phone: _____________________________

Name: _____________________________________ Relationship: ____________________________ Phone: _____________________________

Name: _____________________________________ Relationship: ____________________________ Phone: _____________________________

Name: _____________________________________ Relationship: ____________________________ Phone: _____________________________

Following HIPPA patient confidentiality regulations, please check how you would like us to address you:

_____Mr.


And/Or


_____First Name



_____Mrs.




_____Last Name

_____Miss




_____Other_________________________

_____Ms.

Signature: _________________________________________________________________________ Date: ________________
Notice of Privacy Practices

Desert Sky Endocrinology Associates
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOUMAY BE USED ANDDISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Desert Sky Endocrinology Associates is required by law to maintain the privacy of protected health information (PHI) and to provide individuals with notice of our legal duties and privacy practices with respect to protected health information.
Assigning Privacy and Security Responsibilities: It is the policy of this medical practice that the Privacy Officer is assigned the responsibility of implementing and maintaining the Health Insurance Portability & Accountability Act (HIPAA) Privacy and Security Rule’s requirements. Furthermore, it is the policy of this medical practice that this individual will be provided sufficient resources and authority to fulfill their responsibilities.

Minimum Necessary Use and Disclosure of Protected Health Information for Treatment, Payment and Health Operations: It is the policy of this medical practice that for all routine and recurring uses and disclosures of PHI except for uses or disclosures made 1) for treatment purposes, 2) to or as authorized by the patient or 3) for payment, 4) for health care operations, 5) as required by law and for HIPAA compliance such uses and disclosures of protected health information must be limited to the minimum amount of information needed to accomplish  the purpose of the use or disclosure. It is also the policy of this medical practice that non-routine uses and disclosures will be handled pursuant to established criteria. It is also the policy of this organization that all requests for protected health information (except as specified above) must be limited to the minimum amount of information needed to accomplish the purpose of the request.

We will use your health information for treatment: For example: Information obtained by your health care team will be recorded in your record and used to determine the course of treatment that should work best for you. We will also provide your physician or a subsequent health care provider with copies of various reports that should assist him or her in treating you.

We will use your health information for payment: For example: A bill may be sent to you or a third-party payer. This information on or accompanying the bill may include information that identifies you, as well as your diagnosis, procedure and supplies used. We will use your health information for regular health operations. Members of the medical staff, the risk or quality improvement manager, or members of the quality improvement team may use information in your health record. This information will then be used in an effort to continually improve the quality and effectiveness of the healthcare and service we provide.

Appointment Reminders: We may use and disclose medical information to contact and remind you about appointments, if you are not home, we may leave this information on your answering machine or in a message left with the person answering the phone. Notification: We may use or disclose information to notify or assist in notifying a family member, personal representative, or another person responsible for your care, your location and general condition.

Communication with family: Health professionals, using their best judgment, may disclose to a family member, other relative, close personal friend, or any other person you identify, health information relevant to that person’s involvement in your care or payment related to your care.

Judicial and Administrative Proceedings: We may, and are sometimes required by law, to disclose your health information in the course of any administrative or judicial proceeding to the extent expressly authorized by a court or administrative order. We may also disclose information about you in response to a subpoena, discovery request or other lawful process if reasonable efforts have been made to notify you of the request and you have not objected, or if your objections have been resolved by a court or administrative order.

Specialized government functions: We may disclose your health information for military or national security purposes or to correctional institutions or law enforcement officers that have you in their lawful custody.

Coroners/Funeral Directors: We may disclose health information to funeral directors/coroners consistent with applicable law to carry out their duties. Public Health: As required by law, we may disclose your health information to public health or legal authorities charged with preventing and controlling disease, injury, or disability.

Workers Compensation: We may disclose health information to the extent authorized by and to the extent necessary to comply with laws relating to workers compensation or other similar programs established by law.

Desert Sky Endocrinology Associates will abide by the following policies regarding patient privacy practices: We will have the most current notice of privacy practices available for distribution at our reception desk.

Business Associates must be contractually bound to protect health information to the same degree as set forth in the policy. It is also the policy of this organization that business associates who violate their agreement will be dealt with first by an attempt to correct the problem, and if that fails by termination of the agreement and discontinuation of services by the business associate.

Prohibited Activities: No Retaliation or Intimidation—no employee or contractor may engage in any intimidating or retaliatory acts against persons who file complaints or otherwise exercise their rights under HIPAA regulations. It is also the policy of this organization that no employee or contractor may condition treatment or payment on the provision of an authorization to disclose protected health information except as expressly authorized under the regulations.

Certification of Identity of all persons who request access to protected health information will be verified before such access is granted.

Deceased Individuals: privacy protections extend to information concerning deceased individuals.

Mitigation: effects on any unauthorized use or disclosure of protected health information will be mitigated to the extent possible.

Safeguards will be in place to reasonably safeguard protected health information from any intentional or unintentional use or disclosure that is in violation of the HIPAA Privacy Rule. These safeguards will include physical protection on premises of PHI, technical protection of PHI maintained electronically and administrative protection. These safeguards will extend to the oral communication of PHI. These safeguards will extend to PHI that is removed from this organization.
Training and Awareness: all employees have been trained on the policies and procedures governing protected health information and how this medical practice complies with the HIPAA Privacy and Security Rules.
Retention of Records: The HIPAA Privacy Rule which requires records retention of at least six years will be strictly adhered to.

Regulatory Currency: we remain current in our compliances program with HIPAA regulations.

Cooperation with Health/Privacy Oversight Authorities: Agencies such as the Office for Civil Rights of the Department of Health and Human Services will be given full support and cooperation in their efforts to ensure the protection of health information within this organization. It is also the policy of this organization that all personnel must cooperate fully with all privacy compliance review and investigations. 
Understanding Your Health Record/Information: Each time you visit Desert Sky Endocrinology Associates, a record of your visit is made. Typically, this record contains your symptoms, examination and procedure results. This information, often referred to as your health or medical record, serves as a:

• Basis for planning your care and treatment by your physician.

• Means of communication among the many health professionals who contribute to your care.

• Legal document describing the care you receive.

• Means by which you or a third-party can verify that services billed were actually provided.

• A tool for educating health professionals.

• A source of information for public health officials charged with improving the health of this state and nation.

• A tool with which we can assess and continually work to improve the care we render.

Understanding what is in your record and how your health information is used helps you to: ensure its accuracy, better understand who, what, when, where and why others may access your health information, and make more informed decisions when authorizing disclosures to others.

Your Health Information Rights: Although your record is the physical property of Desert Sky Endocrinology Associates, this information belongs to you. You have the right to: Obtain paper copy of this notice of information practices upon request. Inspect and copy your health records as provided for in 45 CFR 164.524. Amend your health record as provided in 45 CFR 164.528.

• Obtain an accounting of disclosures of your health information as provided in 45

CFR 164.528.

• Request communications of your health information by alternative means or at

alternative locations.

• Request a restriction on certain uses and disclosures of your information as provided by 45 CFR 164.522.

It is a requirement that the above requests be in writing. You may request a change in your record; however, we are not required to agree with your requests.

It is the policy of this medical practice that we will adopt, maintain and comply with our Notice of Privacy Practices, which shall be consistent with HIPAA and Arizona law.

Our Responsibilities: Desert Sky Endocrinology Associates is required to:

• Maintain the privacy of your health information,

• Provide you with this notice as to our legal duties and privacy practices with respect to information we collect and maintain about you,

Abide by the terms of this notice,

• Notify you if we are unable to agree to requested restrictions, and

• Accommodate reasonable requests you may have to communicate health information by alternative means or at alternative locations.

We reserve the right to change our practices and to make the new provisions effective for all protected health information we maintain. Should our information practices change we will notify you on your next visit.

We will not use or disclose your health information without your written authorization, except as described in this notice. We will also discontinue using or disclosing your health information after we have received written revocation of the authorization according to the procedures included in the authorization.

Desert Sky Endocrinology Associates, Inc. will utilize every reasonable means to protect your health information; however charts may occasionally be visible in the office or transferred from one internal facility to another. Also, patient information may be visible on computer screens, and although we exercise great care in fax and email transmissions, we cannot guarantee that it will not go to an incorrect recipient.

________________________________________________________________________

Signature

Desert Sky Endocrinology

We Care at Desert Sky

NEW PATIENT QUESTIONNAIRE

NAME:_______________________________________   DATE:__________________________

DATE OF BIRTH:_____/_____/_____  


PRIMARY CARE PHYSICIAN:  ________________________  PH#  ________________________

Referring Physician: If different from above_________________________________________  
Previous Endocrinologist doctor if any:_____________________________________________

Reason for Visit: _______________________________________________________________
HPI:  Please circle any of the symptoms that you have below.

	Abdominal pain            Constipation              Nausea                         Vomiting 

	Loss of appetite            Diarrhea                     Dizziness                       Weakness

	Fatigue                            Heat intolerance      Cold intolerance         Mood swings

	Flushing                          Hot flashes                 Night sweats               Polyuria

	Polydipsia                      Weight loss                 Weight gain                Headaches

	Visual problems            Breast growth            Breast discharge       Decreased sexual desire

	Pigmentation of skin    Skin rash                     Foot ulcer                    Tingling/numbness in feet/hand

	Chest pain                       Stretch marks            Skin changes              Hair changes

	Acne                                 Menstrual irregularities                                Low energy

	


Please list your medications and dosage as well as the frequency that you take them:

	Medication Name and mg:
	Instructions:


	
	

	
	

	
	

	
	

	
	

	
	


Please list your drug allergies:



Reaction:

	
	

	
	

	
	


My Preferred Pharmacy: _________________________
Phone # _______________________

Major Cross Streets ____________________________________________________________
(Please note for prescription refill request, we ask that you contact your pharmacy and allow up to 24 hours for processing)
Please circle all positive PAST MEDICAL items in sections below:

	Alcoholism                        Congestive heart failure                      Hepatitis                                    Pituitary Tumors

	Anemia                              COPD                                                       Hyperlipidemia                         Peptic ulcer disease

	Arthritis                             Coronary artery disease                      Hypertension                            Prostate cancer

	Asthma
   Cerebrovascular accident                   Kidney Disease                          Prostate Hyperplasia, benign

	Blood transfusions          Diabetes Mellitus                                 Kidney Stones                           Seizure disorder

	Celiac Disease                  Diverticular Disease                             Liver Cancer                              Thyroid Disease

	Cholelithiasis                   Exposure to Hepatitis                           Liver Disease                            Ulcerative Colitis

	Chronic Renal Failure    GERD                                                         Headaches                               Visual problems

	Cirrhosis                           Gout                                                          Obesity

	Colon Cancer                  Crohn’s Disease                                       Pancreatitis

	Colon Polyps                   Hemochromatosis-Hereditary             Parathyroid Disorder


Please identify known FAMILY HISTORY and identify relation and age of onset or death:

	Family History
	Relation
	Age onset or death

	Alcoholism
	
	

	Adrenal Gland Disorder
	
	

	Cancer
	
	

	Congestive Heart Failure
	
	

	Celiac Disease
	
	

	CVA (Stroke)
	
	

	Diabetes
	
	

	Drug abuse
	
	

	Heart Disease
	
	

	Hodgkin’s Disease
	
	

	Hypertension
	
	

	Iron overload Disorder
	
	

	Kidney disease
	
	

	Liver Disease
	
	

	Obesity
	
	

	Osteoporosis
	
	

	Parathyroid problems
	
	

	Pituitary tumors
	
	

	Premature Menopause
	
	

	Seizure Disorder
	
	

	Thyroid Disorder
	
	

	Other:
	
	


Please list any surgical history: 





Please circle/write the following SOCIAL HISTORY information:

Smoking Status:  

Current     
Former    
Never

Tobacco Use:   

Cigarettes
Cigars
  
Chew

Other_______________
Tobacco Frequency per day: _____________________________________________________________
Drug Use:   List Types: __________________________________________________________________
Caffeine:  

  Coffee

Tea

Cola/Soda
Other_______________
Caffeine Frequency per day: ______________________________________________________________
Alcohol:


  Current
Former

Never

Alcohol Frequency:
  # Daily_____
# Weekly_____ 
# Monthly_____
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