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SOTS REGISTRATION FORM

(Please Print)

Primary Care Provider:

Patient’s last name:

Marital status:

de—-Irs. single ] Mar[] bivd Sepd wid[d
1S this your legal name? | If not, what Is your legal name? ‘Social Security No:.. Birth date: Age:  [Sex:
O Yes O No OwM |0OF
Street address: | Honie Phone Number: Cell Phone Number:
() ( )
P.0. Box: Gity: - o { State: - . | zaP Code:. -
Q't:cﬁpat!cn: | Employer: - Employer phone no.:
( )
EMAIL ADDRESS:
o " UINSURANCE INFORMATION - T
Policy Name anid/or Number: - B BRI SRS | Insurance Phone No: -
( )
Subscriber's Name: - Subscriber’s Phone Number - Co Payment:
( ) $
Patient’s relationship to subscriber: 0O seif O spouse | Ochitd | O Other
Secondary Insurarice (if applicable): | Policy Number: | contact Phone: Co Payment: . -

SRl ! ; L

Name of local friend or relative (not living at same address):

Relationship to patient:

) $

(

Home phone no.: Work phone no.:

R

( ) ( )
( ) ( )

SOTS IS NOT CONTRACTED WITH PRIVATE HEALTH INSURANCE. WE WILL BILL YOUR INSURANCE AS A
COURTESY TO YOU, BUT YOU ARE RESPONSIBLE FOR ANY/ALL FEES RELATED TO YOUR VISITS AND/OR
SURGERY. ALL SERVICES REQUIRE PAYMENT ARRANGEMENTS PRIOR TO THE TIME OF SERVICE.

required in processing my claim(s).

The above information is true to the best of my knowledge. I authorize my insurance benefits to be paid directly to the physician. I understand that I
am financially responsible for any balance due. I also authorize Sonoran Orthopedics and/or my insurance company to release any information

Patient/Guardian signature

Date




Do you currently have (or had prior) any

Anemia (O | Depression O | Hypertension/Hypotension O
Anxiety (J | Diabetes [ | Hyperthyroidism/Hypothyroidism O
Arthritis | Diverticulitis O | Migraine Headaches O
Asthma [J | Eyes: Glaucoma O | Osteoporosis O
Attention Deficit Disorder O | Eyes: Macular Degeneration O | Pancreatic Disorder O
Behavioral Disorder O | Fibromyalgia [ | Pulmonary Disease a
Breast Cancer | GERD [J | Prostate Hypertrophy O
Cancer O | Gout | Surcoidosis a
Cerebral Palsy O | Hepatitis which? [O| Scoliosis O
Chemotherapy O | High Blcod Pressure | Ulcers ]
COPD O | High Cholesterol ] Other: (|

O | HIV/AIDS O : [}

Dementia
D Ll PREVIOU!
Have You Had Surgery on the Body Part You Are Here

For? Yes O

No O Date: S

Please List All Previous Surgeries:

Year: Reason: Hospital:
Year: Reason: Hospital:
Year: Reason: Hospital:
Year: Reason: Hospital:
Year: Reason: Hospital:
Year: Reason: Hospital:
Year: Reason: Hospital:

Have you ever had a Bleod Transfusion: When?

Do you have any Medical Related Allergies:

Do you have any Other Allergie




Mother: [J Living Age: I:I Deceased Age: Father EI lemg Age: EI Deceased Age o
Diabetes (0 Whom: High Blood Pressure [0 Whom:

Degenerative Arthritis [ Whom: Heart Disease {J Whom:

Rheumatoid Arthritis 0 Whom: Other: O Whom:

Other: O Whom: Other: O Whom:

Exercise: Sedentary [0 < 3 Times per Week O > 3 Times per Week O Daily Vigorous Exercise O

Sodium Intake: Llow O Moderate O  High O

Caffeine Intake: Low [0 Moderate O High O

FatIntake: Low [0 Moderate 0 High O

Do You Use Tobacco: Never [ Past Smoker 0  Yes [0  Packs per Day:

Do You Drink Alcohol: Yes O No [0  Qty per week:

Do You Use Street Drugs: Yes O No O  Type and Frequency:

Have you ever given yourself street drugs with a needle? Yes O No O

I S Ry o ' REVIEW.OF SYMPTOMS © -
Please note |f you expenence any of the followmg symptoms and in what year7

Do You have Frequent Falls EI Heanng Loss [0  Vision Loss [ Do You lee Alone Yes [1 No O

General Year Endocrine/Hematologic Year
Loss of Appetite Yes [0 |No O Easy Bruising/Bleeding Yes O |No O
Recent Weight Loss Yes [0 |No O Thyroid Disease Yes O |[No O
Respiratory Heat/Cold Intolerance Yes O |No O
Shortness of Breath Yes O |[No O Cardiovascular

Cough Yes [J |No [ Chest Pain Yes [0 |No O
Kidney/Bladder/Urine Chest Palpitations Yes O |No O
Painful Urination Yes O [No [ Eyes

Blood in Urine Yes O |No O Blurry Vision Yes J |No O
Gastrointestinal Double Vision Yes O |[No O
Nausea/Vomiting Yes [0 |[No O Loss of Vision Yes [0 |[No O
Blood in Stool Yes [0 [No [0 Skin

Heartburn Yes [0 |No [ Frequent Rashes Yes J [No O
Neurological Skin Ulcers or bumps Yes 0 [No O
Headaches Yes O [No O Ears/Nose/Throat

Seizures Yes O |No O Trouble Swallowing Yes 0 |[No O
Dizziness Yes [J |No [ Hearing Loss Yes [0 |No O

Psychiatric
o

Name of individual designate to receive information regarding you:

Contact Information for Designated Contact: Phone( ) Phone( )

Release of Information for this Contact Yes O No O

Primary Language: English O Spanish 0 Japanese [ French O Other:

Ethnicity: Hispanic or Latino [0  Not Hispanic or Latino O

Race: American Indian/Alaska Native [0 Asian [0 Black/African American [0 Hawaiian/Pacific 0 White O

I ACKNOWLEDGE I HAVE RECEIVED / READ THE NOTICE OF PRIVACY PRACTICES (HIPPA) FROM SONORAN ORTHO CENTER.

Patient Signature: Date:




Sonoran Orthopaedic Trauma Surgeons, PLLC
NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND/OR DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION.
This office is required by a federal regulation, known as the HIPAA Privacy Rule, to maintain the privacy

of your health information and to provide you with notice of its legal duties and privacy practices. This
office will not use or disclose your health information except as described in this Notice.

The office is permitted by federal privacy laws to make uses and disclosures of your health information for
purposes of treatment, payment, and health care operations. Protected health information is the
information we create and obtain in providing our services to you. The heaith information about you is
documented in a medical record and on a computer. Such information may include documenting your
symptoms, medical history, examination and test results, diagnoses, treatment, and applying for future
care or treatment. It also includes billing documents for those services.

Examples of uses of your health information for freatment purposes are:

* A nurse or medical assistant obtains treatment information about you and records it in a health record.

» During the course of your treatment, the physician determines she will need to consult with another
specialist in the area. She will share the information with such specialist and obtain his/her input.

Example of use of your health information for payment purposes:

» The health insurance company (or other business associate helping us obtain payment) requests
health information from us regarding medical care given.

We will provide information to them about you and the care given, which may include copies or excerpts of
your medical record which are necessary for payment of your account. For example, a bill sent to your
health insurance company may include information that identifies your diagnosis, and the procedures and

supplies used.

Example of use of your health information for health care operations:

» We obtain services from our insurers or other business asscciates (an individual or entity under contract
with us to perform or assist us in a function or activity that necessitates the use or disclosure of health
information) such as quality assessment, quality improvement, outcome evaluation, protocol and clinical
guidelines development, training programs, credentialing, medical transcription, medical review, legal
services, and insurance. We will share health information about you with our insurers or other business
associates as necessary to obtain these services. We require our insurers and other business
associates to protect the confidentiality of your health information.

YOUR HEALTH INFORMATION RIGHTS

The health and billing records we maintain arc the physical property of the doctor's office. The information
in it, however, belongs to you. You have a right to:

* Request a restriction on certain uses and disclosures of your health information by delivering the
request in writing to our office—we are not required to grant the request but we will comply with any
request granted;

+ Obtain a paper copy of the Notice of Privacy Practices for Protected Health Information ("Notice") by
making a request at our office;
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.

*

Request that you be allowed to inspect and copy your medical record and billing record—you may
exercise this right by delivering the request in writing to our office using the form we provide to you upon
request;

Appeal a denial of access to your protected health information except in certain circumstances;

Request that your medical record be amended to correct incomplete or incorrect information by
delivering a written request, including a reason to support it, to our office using the form we provide to you
upon request. (We are not required to make such amendments);

File a statement of disagreement if your amendment is denied, and require that the request for
amendment and any denial be attached in ail future disclosures of your protected health information;

Obtain an accounting of disclosures of your health information as required to be maintained by law by
delivering a written request to our office using the form we provide to you upon request. An accounting
will not include uses and disclosures of information for treatment, payment, or health care operations;
disclosures or uses made to you or made at your request; uses or disclosures made pursuant to an
authorization signed by you; or to family members or friends or uses relevant to that person's
involvement in your care or in payment for such care; or uses or disclosures to notify family or others
responsible for your care of your location, condition, or your death; we may charge a cost-based fee for
more than one accounting in a 12-month period.

Request that confidential communication of your health information be made by alternative means or at
an alternative location by delivering the request in writing to our office using the form we provide to you
upon request; and,

Revoke authorizations that you made previously to use or disclose information except to the extent
information or action has already been taken by delivering a written revocation to our office.

If you want to exercise any of the above rights, please contact this office in person or in writing, during
normal business hours. Our Privacy Officer will provide you with assistance on the steps to take to
exercise your rights.

You have the right to review this Notice before signing the acknowledgment authorizing use and
disclosure of your protected health information for treatment, payment, and health care operations
purposes.

OUR RESPONSIBILITIES

The office is required to:

Maintain the privacy of your health information as required by law;

Provide you with a notice as to our duties and privacy practices as to the information we collect and
maintain about you;

Abide by the terms of this Notice;
Notify you if we cannot accommodate a requested restriction or request; and
Accommodate reasonable requests regarding methods to communicate health information with you.

We reserve the right to amend, change, or eliminate provisions in our privacy practices and access
practices and to enact new provisions regarding the protected health information we maintain. If our
information practices change, we will amend our Notice. You are entitled to receive a revised copy of
the Notice by calling and requesting a copy of our “Notice" or by visiting our office and picking up a
copy.

To REQUEST INFORMATION OR FILE A COMPLAINT

If you have questions, would like additional information, want to report a problem regarding the handling of
your information, of if you believe your privacy rights have been violated and wish to file a written
complaint with our office, please contact this office and ask to speak with the Privacy Officer. You may
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" also file a complaint by mailing it or e-mailing it to the Secretary of Health and Human Services.

* We cannot, and will not, require you to waive your rights under the Privacy Rule including the right to
file a complaint with the Secretary of Health and Human services (HHS) as a condition of receiving

treatment from the office.

 We cannot, and will not, retaliate against you for filing a complaint with the Secretary of Health and
Human Services.

OTHER DiSCLOSURES AND USES WE CAN MAKE WITHOUT YOUR WRITTEN AUTHORIZATION

Notification of Family/Friends: Unless you object, we may use or disclose your protected health
information to notify, or assist in notifying, a family member, personal representative, or other person
responsible for your care, about your location, and about your general condition, or your death.

Communication with Family/Friends: Using our best judgment, we 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 in payment for such care if you do not object or in an emergency.

Disaster Relief: We may use and disclose your health information to assist in disaster relief efforts.

Employers: We may release health information about you to your employer if we provide heaith care
services to you at the request of your employer, and the health care services are provided either to
conduct an evaluation relating to medical surveillance of the workplace or to evaluate whether you have a
work-related illness or injury. In such circumstances, we will give you written notice of such release of
information to your employer. Any other disclosures to your employer will be made only if you execute an
authorization for the release of that information to your employer.

Deceased Persons: We may disclose your health information to funeral directors, medical examiners, or
coroners consistent with applicable law to allow them to carry out their duties. This may be necessary, for
example, to identify a deceased person or determine the cause of death. We may also release health
information about patients to funeral directors as necessary for them to earn' out their duties.

Organ Procurement Organizations: Consistent with applicable law, we may disclose your health
information to organ procurement organizations or other entities engaged in the procurement, banking, or
transplantation of organs for the purpose of tissue donation and transplant.

Appointment Reminders, Marketing and Treatment Alternatives: We may contact you to provide you with
appointment reminders, with information about treatment alternatives, or with information about other
health-related benefits and services that may be of interest to you. We may also encourage you to
purchase a product or service when we see you. We will not disclose your health information without your
written authorization.

Food and Drug Administration (FDA): We may disclose to the FDA your health information relating to
adverse events with respect to food, supplements, products and product defects, or post-marketing
surveillance information to enable product recalls, repairs, or replacements.

Workers' Compensation: If you are seeking compensation through Workers' Compensation, we may
disclose your health information to the extent necessary to comply with laws relating to Workers'
Compensation.

Public Health: As required by law, we may disclose your health information to public health or legal
authorities charged with preventing or controlling disease, injury, or disability: to report reactions to
medications or problems with products; to notify people of recalls; to notify a person who may have been
exposed to a disease or who is at risk for contracting or spreading a disease or condition.

Abuse, Neglect & Domestic Violence: We may disclose your health information to public authorities as
allowed by law to report abuse, neglect, or domestic violence.

e ——
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Sign in Sheet: We may use and disclose your health information by having you sign in when you arrive at
our office. We may also call out your name when we are ready to see you.

Inmates: If you are an inmate of a correctional institution or under the custody of a law enforcement
officer, we may disclose to the institution or law enforcement official health information necessary for

your health and the health and safety of other individuals.
Law Enforcement: We may disclose your health information for law enforcement purposes as required by

law, such as when required by a court order; for identification of a victim of a crime if certain protective
requirements are met; to report a crime on our premises; to report crime in emergencies; and other

appropriate situations permitted by law.

Health Oversight: We may disclose your health information to appropriate health oversight agencies or
for health oversight activities.

Judicia/Administrative Proceedings: We may disclose your health information in the course of any

judicial or administrative proceeding as allowed or required by law or as directed by a proper court order or
in response to a subpoena, with your authorization, discovery request or other lawful process if certain

specific requirements are met.

Serious Threat: To avert a serious threat to health or safety, we may disclose your health information
consistent with applicable law to prevent or lessen a serious, imminent threat to the health or safety of a
person or the public.

For Specialized Governmental Functions: We may disclose your health information for specialized
government functions as authorized by law such as to Armed Forces personnel, for national security
purposes, or to public assistance program personnel.

Other Uses: Other uses and disclosures of your health information besides those identified in this Notice
will be made only as otherwise authorized by law or with your written authorization and you may revoke
the authorization as previously provided in this Notice.

Website: If we maintain a website that about our office, this Notice will be on the website.

Research: We may disclose your heaith information to researchers when their research has been
approved by an institutional review board that has reviewed the research proposal and established
protocols to ensure the privacy of your protected health information.

Fund. Raising: We may contact you as part of a fund raising effort. If you do not want to receive these
materials notify our Privacy Officer.

Revision Date: October 2010

e e T ™M
-_—_— R RRREEEEEiC——

3126 N Civic Center Plaza Scottsdale Arizona 85251 480.874.2040 PH 480.874.2041 FX Page 4



