. A 1 ) s )

PATIENT INFORMATION CIRCLE DATEOFBIRTH ____/____J

NAME: ' MALE FEMALE SOCIAL SECURITY . .
LAST FIRST MI

ADDRESS: HOME PHONE (____)

WORK IEONE ( ),
CITY STATE zip o
el

PLEASECIRCLE; MARITAL STATUS: SINGLE MARRIED DIVORCED OTHER

REFERREDBY: FRIEND YELLOW PAGES REFERRALPROGRAM WALKIN OTHER PHYSICIAN.

EMERGENCY CONTACT (LIVING AT ANOTHER LOCATION)

NAME: RELATIONSHIP,

DAY PHONE ( ) NIGHT PHONE ( ).

GUARANTOR INFORMATION (WHO IS RESPONSIBLE FOR THIS ACCOUNT-USUALLY, THE PERSON COMPLETING THE FORM)

NAME: SOCIAL SECURITY # - - DOB /. /.
LAST FIRST Ml

ADDRESS:, HOME ( ).
WORK ( )

Ty STATE zIp
RELATIONSHIP TO PATIENT : SELF FATHER MOTHER GRANDPARENT OTHER,
EMPLOYER WORK PHONE ( )

ADDRESS, EXTENSION #

DRIVERS LICENSE #

CITY STATE zZip

INSURANCE INFORMATION- Our (acility will only file insurance for certain health plans. Please verify whether or not your plan is sligible upon retum of this form,

PRIMARY INSURANCE, PHONE# (___)
ADDRESS, POLICY #
GROUP#
Ty STATE ZIP
NAME OF INSURED, INSURED DATE OF BIRTH / J
INSURED SOCIAL SECURITY . . EMPLOYER
SECONDARY INSURANCE POLICY #
ADDRESS GROUP#
PHONE# (___)
ary STATE 2P
NAME OF INSURED

_———_—-—__~——“~_..—“_
1 CONSENT TO TREATMENT NECESSARY FOR THE CARE OF THE PATIENT INDICATED ON THIS FORM, ‘AUTHORIZATION IS HEREBY

GRANTED TO RELEASE INFORMATION AS MAY BE NECESSARY TO PROCESS AND COMPLETE MY CLAIM. AUTHORIZA RANTED
TO RELEASE MEDICAL INFORMATION TO ANY PHYSICIANS OR ENTITIES ] MAY BE REFERRED TO. ° TIONIS G

SIGNATURE DATE

1 UNDERSTAND 1 AM RESPONSIBLE FOR PAYMENT OF SERVICES RENDERED AT THIS FACILITY. | UNDERSTAND
FACILITY IS TO PAY FOR SERVICES AT THE TIME OF SERVICE. IN THE EVENT MY HEALTH lNSUMNCEﬁ%ILEJ;{YEmglgC%m
AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO BE PAID DIRECTLY TO THE ATTENDING PHYSICIAN FOR SERVICES RENDERED. '

SIGNATURE DATE

Email:




NOTICE OF PRIYACY PRACTICES

¥ HS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
ALKD HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW [T CAREFULLY.

“This notice takes effect on and remains in effect until we replace

QU RLL DG MECATDINO LTEDIC AT N CrLATION

“The privacy of your medical information Is important to us. We understand that your medical information is
personal and we are committad to protacting it. We creats a record of the care and services you receive at
our organization. We need thig record to provide you with quality care and to comply with certain legal
requirements. This notice will tell you about the ways we may use and share medical information about you.
Wie also desoribe your rights and certain duties we have reganding the use and disolosure of medical

Lasw Requires Us to:
1. Keep your medical information pifvate.
2. Give you this notice describing our legal duties, privacy practices, and your rights regarding your medical

3. Follow the tesms of the notice that is now in effact

We FHave the Right to:

1. Change our privacy practices and the terms of this notice at any time, provided that the changes are
permitted by law.

2. Make the changes in our privacy practices and the new terms of our notice effective for all medical
information that we keep, information previously created or received before the changes.

Notice of Change to Privacy Practioces:

1. Before we make an important change in our privacy practices, we will change this notice and make the

new nofice available upon request.
UDDISCLORSURT OFYOURLIFDICALINFORLIATION

o USEL

The following section describes different ways that we use and disciose medical information. Not every use
have fisted all of the differant ways we are permitted to use and

...........

FOR TREATMENT:
services. We may disciose medical information about you to doctors, nurses, technicians, medical studens,
or ofher peopie who are taking care of you. We may also share medical information about you to your other
health care providers to assist them in treating you.

FOR PAYMENT: We may use and disciose your medical information for payment purposes.

FOR HEALTH CARE OPERATIONS: We may use and disclose your medical information for our heath care
mmmmmmwmmmmd%
conducting training pmgmms,andgeﬂhgﬂweacaetﬁtaﬁm,cetﬁﬁcamwmmm to

sefve you.
K300 —GINE Whsdent Ads Prunf® 14COTRLTYY
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- HIPAA Privacy Authorization Form
** Authorization for Use or Disclosure of Protected Health Information

(Required ﬁeﬂul&hmnneel’ombﬂnymdAccomﬂility 45CFR
mnwzlw Adt,

b. [J all pest, present, and future periods.

#*3. Extent of Authorization**

aulauthorizaﬂ:em&nseofmymmpkubuld:mdﬁndndmgm

relating to mental communicable
alcohol or drug l"”f"“"- diseases, HIV or AIDS, and treatment of

SOR**
b. o] authorize the release of my complete health record with the exception




4. This medical information may be used by the person | anthorize to receive
this information for medical treatment or consultation, billing or claims payment, or
other purposes as 1 may direct.

S. This authorization shall be in force and effect until (date
or event), at which time this authorization expires.

6.1 understand that I have the right to revoke this authorization, in writing,
at any time. ] understand that a revocation is not effective to the extent that any
person or entity has already acted in relfance on my authorization or ff my
auhormﬁonwaobuinedasaconditionofobmninahummandthe
insurer has a legal right to contest a claim.

7.1understand that my treatment, payment, enroliment, or eligibility for
benefits will not be conditioned on whether I sign this authorization.

8. ] understand that information used or disclosed pursuant to this
authorization may be disciosed by the recipient and may no longer be protected by
federal or state law.

Signature of paticat or personal representative

Printed name of patient or personal representative and his or ber relationship to patient

Date




Medicine Sheet .

Pharmacy

Allergies

Patient’s Name

Medications _Strength _Dosage




Medical History:
Name:

Integrated Medical Care

Luis M. Alvarado, MD.,FACP
Board Certified in Internal Medicine

Why are you seeing this doctor:
How long have you had this condition?

Last PCP:

Medical Conditions or History: Circle yes or no (If yes write what year diagnosed)

High Blood Pressure
Diabetes (sugar)
High Cholesterol
Heart Blockage
Heart Attack

Leaky Valve

Carotid Artery Disease
Leg Arterial Blockage
Stroke

Thyroid Disease
Emphysema or COPD
Asthma

Lung Disease
Arthritis

Lupus

Gout

Stomach Ulcers

Acid Reflux
Duodenal Ulcer
Hepatitis Bor C
Pancreatitis

Kidney Stones
Kidney Disease
Aneurysm (AAA)

Any other Medical Problems:

Other Surgeries:

Yes__ No___
Yes_ _No_____
Yes____No_
Yes_ _No___
Yes_ No___
Yes___ No___ _
Yes_  No___
Yes___ No___
Yes__ No__
Yes__ No___
Yes__ _No__
Yes_ No___
Yes___ _No__
Yes  No_____
Yes_ No__
Yes_  No___
Yes___ No

Yes_ No_
Yes_ No__
Yes___ _No____
Yes_ __No__
Yes___ _No_____
Yes_ No__
Yes____No

—_—

Open Heart Surgery  Yes____No____
Lung Surgery Yes_  No__
Thyroid Surgery. Yes__ No__
Brain Surgery Yes_ _No__
Aortic Surgery Yes__ No____
Stomach Surgery Yes__No____
Gall Bladder Surgery Yes___No____
Colon Surgery Yes_ No__ __
Prostate Surgery Yes_  No__
Hysterectomy Yes_  No___
Ovarian Surgery Yes___ _No_____
Tubal Ligation Yes_ No___
Bone Surgery Yes__ No___
Cancer and Type Yes___ No__
Allergies:

Advanced Directives:

Living Will? Yes_  _No__
Organ Donor? Yes__ _No__
Power of Attorney? Yes__ _No_____
Can We Resuscitate? Yes_ No_

Social History: Type of work:

Alcohol
Smoking

How many packs a day?

Illicit Drugs

Do you drink coffee?
Diet

Exercise

Yes_ No____ Father is Alive/Dead
Yes____No____If yes how many yrs? Mother is Alive/Dead
Yes_ No__

Yes___No____ Ifyeshowmanycups?_____ Brothers: Yes_ |
Yes_ _No__ Sisters: Yes___|
Yes___ _No How and how often?

Or Retired/Disabled? Family History: (Circle)

Cause: Age:_
Cause: Age:_
No How many,

No How many



