
Name:

East Vallev ln al Medicine

2081 W. Frye Rd Suite 200 Chandler, AZ 85224

Please print and fill out completelv

New Patient/Update

Sex:_ MartialStatus:_

First MILast

Address: City State:_Zip:_
Street Name

Home or Cell Phone: (_)_ Date of Birth:

Work Phone: -_ Social Security Number:_-_
Place of Em ployment:_Ema il Address:

Emergency Contact:_ (_)_-

Relation Phone Number

Guarantor/ResDonsible Partv lnformation (Pri rv insurance holder below if other than oatient)

Name:

SSN:

Relation to Patient:

Date of Birth: / /

Group #:_

Insurance lnformation

Primary lnsurance Name:_
t.D. #:

Secondary lnsurance Name:

r.D. #: Group:

Authorization to oav efits to ohvs ctansn

Signature:_ Date:

l, hereby authorize payment directly to East Valley lnternal Medicine, otherwise servicesw ill be payable

to me or my dependent regarding my services and examination. I understand that I am financially
responsible for the non-covered services.

Authorization of release of medical information

l, hereby authorize East Valley lnternal Medicine or their agents, to release informatlon acquired in the

course of treatment or examination to my insurance company for billing purposes only.

General lnformation



East Vallev lnternal Medicine

2081W. Frye Rd Suite 200

Chandler, AZ 85224

Please print and fill out comoletelv

Patient lnformation

N ame

Place of Birth

Current Health Problems (reason for visit):

ABe:_ Date of Bitth __J __J _
Grade levelAchieved MartialStatus

Current Medications:

Hospitalizations (lncludinq surseries and childbirth):

Other medlcal problems (tvpe and datel:

Maior lniuries (tvpes and date):

Medication Allerqies:



Family History

List any of the following:

Stroke, Diabetes, Heart Disease, Heart Attack, Arthritis, Bleeding Problems, High Blood Pressure, Kidney

Problems, Lung Problems, TB, Depression, Anxiety, or any other health issues.

Family Members Age Living/Deceased lllness/Cause of Death

Father:

Mother:

Children:

Brother(s):_
Sister(s):

Other family members with serious health problems/illnesses:

Alcohol: Never Ra re ouit Occasional Weekends Dailv

et Dr N r Rarc O t khr Dailrr

Caffeine: Never Rare Ouit So a/Coffee/fea Cans/Cuos/Glassesoerdav

Exercise: Never Occasional W eklv Dailv Tvpe

Eatins Ha bits: 3 meals dailv / 2 meals dai lv / Occasionallv skio meals / Frequentlv skios meals

F uent lnsomn Loud sn n A n

Emolovment: Retired Unem o loved Homemaker Student Tvoe of Work

For Women Onlv:

Miscarriages_
Abo rtions_
Last pap smear

Last mammogram

Social Historv

,,"*,"- ^"..",,", ,",.,''::l:in"J,:":::;::'1"^'j'':".',:"'',o o,",",,",.0.,

How many pregnancies_

Stillbirth's_
Premature_
Last day of menstrual cycle_



East Vallev lnternal Medicine

2081 W Frye Rd Suite 200

Chandler, AZ 85224

Statement of Patient Financial Responsibility

East Valley lnternal Medicine appreciates you in choosing our practice to provide you with all
your healthcare needs. This Financial responsibility obligates to ensure you that your payments

are in full, as a courtesy we will verify coveraBe and bill your insurance on your behalf.

However, you are ultimately responsible for your payments at time of service.

l, hereby agree to pay all collection fees and non-sufficient fees determined by East Valley

lnternal Medicine

As determined, you are responsible for any deductibles, co-payments, and/or coinsurance as

contracted with your insurance carrier, at time of service

Consent of Treatment

I hereby authorize East Valley lnternal Medicine, through its appropriate person to perform or
have performed upon me appropriate assessment and treatment procedures.

Cancellation Policv

Any appointments you cannot make we ask you to call and cancel or reschedule at least 24

hours in advance. I hereby agree to pay the following No-show/Same day Cancellation fee when

applied.

Following fees will apply: New Patient: 565.00 Established: $45.00

I understand if I no-show for three or more appointments I will be discharged from East Valley

lnternal Medicine.

l, hereby have read and agree with all terms showed by East Valley lnternal Medicine.

Signatu re Date



ast Vallev lnternal MedicineE

Acknowledgment for Notice of Privacy Practice

l, _ Acknowledge that I have received a copy

of East Valley lnternal Medicine P.C "Notice of Privacy Practice". This notice

describes how East Valley lnternal Medicine P.C may use and disclose my
protected health information, certain restriction to use and disclose my
information and right I may have regarding my protected health information.

I give 

- 

(Spouse, Family member,
Friend, Etc.) permission to my health records, until further notice from myself or
power of attorney.

Signature Date



2081 w. Frye Rd Ste 2oo, chandler, Az 85224

Phone; 48G821-3821 . F a* 877 -7994622

Medical Records Request

Please fill out completely

To (doctor requesting records from):

Address:

City: State:_ Zip Code:

Phone: ( ) Fax Number:

I hereby authorize the release of my medical records including psychiatric and/or substance abuse and

dependency, and request they be sent to:

East Valley lnternal Medicine, PC

2081W Frye Rd, Suite 200

Chandler, A285224

Phone: (480) 821.3827 Fax: (8771799-4622

Please fax the following records (please check at least one):

_ALL records in my chart _Progress Notes _Psychiatric

_Laboratory Reports _Pathology Reports _Substance Abuse

_lmaging/Radiology Reports _Discharge _Medications

Print Patient's Na

Patient's Signature:

Patient's DO Date of Signature:_
This authorization to release confidential information may be revoked by me, in writing at any time, except to the extent that action has already

been taken; shall be effective only long enough to answer the purpose for which it is given, and no further confidential information will be

release without execution of an additional written authorization.

By signing this authorization form, you authorize the use or disclosure of your protected health information as described above. This

information may be redisclosed if the recipient(s) described on this form in not required by law to protect the privacy of the information, and

such information is no longer protected by federal health information privacy regulations.

I

(l


