DESERET FAMILY MEDICINE PATIENT DEMOGRAPHIC FORM
TODAY’S DATE:____________________



PATIENT NAME: __________________________________________________________________________________________________

SEX:     ( MALE          ( FEMALE     DATE OF BIRTH: _______________ AGE: ______ SOCIAL SECURITY #:__________________
RELATIONSHIP TO PT.:  ( SELF ( SPOUSE ( CHILD ( OTHER    IS PATIENT:  ⁭ SINGLE ⁭ MARRIED ⁭ DIVORCED ⁭ WIDOWED 

LOCAL ADDRESS:_________________________________________________ CITY, STATE, ZIP:______________________________

SUMMER ADDRESS:_________________________________________________CITY, STATE, ZIP:_____________________________

HOME PHONE:________________________ WORK PHONE:__________________________ CELL PHONE:_____________________                                 

EMAIL ADDRESS:___________________________________ PREFERRED METHOD OF CONTACT: _________________________

PRIMARY LANGUAGE:______________________________________ RACE/ETHNICITY: ___________________________________

EMERGENCY CONTACT NAME/RELATIONSHIP: ___________________________________________________________________ 

EMERGENCY CONTACT PHONE NUMBER (MUST BE DIFFERENT THAN YOUR PHONE #): ____________________________
PREFERRED PHARMACY NAME AND CROSS STREETS/PHONE #:____________________________________________________
IS YOUR SPOUSE/PARENT EMPLOYED? ____YES  ____NO      ARE YOU ON THEIR POLICY?  ____YES  ____NO

ARE YOUR INJURIES WORK RELATED OR ACCIDENT RELATED? ____YES   ____NO

ARE YOU COVERED UNDER ANY OTHER HEALTH PLAN? _____YES   _____NO

DO YOU HAVE A MEDICAL MARIJUANA CARD? ____ YES ___ NO   (If yes, please provide a copy to the front desk) 

DO YOU HAVE A PRESCRIPTION (RX) CARD? ____ YES ___ NO   (If yes, please provide a copy to the front desk) 

HAVE YOU MADE ANY CHANGES TO YOUR CHOICE OF HEALTH CARE PLANS, INCLUDING MEDICARE SINCE THE LAST OPEN ENROLLMENT PERIOD? _____YES   _____NO

WHO OVER THE AGE OF 18 IS RESPONSIBLE FOR THIS BILL? _____________________________________ PHONE: _____________________

INSURANCE INFORMATION:

MUST FILL IN ALL INFORMATION
                
  MUST FILL IN ALL INFORMATION

PRIMARY INSURANCE: ___________________________________
  SECONDARY INSURANCE: _______________________________




INS. CO. ADDRESS:_______________________________________    INS. CO. ADDRESS:______________________________________

POLICY HOLDER NAME:__________________________________    POLICY HOLDER NAME: ________________________________

EMPLOYER:______________________________________________   EMPLOYER:_____________________________________________

POLICY NO:________________GROUP/CLAIM NO:_____________  POLICY NO:___________________GROUP CLAIM NO:________

EFFECTIVE DATE:_________________



   EFFECTIVE DATE:___________________

POLICY HOLDER SEX: (F  ( M   BIRTHDATE:________________  POLICY HOLDER SEX (  F  (  M   BIRTHDATE:_____________
I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance on my account for any professional services rendered. I have read all of the information on this form and have completed the above answers. I certify this information is true and correct to the best of my knowledge. I will notify you of any changes in my status or the above information.

SIGNATURE (Patient or legal guardian): ________________________________________________________ Date: _________________
ASSIGNMENT OF BENEFITS FORM

Practice Name: Deseret Family Medicine

Date: ________________________________

Address: 7165 E. University Dr., Ste. 141

Patient Name: ________________________

City, State, Zip: Mesa, Arizona 85207

 
ID#: ________________________________

Phone: (480) 981-3000 



Group#: _____________________________
I, ________________________________, understand that services rendered to me by

Deseret Family Medicine is my financial responsibility, and that the provider will bill my insurance company, ________________________ as a courtesy. I authorize my insurance company to pay my benefits directly to Deseret Family Medicine and I understand that I will be fully responsible for any outstanding balance on my account. THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not exceed my indebtedness to the above-mentioned assignee, and I have agreed to pay, in a current manner, any

balance of said professional service charges over and above this insurance payment.

I have been given the opportunity to pay my estimated deductible and co-insurance at the time of service. I have chosen to assign the benefits, knowing that the claim must be paid within all state or federal prompt payment guidelines. I will provide all relevant and accurate information to facilitate the prompt payment of the claim by ________________________________.

I authorize the provider to release any information necessary to adjudicate the claim and understand that there may be associated costs for providing information beyond what is necessary for the adjudication of a clean claim.

I also understand that should my insurance company send payment to me; I will forward the payment to Deseret Family Medicine within 48 hours. I agree that if I fail to send the payment to the Provider and they are forced to proceed with the collections process; I will be responsible for any cost incurred by the office to retrieve their monies. In the event patient receives any check, draft or other payment subject to this agreement, I will immediately deliver said check, draft or payment to provider. Any violations of this agreement will, at provider’s election, terminate patient charge privileges with provider and bring any balance owed by patient to provider immediately due and payable.

To avoid this additional cost and inconvenience, should the insurance company forward payment to me, I authorize Deseret Family Medicine to facilitate payment utilizing the credit card number on file to resolve the balance.  A photocopy of this Assignment shall be considered as effective and valid as the original. 

I authorize the provider to initiate a complaint or file appeal to the insurance commissioner or any payer authority for any reason on my behalf and I personally will be active in the resolution of claims delay or unjustified reductions or denials.

______________________________________
    _______________________________

Signature of policy holder



    Patient or Guardian Signature 
______________________________________
    _______________________________

DFMG Witness





    Date
Deseret Family Medicine
7165 East University Drive, Ste. 141, Mesa, AZ 85207
BILLING POLICY

COPAY/DEDUCTIBLE/COINSURANCE

All payments are required upon check in. If you do not have your payment, you will be asked to reschedule when you are able to pay for the visit. This payment is only an estimate of what you owe. We will not hold any form of payment to deposit at a later date. We accept cash, check, Visa, MasterCard, Discover, or American Express as means of payment. 

MEDICARE: We are a Medicare participating physician. Patients who are covered by Medicare are responsible for their deductible as well as the 20% of the Medicare allowable charge. We make every attempt to collect the correct amount from our patients at the time of service. There will be circumstances where we have not collected the correct amount and will either request additional payment or make a refund to you. If additional payment is required a statement will be sent to you reflecting the total charges, the total amount paid, and the balance owed by you. The amount paid includes your initial payment, Medicare’s payment, and the required adjusted amount. If Medicare does not file your supplement, we will file your supplement one time for each day of service. If the supplement needs to be refiled this is up to the patient. We will wait 30 days after we have heard from Medicare for the supplement to send payment. If we have not heard from your supplement within that time, then the balance will become your responsibility. If your insurance pays us at a later date, we will refund you.

HMO/PPO: These plans vary with each individual. Patients are expected to make copayments at the time of service and or meet their deductible requirements. We file the insurance on your primary HMO/PPO plans we participate with as a courtesy to you. In no way does this release you from any responsibility. In the event that a claim comes back to us denied by your insurance company, you are immediately responsible for your debt and receipt is expected 10 days after you receive a statement.

For our patient’s convenience we will file the claims and allow 30 days for your insurance carrier to make payment. In the event that we have not heard from them, we will submit the claim a second time for processing. If we have had no response after 60 days total, then the debt will become your responsibility. You will be asked to contact your carrier and be required to make payment in full for the services rendered. If your insurance pays us at a later date, we will refund the overpayment to you. 

STANDARD INSURANCE: These are plans in which we are not a participating provider. Payment will be required at the time of service and you as a patient may submit your claim to your insurance company. Our itemized super bill includes all your charges for that day of service, as well as your diagnosis.

INDUSTRIAL:  For our patients who have industrial (workman’s compensation) coverage, we will file your industrial claims for you as a courtesy, provided you have filled out a pink industrial form with our office. All information must be complete, or we will hold you responsible for payment. In the event that a claim comes back to us denied by your insurance company, you are immediately responsible for your debt. If your insurance has not paid within 45 days of claim submission, then the debt will become your responsibility. Payment is due within 10 days from receipt of statement. If your insurance pays us at a later date, we will refund you. Industrial claims outside the state of Arizona are not accepted.

NO INSURANCE:  For our patients who do not have insurance coverage, full payment for all services provided is required at the time of service. 

FORMS/PAPERWORK: We reserve the right to charge for any forms or paperwork.

NO SHOW/LATE FEES: There may be a $40.00 charge for no shows that are not canceled 24 hours in advance. There may be a $45.00 late fee added to any account that is more than 30 days past due. This is your advanced notice that all no show and late fees that accrue on your account may be sent to an outside collection agency if not paid. 

COLLECTIONS/BANKRUPTCY Once an account has been turned over to our collection agency or you have filed bankruptcy, your account will become a “cash only” account. Payment plans will not be accepted and we will always expect cash at time of service based on your past credit history with us. We can still file your insurance if we are a participating provider, but you will need to pay the total charges. If you have any further questions or concerns, please contact our Billing Department at 480-325-3615. 

______________________________________________________________                        ________________        




 Patient Name (PRINTED)





          Date of Birth
_____________________________________________________________                
     ________________         

 Patient Signature (Responsible Party, if minor)

     
          Date
Deseret Family Medicine
ASSIGNMENT OF PATIENT REPRESENTATIVE

· I hereby authorize the use and disclosure of any protected health information as set forth below.

· I understand that I may revoke this authorization at any time by notifying Deseret Family Medicine in writing.  In the event of any revocation of this authorization, the revocation will not affect any action taken by the medical practice in reliance on this authorization.

· I understand that the provision of treatment or health care may not be conditioned on my providing this authorization.

· I understand that there is the potential that the protected health information that is disclosed pursuant to this authorization may be re-disclosed by the recipient and the protected health information will no longer be protected by federal privacy regulations. 

· I understand that if I fail to name a representative for myself, Deseret Family Medicine cannot speak to or release any of my information to my family or friends, even in the case of an emergency. 

Description of information to be used or disclosed:

(Please check all that apply)

____ Medical

____ Financial

____ Appointments       ____ Scripts       ____ All Information

____ I do not wish to assign a patient representative at this time.



NAME
:





RELATIONSHIP:
1._________________________________________
     ____________________________________

2._________________________________________                ____________________________________

3._________________________________________                ____________________________________

4._________________________________________                ____________________________________

This authorization does not have an expiration date.  I can revoke or change this information at any time in writing to Deseret Family Medicine. It is my responsibility to keep this information up to date.

Patient Signature: ___________________________________________         
Date: _________________

                           (Parent or Guardian if patient is a minor) 

____I am an emancipated minor.

Please use the following as means of communicating with me: 
____ Home Phone_____________________________   Leave Message:  
Yes ______  No_______

____Cell Phone_______________________________

   
Yes______   No_______

____Work Phone______________________________

 
Yes______   No_______

_____ Email   _____ Text Messages 
This information does not have an expiration date. I can change this information at any time by submitting a written request to Deseret Family Medicine.  It is my responsibility to keep this information up to date. 

Patient Signature: ____________________________________________
          
Date: ____________________

                               (Parent or Guardian if patient is a minor)

Deseret Family Medicine
Office Policies 

Annual Wellness Visits/Physical Examinations: 

· Because we care about you and your health, we require that all of our patients receive an annual wellness visit (Medicare and Medicare Advantage Patients) and/or a physical examination once every year. These are important visits that allow you extra time with your provider and these types of visits are free to you. Keeping you healthy is a team effort between you and your provider and these visits are a great way to make sure you are getting the care you deserve.   INITIALS: ___
Patient No-Show/Cancellation: 

· In an effort to have same day appointments available for sick patients, we ask that patients who need to cancel their appointment do so with a 24-hour notice. Any appointments not canceled 24-hours in advance are subject to a $40 no-show fee. 

· If a patient arrives 6 minutes past their scheduled appointment time, they are considered a no-show and may be charged a $40 no-show fee and their appointment will be canceled.  INITIALS: ___
Patient Late Appointment Arrival: 

· In an effort to keep our providers running on time, we respectfully ask that our patients arrive 30 minutes early for a new or re-establish appointment, 30 minutes early for an annual wellness visit or physical examination, 30 minutes early if the patient has not filled out new forms for the current year and 15 minutes early for all other appointments. We need this additional time, before your appointment, so the front desk has time to check you in and the medical assistant has time to room you so the provider can see you at your scheduled appointment time. If you do not show up early as we have asked you to, you may need to be rescheduled. 

· If a patient arrives 6 minutes past their scheduled appointment time, they will be moved to a later available appointment slot for the provider they were going to see, scheduled with another provider who has an opening in their schedule or if no appointments are available, they will have to be rescheduled to a different day.  INITIALS: ___
Referrals: 

· When your provider orders a referral for you it will be handled 1 of 3 ways depending on your insurance: 

· You may be handed a referral on the same day as your appointment. 

· Your referral request may be sent to our referral coordinator for her to complete. If this is the case, please allow her up to 5 business days to complete the referral.

· If it is a STAT referral that goes to the referral coordinator, please allow 24 hours for it to be completed. 

· If you have not been seen in our office for the reason you need the referral during the current year, you will need an appointment before we can complete the referral.  INITIALS: ___
Co-Pays and Account Balances Policy: 

· All co-pays and account balances are due at time of service. 

· You must present your insurance card at every visit.

· If you are a new patient, we cannot see you without a valid government issued ID.  

· You are responsible for making sure your insurance and address are current with us at all times. INITIALS: ___
Prescription Refill Requests: 

· For ALL prescription refill requests, please contact your pharmacy with the request. They will then contact us with your request. Please allow 48 hours for our staff to respond.  INITIALS: ___ 
HIPAA Privacy Rules: 

· We cannot disclose ANY information to anyone who is not listed on your Assignment of Patient Representative form. This is a federal law, and the staff cannot, for any reason, disclose information to anyone you do not give us permission to. Please make sure you assign someone on this form if you want them to be able to talk to us about your medical information. If you are not sure if you have assigned someone, please ask the front desk to look at your documents for you.  INITIALS: ___ 
Medical Assistant Visits: 

· We offer walk in medical assistant visits for things such as injections, blood pressure checks, TB skin test check or other procedures that your provider may require for you outside of a normal office visit. The hours for MA visits are as follows: 

· Wednesdays: 9:00 AM – 11:00 AM

· Wednesdays: 2:00 PM – 4:00 PM

· Fridays: 1:30 PM – 4:00 PM    INITIALS: ___ 
Controlled Substance Prescriptions: 

· Any patient receiving a controlled prescription medication must adhere to the following rules: 

· Be seen by a provider every 30 days

· Submit to random drug screen testing 

· Sign a controlled substance contract 

· Arizona State Law requires that all controlled substance prescriptions be sent electronically to your pharmacy. 

INITIALS: ___

In-House Phlebotomist: 

· We have an in-house Sonora Quest phlebotomist who can draw blood for all of our patients no matter which insurance plan you are on; they will make sure it gets to the correct lab if the lab of choice is not them. See their hours posted at the front desk. They see patients on a first come, first serve basis. 

· They cannot draw labs that were ordered by providers who are not in our office. For example, labs that were ordered by your specialist. INITIALS: ___
Receiving Your Test Results and Messages: 

· We will call you, send you a voice message, send you an email and/or send you a text message regarding any test results or messages. If you have a preferred way to be contacted, please let the front desk know. 
INITIALS: ___
Forms: 

· Any forms that a patient needs filled out, i.e. FMLA, adoption, assisted living, etc., will require an appointment and a $25.00 fee will be charged for the forms no matter how many pages the form is. This is in addition to any co-pay amounts and/or balances due on accounts.  INITIALS: ___
I have read and understand the office policies of Deseret Family Medicine as outlined in this document. I agree to abide by these policies. I have been offered a copy of these policies for my records. 
_______________________________________________ 


________________________________________________
Patient Name (printed)





Patient or Guardian Signature 

___________________________________________
Date 
[image: image1.emf]7165 East University Drive, Ste. 141

Mesa, Arizona 85207

P: (480) 981-3000
F: (480) 924-6339

__________________________________________________________________________________ 

DFM POLICY FOR PATIENT CONDUCT 

Deseret Family Medicine strives to provide a safe, secure, comfortable environment for our employees, patients, and vendors who we do business with. In order to achieve this, we treat our employees, patients and vendors with respect and dignity, and we ask that they do the same in return. 

It is the expectation of our office that patients will adhere to this policy and follow the outlined appropriate behaviors listed below. These include, but are not limited to: 

· Using a normal tone of voice when speaking with our staff. 

· Not raising your voice at our staff 

· Treating all staff with dignity and respect whether you are in the office or on the phone 

· Using appropriate language when speaking to our staff in the office or on the phone 

· Being respectful to the practice’s property and supplies 

Depending on the circumstances, Deseret Family Medicine may deem certain behaviors to be in violation of this policy. Violation of this policy may result in verbal counseling from the office manager or owner and may include discharge (removal) from the practice. 

By signing below, I acknowledge the above information and agree to abide by this policy for appropriate conduct. 

__________________________________________

_____________________

Patient Name 







DOB

___________________________________________

_____________________

Patient/Guardian Signature 





Date 

