S V .BS Travis S. Jensen, DPM
Surgery of the Foot & Ankle

SUN VALLEY ORTHOPEDIC SURGEONS
New Patient Form
Name Age Date of Birth
Address: City: State: Zip Code:
Primary Care Physician: Referring Physician:
What is your approximate height? ft. in. What is your approximate weight? Lbs.

Reason for seeing the doctor today?

Medical History:

Do you suffer from any of the following? (Check those that apply)
___Cardiovascular or Heart Disease
__High Blood Pressure or Hypertension
___Pulmonary or Lung Disease, including Pneumonia or Tuberculosis
___Blood Disorders or Disease, including DVT or blood clots
__Diabetes, if yes how is it controlled?
__Renal or Kidney Disease, if on dialysis, how often?
__Neurological or Neuromuscular Disease
__Liver, Pancreas, or Spleen Disease
__ Esophageal or Gastrointestinal Disease
___Thyroid, Pituitary, or Lymphatic Disease
___Skin Disorders or Disease
___Sensory Deficits or Disorders
__Circulatory Disease, including poor circulation or varicose veins
___Men Only: Prostate or Genital Disorders or Disease
__Women Only: GYN Disorders or Disease
___Cancer of any type not listed above
__Previous Foot, Ankle or Leg problems or injury
___Arthritis, please specify type (degenerative, Rheumatoid, etc)
___Other Medical Disorders or Diseases not listed above

Do you smoke? If yes how much? Pack/Day.
Do you drink alcohol? If yes, how much? week.

List all Surgeries you have had in your lifetime




List all allergies to Medications, Drugs, foods, Chemicals, Animals, Plants, Latex etc

List all medications you are currently using, including any nutritional/herbal supplements

Medication Dosage Frequency of Use

Family History:

Does any member of your immediate family (father, mother, sister, brother) have any of the
following? (Check those that apply)

___Cancer

__Diabetes

___Heart Disease
___Stroke

__Bleeding Disorders
___High Blood Pressure
__Anesthetic Problems
___ Osteoporosis
__Atrthritis
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SUN VALLEY ORTHOPEDIC SURGEONS

Medication Reconciliation

Medication Reconciliation allows the physician to efficiently reconcile your medication list, to
quickly and accurately make the appropriate decision on each medication ordered and
document all medications in your chart. Central to the reconciliation process should be a single
source of up-to-date medications with all necessary order details.

I hereby authorize permission to Sun Valley Orthopedic Surgeons to perform a Medication
Reconciliation of my medication profile with the pharmacy.

Signature

Date

Name of Patient




Sun Valley Orthopedic Surgeons Registration Form O New Patient O Update Only

4 Janzer 4 Jensen 4 Kelly 4 Tsao

ALL INFORMATION MUST BE COMPLETED - PLEASE PRINT

U Sterusky U Waldrip

Today’s date:

Patient Information

QMr. QMrs. QMiss W Ms. Marital Status: O Single QO Married Q Divorced Q Separated QO Widowed
Patient’s Last Name: First: Middle:
SS #: Date of Birth Sex: amm aF
Street Address:
City: State: Zip Code:
e-mail Address:
2" address (out-of-state)
Street Address:
City: State: Zip Code:
I;ome Phone Cell Phone #: Work Phone #:
U American Indian or Alaskan Native O Non-Hispanic/Latino
Race: O Black or African American O Native Hawaiian or other Pacific Islander

4 Asian
O Hispanic/Latino

4 White

Ethnicity (Ethnic Origin):

U Hispanic/Latino
U Non-Hispanic/Latino

Primary Language Spoken:

Preferred Pharmacy Information

Pharmacy Name:

Pharmacy Address/Cross
Streets:

Pharmacy Phone #:

Pharmacy Fax #:

Employment Information

Employer:

Employer Phone #:

Street Address:

Occupation:

City:

State:

Zip Code:

Emergency Contact

Emergency Contact Name:

Relationship to Patient:

a Self 0 Spouse Q Child

Contact Phone #

Q Other
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Primary Care Physician Information

Referring Physician Name: Phone #:

Address:

Insurance Information

Is your condition related to an accident of any kind? U Yes O No O Work Related 0 Auto Accident

Date of Injury:

If this is a work injury, has medical treatment been authorized by your

U Yes U No
employer?
Primary Insurance Information Secondary Insurance Information
Name: Name:
Address Address
Phone #: Phone #:
Policy #: Policy #:
Group #: Group #:
Policy Holder (if different than patient): Policy Holder (if different than patient):
Name: Name:
Date of Birth: S oM QF | Date of Birth: Sex. QM QF
: . a Self ) i a Self

Relationship to O Spouse Relationship to O Spouse
Patient: Q child Patient: Q Child

4 Other 4 Other

Consent to Receive Medical Information

The person listed below has my consent to receive medical information, concerning the above patient, in person or over
the phone. They will also be able to pick up any necessary prescription (other than controlled substances), x-rays and
lab results.

Name: Phone #:

Relationship to Patient: Q Self U Spouse 4 Child U Other

Authorization to Bill/Pay

| hereby authorize Sun Valley Orthopedic Surgeons to release any information required in the course of my examination
or treatment which could include HIV, communicable disease, or drug abuse information. | also hereby authorize
payment directly to the business office of Sun Valley Orthopedic Surgeons for the surgical and/or medical benefits, if
any, otherwise payable to me for services rendered. | understand that | am financially responsible for all charges not
covered by my insurance. Further, | understand that | am responsible for all charges incurred in the collection of my
account(s) and will pay all fees involved should my account be placed with a collection services.

Printed Name: Phone #:

Patient/Guardian

Signature: Date:

8/31/2011 8:30:00 PM/gdanisi/new patient registration form 08.31.2011
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SUN VALLEY ORTHOPEDIC SURGEONS

Notice of Privacy Practices

70 our patients. This notice describes how health information about you (as a patient of this practice) may be used and
disclosed, and how you can get access to your health information. This is required by the Privacy Regulations created as a

result of the Health Insurance Portability and Accountability Act of 1996 (HIPAA).
Our commitment to your privacy

Our practice is dedicated to maintaining the privacy of your health information. We are required by law to maintain the

confidentiality of your health information.
We realize that these laws are complicated, but we must provide you with the following important information:

Use and disclosure of your health information in certain special

circumstances

The following circumstances may require us to use or disclose your health information:

1.  to public health authorities and health oversight agencies that are authorized by law to collect information.
2. Lawsuits and similar proceedings in response to a court or administrative order.

3. If required to do so by a law enforcement official.

4, When necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another

individual or the public. We will only make disclosures to a person or organization able to help prevent the threat.

5.  If you are a member of U.S. or foreign military forces (including veterans) and if required by the appropriate

authorities.
6. to federal officials for intelligence and national security activities authorized by law.

7.  to correctional institutions or law enforcement officials if you are an inmate or under the custody of a law

enforcement official.
8.  For Workers Compensation and similar programs.
Your rights regarding your health information

1. Communications. You can request that our practice communicate with you about your health and related issues in
a particular manner or at a certain location. For instance, you may ask that we contact you at home, rather than

work. We will accommodate reasonable requests.



2. You can request a restriction in our use or disclosure of your health information for treatment, payment, or health
care operations. Additionally, you have the right to request that we restrict our disclosure of your health
information to only certain individuals involved in your care or the payment for your care, such as family members
and friends. We are not required to agree to your request; however, if we do agree, we are bound by our
agreement except when otherwise required by law, in emergencies, or when the information is necessary to treat

you.

3. You have the right to inspect and obtain a copy of the health information that may be used to make decisions
about you, including patient medical records and billing records, but not including psychotherapy notes. You must
submit your request in writing to Sun Valley Orthopedic Surgeons, Practice Administrator, 12361 W. Bola Drive,

Suite 100, Surprise, AZ 85378 for further information.

4.  You may ask us to amend your health information if you believe it is incorrect or incomplete, and as long as the
information is kept by or for our practice. To request an amendment, your request must be made in writing and
submitted to Sun Valley Orthopedic Surgeons, Practice Administrator, 12361 W. Bola Drive, Suite 100, Surprise,

AZ 85378 for further information. You must provide us with a reason that supports your request for amendment.

5. Right to a copy of this notice. You are entitled to receive a copy of this Notice of Privacy Practices. You may ask
us to give you a copy of this Notice at any time. To obtain a copy of this notice, contact our front desk

receptionist.

6. Right to file a complaint. If you believe your privacy rights have been violated, you may file a complaint with our
practice or with the Secretary of the Department of Health and Human Services. To file a complaint with our
practice, contact Sun Valley Orthopedic Surgeons, Practice Administrator, 12361 W. Bola Drive, Suite 100,

Surprise, AZ 85378. All complaints must be submitted in writing. You will not be penalized for filing a complaint.

7. Right to provide an authorization for other uses and disclosures. Our practice will obtain your written authorization

for uses and disclosures that are not identified by this notice or permitted by applicable law.

If you have any questions regarding this notice or our health information privacy policies, please contact Sun Valley
Orthopedic Surgeons, Practice Administrator, 12361 W. Bola Drive, Suite 100, Surprise, AZ 85378 for further

information.

I hereby acknowledge that I have been presented with a copy of Sun Valley Orthopedic Surgeons Notice of Privacy Practices.

Signature

Date

Name of Patient






