Martin G. Sterusky, MD
Robert C. Waldrip, MD
Travis S. Jensen, DPM

Joseph M. Janzer, DO
Lawrence J. Kelly, MD

Dear Patient
Welcome to the practices of Sun Valley Orthopedic Surgeons (SVOS) and OrthoArizona, our
physicians and staff are here to care for you and make your experience with us as pleasant
and helpful as possible.
SVOS and OrthoArizona represent some of Phoenix's top-rated surgeons and most are board
certified in their specialty. Our physicians have established their practices by providing
consistent high quality patient care.
In the course of treating patients our physicians often find that some injuries and orthopedic
conditions respond to non-surgical interventions such as cortisone injections, non-steroidal
anti-inflammatory and physical therapy. For others, surgery is the more suitable option. Our
office staff will work with you to schedule a time that is convenient for you.
SVOS and OrthoArizona have significant expertise and special interests in the treatment of
spinal injuries, hand injury, trauma and sports injuries, foot and ankle. In addition, our
specialists have performed thousands of procedures in total joint replacement of the hip and
knee as well as ACL, meniscus and rotator cuff repair. Our expertise in treating spine injuries
has also garnered the respect and confidence of our referring physicians and patients alike.
Our physicians are on staff at Boswell Memorial Hospital, Del Webb Memorial Hospital,
Arrowhead Community Hospital and St. Joseph’s Westgate Hospital.
Should you have any questions, please do not hesitate to give us a call.
Sincerely,
The Physicians & Management of Sun Valley Orthopedic Surgeons and OrthoArizona

Martin G. Sterusky, MD
Robert C. Waldrip, MD
Travis S. Jensen, DPM
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ALL INFORMATION MUST BE COMPLETED - PLEASE PRINT

 Kelly

Today’s date:

Patient Information
 Mr.  Mrs.  Miss

Ms.

Marital Status:

 Single  Married  Divorced  Separated  Widowed

Patient’s Last Name:

First:

SS #:

Date of Birth

Sex:

Street Address:
City:

State:

Zip Code:

e-mail Address:
Street Address:
2nd address (out-of-state)

City:

State:

Home Phone #:

Zip Code:

Cell Phone #:

Work Phone #:

Race:

 American Indian or Alaskan Native
 Asian
 Black or African American
 Hispanic/Latino

Ethnicity (Ethnic Origin):

 Hispanic/Latino
 Non-Hispanic/Latino
 Prefer not to answer

 Native Hawaiian or other Pacific Islander
 Prefer not to answer
 White

Primary Language Spoken:
Preferred Pharmacy Information
Pharmacy Name:
Pharmacy Address/Cross Streets:
Pharmacy Phone #:

Pharmacy Fax #:
Employment Information

Employer:

Occupation:

Employer Phone #:
Street Address:
City:

State:

Zip Code:
Emergency Contact

Emergency Contact Name:
Relationship to Patient:

Contact Phone #
 Self

 Spouse

 Child

 Other __________________

Martin G. Sterusky, MD
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Primary Care Physician Information
Primary Care Physician Name:

Phone #:

Referring Physician (if different than Primary
Care):

Phone #:
Insurance Information

Is your condition related to an accident of any kind?

 Yes

 No

 Work Related  Auto Accident

Date of Injury:
If this is a work injury, has medical treatment been authorized by your employer?
Primary Insurance Information

 Yes

 No

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:
Relationship to
Patient:

Sex:

M

F

 Self
 Spouse
 Child
 Other _________________

Date of Birth:
Relationship to
Patient:

Sex:

M

F

 Self
 Spouse
 Child
 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:
Relationship to Patient:

Phone #:
 Self

 Spouse

 Child

 Other__________________

Authorization to Bill/Pay
I hereby authorize Sun Valley Orthopedic Surgeons/OrthoArizona to release any information required in the course of
my examination or treatment which could include HIV, communicable disease, or drug abuse information. I also hereby
authorize payment directly to the business office of Sun Valley Orthopedic Surgeons/OrthoArizona for the surgical
and/or medical benefits, if any, otherwise payable to me for services rendered. I understand that I am financially
responsible for all charges not covered by my insurance. Further, I understand that I am responsible for all charges
incurred in the collection of my account(s) all fees, including all late fees involved should my account be placed with a
collection services.
Printed Name:
Patient or Guardian Signature:
1/21/2015

Phone #:
Date:

Martin G. Sterusky, MD
Robert C. Waldrip, MD
Travis S. Jensen, DPM

Joseph M. Janzer, DO
Lawrence J. Kelly, MD

Financial Policy
Thank you for choosing us to serve you and your family’s health needs. We are committed to your care. The following is a
statement of our financial policy which we require you to read and sign prior to treatment. The financial policy applies to all
services provided to you by any of our providers regardless of location.
Co-Pays and Other Balances- unless previous arrangements have been made, all co-payments, deductibles and
fees that are not covered by your insurance are due at time of service. If we have to bill you for your co-pay there
will be a $10.00 fee added to your bill. We accept cash, check, MasterCard, Visa and Discover. Please notify us of any
change in insurance, address or phone number.
Surgery Charges-Should your treatment require surgery, as part of the pre-operative process we will make an estimate
of the fees. The actual charges billed for your surgery will reflect the procedures performed and may differ from the
estimate. Prepayment of any unmet deductible and estimated co-pay is due prior to surgery. If you are a self pay
patient, a prepayment of one half of estimated cost is required.
Insurances-It is your responsibility to understand and be aware of the terms and conditions of your insurance
plan. Your medical insurance is a contract between you and your insurance company. We, as a courtesy to our
patients, will submit a claim to your insurance company provided we have complete and accurate information. To ensure
your claim is submitted in a timely fashion a copy of your insurance card(s) is required at the time of service. It is your
responsibility to verify if our provider is participating in your network and getting any referrals required for services
rendered.
Self Pay Patients- Payment of a $150 fee is due at time of service, balance on account may differ once services are
rendered, at which point you will be billed for any remaining balance. If you are unable to pay your balance in full, you will
need to make prior arrangements with our billing office.
Missed Appointments- It is a requirement that you cancel or reschedule, 24 hours prior to your scheduled
appointment. If you fail to do so a $25 fee will be applied to your account.
Durable Medical Equipment- Some insurance policies do not cover durable medical equipment and therefore is your
financial responsibility. Payment is due prior to receiving durable medical equipment if you are cash pay. Equipment
cannot be returned.
Outstanding Balances- Just as we make every effort to accommodate you when you are in need of medical care;
we expect that you will make every effort to pay your bill promptly. You are ultimately responsible for your
account, regardless of insurance coverage. If you are unable to pay your bill in its entirety please contact our Billing
Department to discuss your options.
Delinquent Balances- Unless we approve other arrangements in writing, the balance on your statement is due
upon receipt. If payment is not received, we reserve the right to refuse service on delinquent accounts. If your
account becomes delinquent, we will take the necessary steps to collect the debt. If your account is turned to an
outside collection agency a 35% late fee will be added to the balance.

These policies are subject to change without notice.
I acknowledge full financial responsibility for services rendered by Sun Valley Orthopedic Surgeons/OrthoArizona. I
understand that I am responsible for prompt payment of any portion of the charges not covered by insurance, including
deductibles and copays. I understand payment of co-pays is due at time of service, as well as any prior
delinquent balance I may owe. I also consent that the payment of authorized Medicare insurance benefits be made on
my behalf directly to Sun Valley Orthopedic Surgeons/OrthoArizona for any medical or surgical services furnished. I
agree to all reasonable attorney fees and late fees in the event of default of payment of my charges.

______________________________________ ____________________________________

__________________

(signature of patient/responsibly party)

(date)

(printed name)

Lawrence J. Kelly, MD

Date:

Name:

Age:

Height: _________________

Weight: ______________

_______

Marital Status: ___________

Primary Care Physician:
Referred By:

______________________________________________________________

Chief Complaint: (example: right knee pain, left shoulder pain, etc.):

Date your symptoms started or date of injury:

__________________________________________

Have you had X-rays for current problem?: __ Yes __ No

Date performed:

____________

Have you had an MRI?:

__ Yes __ No

Date performed:

____________

Are you right or left handed?:

__ Right __ Left __ Ambidextrous

Please check medical conditions (past and present):
 Heart Disease

 Asthma

 COPD

 Kidney Disease

 Ulcer

 Hepatitis

 Cancer

 Diabetes

 High Blood Pressure

 Thyroid

 Reflux Disease

Other: ___________________________________________________
 Cane

Check if you require:

 Walker

 Crutches

 Wheelchair

Current Medications: (please include over the counter medication)

Allergies: (please include medication, food and environmental)

Iodine Allergy:

__ Yes

__ No

Do you currently smoke?:
Former Smoker:

Latex Allergy:
Yes

Yes

Yes

__ No

_____ No

__ No

When did you quit: ___________________________________________
Do you drink alcohol: __ Yes

__ No

How much: _______________________________

Family Medical History: (mother, father, brother, sister)
Please check:
 Cancer

 Diabetes

 High Blood Pressure

 Heart Disease

 Osteoporosis

 Stroke

 Osteoarthritis

Other _______________________________________

Surgical History: (Please list all surgeries you have had in your lifetime, do not need dates)
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Appointment Requests/Patient Registration Form
Patient Name:

Date of Birth:

*** Have you ever seen an OrthoArizona Surgeon? If so, see
page 2 of this form and check the physician(s) you have seen.
***

Patient Signature:

Today's Date:
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Andry, M.D., James P.
Berghoff, M.D., Robert A.
Bradway, M.D., John K.
Braun, M.D., Jeffrey K.
Bruns, M.D., Brad R.
Bryce, M.D., Christopher D.
Camarata, M.D., David A.
Campbell, M.D., Peter J.
Chou, M.D., Kent H.
Conklin, M.D., Matthew M.
Cory, M.D., John W.
Creasman, M.D., Charles M.
Davidson, M.D., James J.
Dean, D.O., Erik J.
Dinowitz, M.D., Marc I.
Doerr, M.D., Todd M.
Domer, M.D., Michael S.
Ehteshami, M.D., John R.
Frankel, M.D., Edward S.
Freedberg, M.D., Douglas B.
Ganesh, M.D., Vishal A.
Gruber, M.D., Brian F.
Guidera, M.D., Paul M.
Hansen, M.D., Matthew L.
Hartzler, M.D., Douglas P.
Hayman, M.D., Michael R.
Hennenhoefer, D.O., Amber R.
Hill, M.D., Destin E.
Janzer, D.O., Joseph M.
Kassman, M.D., Steven R.
Keller, M.D., Dwight S.
Kelly, M.D., Lawrence J.
Khera, M.D., Oner A.
Kooima, M.D., Cynthia L.
Lake, M.D., Jason E.
Landsman, M.D., Jonathan C.
Leber, M.D., Mark J.
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MacCollum Ill, M.D., Maxwell S.
Marie, M.D., Zoran
Martin, M.D., Richard C.
Martin, M.D., Shane L.
Martin, M.D., Shelden L.
Metzger, M.D., Craig R.
Miller, M.D., Curtis D.
Mina, M.D., Curtis A.
Mitchell, M.D., Peter W.
Morris, M.D., Parisa M.
Mullen, M.D., Daniel J.
Nelson, M.D., Cory 0.
Novack, M.D., Eric N.
Ott, M.D., David M.
Paterson, M.D., William H.
Peterson, M.D., Charles S.
Ramachandran, M.D., Vimala
Ripple, M.D., Stephen W.
Rosen, M.D, Marc J. .
Russo, M.D., Vincent J.
Sahasrabudhe, M.D., Amit
Salyer, M.D., William A.
Sanders, M.D., David W.
Shafer, M.D., Brian L.
Sharpe, M.D, Kipling P. .
Song, M.D., Edward W.
Stanbur, M.D., Spencer J.
Stevens, M.D., William R.
Stewart, M.D., Gregory D.
Thomas, M.D., Maxwell
Tindall, M.D., Francis K.
Tipirneni, M.D., Kishore
To, M.D., Philip
Waslewski, M.D.,Gary L.
Weiner, M.D., Gary M.
Wilmink, M.D., Michael A.
Wilson, M.D., Ralph V.
Worthington, M.D., Delwyn J.
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HIPAA/PATIENT CONTACT CONSENT

Patient (Last Name)

(First Name)

(M.I)

Date of Birth

I wish to be contacted in the following manner (please check all that apply):

□ Home telephone: (
□ Work telephone: (
□ Cell phone:
(

)

-

)

-

)

-

May we mail a recall appointment reminder to your home?

Yes

No

May we mail test results to your home?

Yes

No

May we leave appointment, billing or medical information on
your answering machine/voice mail?

Yes

No

I give permission to share appointment, billing or medical information with the following persons named below:
Name: ___________________________________________________________________

□ Work telephone:
□ Cell phone:

(

)

-

(

)

-

Name: ___________________________________________________________________

□ Work telephone:
□ Cell phone:

(

)

-

(

)

-

Signature of Patient / Parent or Legal Guardian

Date

Martin G. Sterusky, MD
Robert C. Waldrip, MD
Travis S. Jensen, DPM

Joseph M. Janzer, DO
Lawrence J. Kelly, MD

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/OrthoArizona to perform a Medication
Reconciliation of my medication profile with the pharmacy.
Signature ______________________________________________
Date __________________________________________________
Name of Patient ____________________________________________

Martin G. Sterusky, MD
Robert C. Waldrip, MD
Travis S. Jensen, DPM

Joseph M. Janzer, DO
Lawrence J. Kelly, MD

Notice of Privacy Practices
For Protected Health Information

To 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
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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/OrthoArizona, 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/OrthoArizona, 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/OrthoArizona, 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/OrthoArizona, 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/OrthoArizona Notice of Privacy Practices.
Signature ____________________________________________________
Date ________________________________________________________
Name of Patient ______________________________________________
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