WELCOME TO SUNDANCE MEDICAL CENTER

Dr. Thomas Peters Dr. Justin Striblen Jessica Lucero, FNP Heather Harris, FNP

Patient Information: (please print clearly)

Patients Name Date of Birth Age

Male Female Marital status Social Security #

Home Address Apt #
City State Zip Code

Home Phone Day Time/ Cell phone

Patients Employar ~ ' ____ Occupation

RACE:

— American Indian or Alaska Native ___ Black or African American ____ White

Native Hawaiian or Facific Islander Asian More than one race

___Hispanic Other Race Do Not Wish to Provide
ETHNICITY: _ Hispanic ___ Not Hispanic___ Do Not Wish to Provide

PREFERRED LANGUAGE: English: Other:

Spouse Name Date of Birth Age

Male Female Social Security #

Home phone Day Time/ Cell Phone

Spouse Employer Occupation

Parent / Responsible Party (if patientis a minor)

Name Date Of Birth
Employer Social Security#
Home Address Apt #

City State Zip




INSURANCE INFORMATION

Primary Insurance Telephone #

Address City : State Zip

Name of Insured Insured’s Social Security #

Insured’s Date of Birth ' Policy # Group #

Secondary Insurance ' Telephone #

Address City State Zip

Name of Insured ' Insured’s Social Security

Insured’s Date of Birth Policy # Group #
x*x*’c*-\'xw“x”rw“'**d—xx.n-—-r?"vr’-'ﬂ—r"'x“xrr“‘—ﬁ!"'r*rrwxxrvr*‘-wr*rxvxx-rtr‘r'."‘x'x*—wrx;-:d'"rrrd-'x\"rr‘xw‘r'i'xwrr*e

ADDITIONAL INFORMATION

Nearest relative or friend not living with you Telephones
Address City State Zip
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INSURANCE ASSIGNMENT AND MEDICAL RECORDS RELEASE:

I, The Undersigned, do hereby authorize my insurance carrier(s) to pay directly to Sundance Medical Center, the insurance beneftes, if any, otherwise payable
to mae for services rendered. I understand that ['am financially responsible for any charges not covered by said msurance carrier(s), including co-payments
and Jor deductible amounts. I, the undersigneg, also do hershy give m¥ permission to Sundance Medical Center, to furnish my insurance carrier(s), any and
all informarion pertaining to my medical records.

Patient’s Signature or Authorized Person Date

Consent to Receive Information.

{5 y allow the understated to discuss or receive my medical information.
Name
Name
Name

Patient’s Signature

Date



PLEASE READ AND SIGN THIS FORM
FINANCIAL RESPONSIBILITY:

Our billing department will file insurance claims for you as 2 courtesy. You are responsible to provide
us with the correct information regarding your insurance and inform us of any changes immediately. You are
2lso responsible for know your insurance’s rules regarding co-pays, deductibles, and when prior authorization is

needed for tests. Every policy is different and we CAN NOT be responsible for knowing what every carrier
covers or disallows.

We do accept assignment from Medicare, which mezns we collect a portion of our set fze as set by
Medicare. You are still responsible for the annual deductible and for 20% of what Medicare allows.

*** There will be a4 S0 fee charged for forms completed by our staff and /or physicians.

*** Please give our office 2 courtesy call 24 hours I advance for any appointment you can not keep.,
There will be a $25 charge for any missed appointment and a $45 charge for any missed ultrasound
appointments.

PLEASE BE ADVISED OF THE FOLLOWING INFORMATION: -
DISABILITY: THE PHYSICLIANS IN THIS CLINIC WILLNOT COMPLETE DISABILITY FORMS FOR A DISABIIITY
INCURRED PRIOR TO BEING SEEN AT THIS CLINIC. THE PHYSICIAN ORIGINALLY DECLARING THE DISABITTTY
MUST FILL OUT THESE FORMS.

CONTROLLED SUBSTANCE: PRESCRIPTIONS FOR THOSE POTENTIALLY ADDICTIVE SUBSTANCES (NARCOTICS,
SEDATIVES, SLEEPING AIDES, AND DIET PILLS) ARE HIGHLY REGULATED BY OUR DOCTORS AND AREONLY
GIVEN FOR A SHORT TERM VERY LIMITED BASIS FOR VERY SPECIFIC CONDITIONS, IF THERE ARE ALTERNATIVE
DRUGS OR. TREATMENT WE USE THEM FIRST.

COLLECTION POLICY:
Patient Name;

L hereby, agree to be financially responsible for ali charges
imcurred regardless of insurance coverage. In the event my account is referred to a Collection service due to lack
of payment on my part, [ agree to pay all collection/legal fees that may be added to my account.

Retumn Checks: a $25 NSF fee will be charged for check initially returned unpaid by your bank. If the same
check is retumed unpaid a second time, it may be referrad to a collection service for recovery.

Signature Patient or Rasconsible Parry Dats

Signature Witnass Date

[F THE PATIENT IS A MINOR (UNDER AGE 18) THE PARENT/LEGAL GUARDIAN NEEDS TO SIGNHERE TO
AUTHORIZE THE ABOVE INFORMATIONAND GIVE PERMISSION TO TREAT.

Signarare Dzte

-~ CHARGE AUTHORIZATION: By signing the bottom of the page you authorize payments by phone to your
account.

***HAVE READ AND UNDERSTOOD ALL OF THE ABQVE *#**

Signawre



o = F Sundance Medical Center Shone 702 283 4795
50C E Windmiii Lane Sta 123
Las V=gas, NV 83123 Fax 702 263 2504

@i Sundance Medical Center

Thomas Peters, M.D. . Justin Siriblen, M.D.

Jessica Lucers, FNP Heather Harris, FNP
RECEIPT OF NOTICE OF PRIVACY PRACTICE
ACKNOWLEDGMENT

| ACKNOWLEDGE THAT | RECEIVED THE PRACTICE'S NOTICE OF PRIVACY
PRACTICE.

PATIENT'S NAME (PLEASE PRINT)

PATIENT'S AUTHORIZED REPRES ENTATIVE
SIGNATURE

g
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RELATIONSHIP TO PATIENT

WITNESS SIGNATURE

WITNESS JOB TITLE

PATIENT IS UNABL!




WELCOME TO SUNDANCE MEDICAL CENTER

FIRST NAME LAST NAME

Date of Birth

Do you have any prior records that could be made available for the doctor to review?

Please list the names of any other doctors or providers you have seen in the last year:

If you have time before the doctor comes in to see you, please describe in datail the main symptoms or
concerns that you are experiencing. Check all that apply.

* Reason for visit/symptom(s):
¢ Date you first noticed this:
* Condition is: Getting worse Staying the same Getting better

¢  Symptoms are: Continuous Off and on Happened once
Rare Frequent

* Howsevereisit? 12 3456 78g9 10
Mild-----Moderate-----Severe

* What things seem to make it worse? (Example: Stress, after eating, at night, etc..)
¢ What makes it better? (Example: Taking an Aspirin, resting, heat)
* Anything else that you would like to mention:

* Whatdo YOU think that it might be?




PAST MEDICAL HIS TORY

NAME:

LIST ALL PREVIOUS MEDICAL PROBLENMS:

LIST ALL PREVIOUS SURGERIES AND THEIR APPROXIMATE DATES:

LIST ALL MEDICATIONS YOU ARE TAKING, THE DOSE, AND HOW MANY
TIMES PER DAY. INCLUDE VITAMINS AND BIRTH CONTROL PIL

LS

PHARMACY NAME
LOCATION PHONE £

LISTANY ALLERGIES YOU HA VE, ESPECIALLY TO DRUGS. BRIEFLY
DESCRIBE REACTION:

Do you smoke cigarsttes Have you ever Smoked cigarattes How
Much

Number of years Do you drink alcohol how much If you do not
currently drink alcohol, have you drank heavily in the

past
OCCUPATION

FAMILY HISTORY
PLEASE NAME ANY MEDICAL PROBLEMS WHICH ARE FOUND IN YOUR FAMILY MEMBERS. GIVE
APFROXIMATE AGE OF ONSET OF THE PROBLEM AND ANY DETAILS. INCLUDE ANY MEMBERS WITH
HEART DISEASE, STROKE, HIGH BLOOD PRESSURE, DIABETES, BREAST CANCER, OTHER CANCERs,
THYROID CONDITIONS, ASTHMA, TUBERCULOSIS.




Attention all Sundance Medical patients:

PLEASE BE ADVISED OF THE FOLLOWING OFFICE POLICIES

Our office requires you to give us a 24 HOUR cancellation notice. If you fail
to comply with this there will be a $25 charge for any missed or cancelled
appointments. A COURTESY call will be made TWO days before your
appointment; again this is a courtesy and you are responsible for
remembering and canceling appointments in the required time frame.

For all MEDICAL RECORDS request you must come in and sign the
release. For any records you have requested to pick up there is a fee of
$0.10 for every page after the first five pages. Record requests are done
in the order they are received. Please note that we have 2 weeks to
complete the record request.

There is also a $50.00 fee charged for forms completed by our staff or
physicians. Please allow a 2 week time frame for the forms to be
completed. (Exp...FMLA, Disability, ETC...)

Disability: The Physicians in this clinic will not complete disabilit forms
for a disability incurred prior to being seen at this clinic. The Physician
originally declaring the disability must fill out these forms.

Our billing department will file insurance claims for you as a courtesy.
You are responsible to provide us with CORRECT information regarding
your insurance and inform us of any changes immediately. You are also
responsible for knowing your insurance rule's regarding co-pay's,
deductibles, and when prior authorization is needed for tests. Every
policy is different and we can't be responsible for knowing what every
carrier covers or disallows. All copays are due at the time of service.

We do accept assignment from Medicare, which means we collect a portion
of our set fees as set by Medicare. You are still respons;ble for 20% of what
Medicare approves and the annual deductible.— -

FYI: We are NOT contracted with any HMO insurances or Medicare
replacement plans.



