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| . MOUNTAIN VISTA WOMEN'S CARE ‘
DRS VIRGINIA ALLISON, SUSAN BRASHEAR, KEN MOSS, ANDREW ROSS, HERZL MELMED
JOAN GIRARD, N.P., SHELBIE LOPEZ C.W. H‘

PATIENT REGISTRATION 1
ACCOUNT# | ALLERGIES
PATIENT: ..
(last) sy (middle Inltal
MARTIAL STATUS:M S D W BIRTHDATE [ | AGE:____
ADDRESS
| ___ PHONE (home)
{clty) (state) (zip) ;
PHONE (work) EXT( ) CELL
EMPLOYER: | SOCIAL SECURITY #
EMPLOYER ADDRESS: . |
SPOUSE/PARENT | EMPLDYE?R
PHONE | EXT(_ )
\
NAME OF RELATIVE OR FRIEND NOT RESIDING WITH YOU
 RELATIONSHIP | ___ PHONE:
RESPONSIBLE PARTY (i minor) PHONE:_
PRIMARY CARE PHYSICIAN PHONE:
REFERRED BY PHONE;__
| INSURANCE INFORMATION w
PRIMARY INSURANCE | SUBSRIBERIID#
SUBSCRIBER NAME - BIRTHDATE I
GROUP # SELF SPOUSE CHILD OTHER (ulrcla one) COPAY$_

IAUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS THIS CLAIM AND
ANY/ ALL FUTURE CLAIMS AND | ALSO AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO THE PHYSICIAN
I SUPPLIER THAT IS NOTED ON MY CLAIMS. | WILL ALSO BE RESPONSIBLE FOR ALL COLLECTED FEES,
INTEREST FEES, COURT COSTS AND ATTORNY FEES SHOULD MY ACCOUNT BE SENT TO COLLECTIONS.
| GERTIFY THAT AlLL THE ABOVE INFROMATION IS TRUE AND CORREGT. -

1
I
SIGNATURE_. : ‘ DATE i
|
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-This mmeﬁm mm.ﬁ&mm io all wmncwmm ‘

. generated by your physician,
:  office medical or billing memoammm

..m.w mmwﬁmmm Associafes.

2 QUR RESPONSIBILITIES

We ars reguired by law to maintain

§ - the privacy of vour health information

and provide a description of owr

t - privacy practices. We will abide by the
Aermns of this notice 2nd notify you T we

nmw_zmm agreeio a wmmmmn;mn
mﬁﬂ_mm

LISE AR mw RELEASE OF mﬁmmmﬁw&u
HFORBIATION

T

‘ _ ﬁ&m may uss =nd release your madical
- infermation bﬂ_,.”._:,,mﬂ_ mﬁm biliing) ._.9

o wumﬁmmmﬂ ._.,.mmm_ﬁma mmmm:nm_.m

Gﬂmﬂnﬁm

Business ,pmwon_mﬁm

Appointrne:it mmﬂ.nnmqm

Treatment Allemative Education
" Health-relzted Benefits or Saivices

AsTteguire1 by mmﬁ_ to StetsiFederal
Agencies

~ Farily or Eummm __.Eo_c,ma inyour
care

&l

- m_..l_@m assisting in Disaster Refief -

P o OoDBood

%@mm mmm.wwnﬂnn mawﬂmﬁhﬁmﬁ :
RIGHTS

b_E.__umnw your healti record is the
physical properiy of the heaithcare -

. w_d,..._mm_. you have the mnmwm to:
g o ) bnnmmm_zgmznm

Request Amendmenis
An Accounting of Disclosures

‘ .ﬂmncmﬁ Privacy m@mﬁnmmmm
Request Aliemaie ﬂnan.__.._anmﬂn.n

' File Complaints

Obtain a Detailsd On_g.._ _um this
Noiice

Please refer all wmn._._ﬂmm
ic our ﬂ@m.nw Officiat. .

- Aceess:
- You have the _._m_#.ﬁo inspect and copy

" medical informatien that may be used

‘e make decisions about your care.
Usually, this includes medical and
- billing records, but thera are limited

' circumstances i which we can deny -

your request. These denials must be
provided to you in writing, and you
may request & second review in

. writing.

-Amend:
If you *mmﬁ that the medical _:moa._mﬂa:‘
we have about 'youl is incoirect or ‘

. incompleté, you may ask us fo amend, -

" or add fo the information. -You have

_ the right to requsst an mn..m:nm._m_# qu_.
as long as the _jmonﬁmmoz is wmvw by or
for the w_._wm_ﬂ_mﬂ

1 You have the right {o

 We wa deny your request for an-

amendmsnt and if this occtirs, you will

A4 bé notified of the reason .Ew the n_m_..__m_ .
- g inwriting. .

AN bﬂﬂ@mﬂﬂzm OF
- - DISCLOSURES:

mﬁro:mﬁm ",mnw.mmmmﬁmzﬂm -

" You have the right to request an-

acoounting of disclosures of medicat
information about you, This does not

“includa disclosures for treatment,

payment, aperations, or {o YOUE OF wﬁa:w

Request Restrigtions:

You have the right to request a
restriction or limitation on the medical
information we use or release.about
you for treatiment, payment of health
care oparations. You also have the

- right to request a limit on the medical

information we release about you fo-
someone who is involved in your care.
or ihe paymenit for your care, iike a -
family member or friend. YWe are not
reauired to agrae to your request,.

~ but will do so if the request is

reasenable.

Request Confidential
Communications:

request that we -
communicate with you about Emn_mﬂm_
matters in a certain way or-at a ceitain
location. We will agree to the reguest

to the extent tiat it is reasonabls for us .

" todo so.- We reserve the right fo

comntact o m_w other meansand af
other locations if you faill fo respond to-

communications frem us.-

L

£

o s
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A  PAPER COPY QH THIS
NOTICE:

: ._mut hiave the mmwh toa a nm”mmmm rmﬁmw .

~ copy of this notica. You'r nay ask usio

- give you 2 oapy of this notice at any

: w.ﬂm. Even if you have agreed to
aceive this notice elsctronicaily, you

mw.u st entitled o a paper copy of this

notics.

M%W 3 mm Mm

.rd.w [

Fyou wc_mcmm ,C% wn:nnw q_mwm have
wmmq.. violated, you may file & complaint.
- with us by coniacting the Privacy
Official or with the Secretary of the
Depariment of Health and Human
. Servicss. All comaplainis must be -
subritted in wiiting.

You wilf not be ﬁman..h.mmm for filing a
complaint. g .

B OTHER BSES mm ﬁmwﬁ,ﬁﬁ
m.%mm&mﬂ@ﬁ

. .Gﬁmq uses and mﬁﬁnmcmmm cm _.._mm_nm_
information not covered by this notice
orihe laws thai aopiy to us will ba
mads only with your written

-permission. ¥ you provide us
pemission to use or release medical
- information about you, you may

withdraw that ﬂmﬂ..__mm_.um in wriing, =t

- any m_m,mm

ﬂmﬁﬂmmw ﬂﬁ» nuummm m@ﬂ_ﬂm

We reserve m.*m um_,_ﬂ .3 %m:mm &_m
notice and the ravised or changed
notice will be effective for information
we already have about you as well as
_any information we recelve in the
futire. The current notice will be
.- postad in the praclice and include the
sffective dafe. VWecanprovide -
additional copies of the nolice when
vou check in for Pﬁ..m.mﬂmnﬁﬁmsr
at u_ﬁﬁ m.mn._rmm”.

i w&ﬂ fave an I3 nmmmwmmm mﬁmﬁ
thiz nofice, would like fo regusst a
form or have any complainis, -
pizase coniaci: .

Privacy Official: -
Mancy Rohr

Phane zc.ﬂmmﬁ

_3053.584.8221

. Pragared by HCA Managemani Services, Lp

Minima iy Invasive mwmnnuﬂamw
ﬂmimm af mmmﬁm_.

NOTICE OF
PRIVACY mmmmﬁ.“mm

 This notice dessribes bow medioal
Enformation abont yos wiay be uied and
redeased and Fow you can get access 1o &ﬁ
m@mﬁﬁhwmm.

PLEASE REVIEW IT CAREFULLY
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B HeelihONE Clinle Sewieee

Praciice Neme ‘
Meumem Viets Wemen g Gere‘

‘ Pemem Geeeent Eonn
{Plaass Read and Sion) '

1, the undersugned hershy eeneent to the feliewung Treetment
. ® Administration and performancs of all freatments
= Adminigtration of any needed anesihetics

e Performanca of such proceduras as mey be deemed neceeeery or ed\neeble.
~ in the treatment of this patient

e Useof prescribed medieation o ‘
s Pearformance of diagnostic proceduree/teets and cultures
e Perforrnance of other medlceliy accapted laboratory teete that may be

~ considered medically necsssary or advisable based on the judgment of the

| ettendmg phyelcien erthelr eeelgned dee:gneee | ‘

I fu!ly understand thet this Is given ln edvence of eny epeclf c dlegnee:e or treetment.' |

| intend thle consent te be centmumg in neture even efter a epecl’r' o3 diegnoete has:

been made and treetn1ent recommended The coneent will remeln In full feree untll
revuked in wrltung - R

I underetend thet Mounteln Vuete Wamen | Gere me(y lnclude eeneent et
. satellits offices under common: ownerghlp IR
A, the underengned acknowledge thet Mountem V!ete Wernen s Gere s

will use and disclose | my information fcrthe purpnees of treetment peyment end
heelthclre eperetmne as deeerlbed in the Netlee uf anecy Prectlcee ' :

E A pheteeepy ef thle ceneent ehell be conefdered ee vehd ee the engmel

MEDICARE PAT!ENTS I euthonze to releeee medleel mformetlen ebout me to o
the Social Security Admmretre’aen orits intermediaries for my Medicare clgims, |
assign the beneﬂte peyeble for services to Meen'&em Vﬂe‘te Women's Cere o

| eeknowledge that | heve been given the Notice of. Frwecy F’rec’cleee by
Meuntein Viete Women's Care ;

o underetend thet if I heve queetlone or eemp!elme 'thet ! eheuid een ;eet the anecy '
D*"flclel Pement Initial: __ . : . ‘

i cerufy that 1 heve reed and fully undereiend the ebove etetemente and eeneent fuily '.
- and veluntenly to lte contents. - . : SR

Drg!ne Fractice

|
Pailent (or Reepen.efbie Fen‘w S‘!gnefure — _ ‘ Daie

* Revislon Dete: May 22, 2008 -
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ngﬂlism . SRR YesNO |
dﬂorMeninadﬁgemele (npens;mne) ‘:':' o Yﬁs“_. No -

Haveqm.erthe]:abg sfath ha&ac]:alclbomdeador e
“ A]we"_ "thabut]id éct not listed in question #O9 |

| \ YEBNQ S

o d -:‘:"""area,fﬂuanamencan,]:ave "' |
'Ei‘l:her u{gmoxang clmBreI&fwm]aeensereengdfazgigkle SR ’ L T
- *'Celltraxt,gndiouudto]aepmﬁw? D Yes Noo

9 ! ‘.,“Dogouhaveacat‘? | ";f . . - Yeﬂ Nb:

10 5...Havegouort]:efatherofthabahgwerhadhelpﬁs? | Yes :N‘o' IR

S | 3-“Haveqauorﬂneba]:gafatherever]aeenﬂpmedto , ‘ | ol
Lo ?Dansemua dmgs, chemicals, radiaﬁonbriufechcma? | Yes ' No ‘

_ I]uwe discussed with 't mry doctor thie above q‘uestmnaw]nmh me‘anawere& g' Y .and :

_ -'Unde!stanclthaﬂamatanincreasedmkfor T R - am:[it -

" May beposai]:le to dmgnoseanaﬁectediehmbgfurtheﬁmﬂug CoT '
L ‘stne:l:ure a0 _ ‘Dai:e -
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- .-Maﬁnm'edfcations}%iqh are Uisad routinelyIn womaly of child bearhy . # ‘
W agemaynotbe sefe curing pregnaiy, Wil such medioatensiars not
ﬁ "~ know 1o hrarm the developiag fefus or 1o i egnangy; |
{F--many.are just ot adequataly festedo asst R |

| Phtan beoreaking any presrl

J} . andmaybacoms pregnant duiingireatman

I - your physicn,

1l you oy quecions-aboin i rornson kg
AR N ——

H- -« Slan beloa nciating that yol e recaivec-al uncirsiond s, -
§ * Informalionand had an opportunily to héve your questions answared, . ||
. Youmay have an gxtra copy of this form, io fake homewih'you foryour ..

l_hfﬁrmatién'gnd.io-discus's".withyéﬁrspaugggrfgﬁ;yj ST

[t oRE FATIENT SIGNATORE
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| MOUNTAIN VISTA WOMEN’ S CARE
DRS. VIRGINA ALLISON, SUSAN BRASHEAR, KEN MOSS, ANDREW ROSS
] OAN GIRARD, N.P‘ & SI-IELBIE LOPEZ W. H CMP

CONSENT - HIV THSTING |

. . |
I _ hereby authorize Drs, Virginia Alhsnn, Susan
Brashear, Andrew Ross, Ken Moss, nurses Joan Girard and Shelbie Lopez to order
the performance of blood tests to determine the presence of antibodies to the Human
Immunodeficiency Virus (HIV), or of HIV antigens in my blood I understand that
infection with HIV may produce no symptoms, may be aﬁsur.-mted with mild illness
or may sometimes progress tu acquires Immunodeficiency Syndrome (AIDS)

RESULTS:
I have discussed with my provider the reason for performance of these tests. I

‘understand that false-positive and false-negative test results can occur. That is,
positive test result may not necessarily accurately predict the presence of HIV
infection, and conversely, that HIV mfectmn can still be present even if some or all

test results are negatwe

RECORDING OF RESULTS: |

" Tunderstand that the results of these tests. Whether positive m- negatwe, will becnme
a permanent part of my hospital or outpatient medical record. I understand that

- information in my medical record can be obtained by my health insurance carrier, if 1
have one, by a person or entity to whom I give written permission for access to my

-medial record, and under certain circumstances, by subpoena or by court order. '
Positive test results will be reported to State Regulatory agencies as may be required
by law. : |

- INFORMED CONSENT: |

I certify that I have read and fully understood the above informed consent statement,
which has been preceded by an explanation by my doctor, and was understood by
me, By my signature below, I acknowledge and underatand the above information
and give my informed consent. B | |

Signature: | - . Date

- Witness: | | Date ' - |



