
WELCOME TO SIJNDANCE MEDICAL CENTER

Dr. Thamas Peters Dr. Justin Striblen Jessica Lucero, FNp Heather Harris, FNp

Patient lnformation: (please print ctearty)

Patients Name Date af Bitth

Male_ Female_ Marifal stafus_ Sociat Security #

Home Address
A

Patients Emplayer Occupation

O A AE.

_American lndian or AIaska Native _Btack or African American _White
_ Native Havlaiian or pacific Istander _ Asian _ More than one race

__ Hispanic _Other Race _ Do Not Wish to provide

ETHNICITY: _ Hispqtic _ N9! tljspali-c _Do NotWish to provide

F R E F E RR,ED LAI,i GIJ AG E: English:_ other:_
Spouse Nafie Date af Birth

Male_ Female_ Social Security #

Home phone_ Day Time/ Cell phone

Spouse Employer Occupation

Parent / Responsible party (if patient is a minor)

Name Date Of Birlh

Employ Socia/ Secu

Home Address Apt#-
Ci Sfafe Zip

Stafe 7i^ Code

Home Phone Day Time/ Ce phone



L\ SURAN CE NiTOR\L.{TION

Primary Insurance Telephone #

Address City State Zio

Name of Ins ured

.lddress

lnsured's Dafe of Birth_ policv # Group #

Secondary Lnsurance

Ilsured,s Sociat Security # _ -.--

Citj' State Zir:

Name offnsured Insured's Social Securifv

Insured's Date of Birth .-__=- policy # .- Group #

**;******** *** **!.**i.***1!;<** tt ***:i )i********* *** **f,* **,t * ****r<:t *,t * *** * *** r.** -J * * r?* **rr ** ** ** * *,: *
A.DDITIO\-AL tNF OR\[4.TION

Nearest relative or friend noi l'.ving utth you
-4.ddress

Parient's Signrture or Authorized Person

I,

- Telephone;

*t******:i* I *:rr*x**:!*i ** **rt * * * ** *:t t* ** ****
City

---:--_ State .- Zip _*ri****:t***********:t********r*t**x*,r*+l--.*I*.*.,r.o.*

f\.SUR!\CE ASSIG$IENT.{\N }IEDICAI RECORDS RELE.A,SE:

to Ee for s€5 ice! Frder'iL I u.Ede:51a.,d thar I r-ri fnarcially rerpooriblc for eo" eh:rrges noi co'e:ed br saii bru-encc carri*:sj, in.lua1ng co-p.:u*ts&id '/or deduibie s"'ounrs- -t" rb. und."'igred..slso do he.=b-r' gii; ,:: p"r.rirrion to stiaa-oc: lr"a;"1 L*t.., ,"-t".^;rilr-inJnnce 
".rierls;, 

,a; andiI inlorll:lrio5 pcrrl.irlilg t6 E!1, E.i.ica.l r! oldl.

Name

D:]te

, al!01}- the ulderstated to discuss ci.receive m,v Eed.ical informatioE.

Patient's Signature

Name

Name

Date



PLEASE REA} AND SIGN TIIIS FOR]\,I

FINAi\CIAL RE S P ONSIB ILITY:
6pa lilling department wdl fi1e insura:rce claims for you as a coudes)'. Ybu are responsible to provide

us with the corect inforoation regarding your ins':ra:rce aad hfora us of any changes irnmediateiy. you are
also responsible for Ioow you insuraace's rules regarding co-pays, deductr-b1es, a:rC when prior authorizatioe is
aeeded for testr. E i'ery oolicy is different and we CA.r\ NOT be responsibl.e for knowing *,hat every ca:rier
covers or disallov"s.

We do accept assigr'::rent frorn N{edicare, v,,hich mea:rs we collect aportion of our set fee as set by
Medica.-e. You are stil1 responsible for t,he annuai deductibie ard for 20% of what Medicare allou.s.*** There r'ill be arso fee charged for forms cornpleted by o,r s-,aff and /or physicians.*** Please give our office a coutesy cali 24 hours I advance for any appoinme;t y-ou can not keep.
There will be a s25 charge for a:y rrissed appohtrrent aad a S45 charge for any missed jtasound
appoiDtrnents.

PLEASE BE AD\:ISED OF Tm FOLLO\\:L\G L\FOR.I\L{TION:
DIS.4BILITY': T}ig PITSICT{\S Di TI{IS CLNIC ET-LNOI CO\fI"ETE D;SABILITY FOR:MS FCR.4. DIS33E-MY
DiCIJRRED PiJOR TO BEN'IG SEE}i AT TTflS CLLI.:IC. TIE P;*'SICL{\ OR]GI!-.{LLY DECLARN-G TrE DIS.4BII-IT:'
\,{UST FILL OUT TI{ESE FORVS.

999&eE+P SSIANCE: PP€SCRFTIoNS FCR THosE POTENTL{ILr.{TDICTT-v'E srJtssr.aNcEs O1.{RCoTlcs,sED-i'lrvES, SLEEPBiG .alDES, ArY? Pg,] 
p[rs) ARE gcl[y REGT,T-ATED By oin DocroRs l\D Ai.E o\T_y

GIVE}i I.OP' .A' SHCRT TERTI VERY LI}trTED BASIS FOR \83J SPECEIC CO\DmoNS. El TTSRE .{P€ A!TER].iAm/E
DRUGS OR TREAT},IENT l\E LTSE TEIEN! FiPsT,

COLLECTION POLICY:
Patient Na:ine:

L. t..-r".,]'.cai3oy,agleetobefinaaciaIiyresponsibieforaiicha;ges
mcuiied regardiess ofi::suiance coverage. h 'fre event nv account is referred to a Colleciioo sen'ice due to lick
cf pay:r::.t on Eypaii, I aree to_pay all collectioodegal fees that maybe added to ny accouni.
Retu.-n check: a s25 NSF fee will be chargec for check iriiially rer.med uapaid by y:our bark Il Lhe sa-me
check is retu:nec u:pa.d a second tia:, it ma.v be refered to a coil:ctioa senice fci iecoverr.

Si5affc Pa'iera ot R.s-iolsicla Pany D:i3

Sigrr.urs Witl.ss
Da::

qIgIT+EqIS A]!I]NOR(.J\DERAG: 1S)THEPAiENTII-EG.AIGU.ARDL{-NNEEDS TO SiGNIERETO
-{UTHORIZE TEE .ABO\E NTOR.\L{TIO\.I\ID GNE PEfu\{ISSION TO TREAT.

)E:aara:
D.re

*. CHI.RGE ALITHORIZATION: By signing tle botton oithe page ,vou a,f,ltroiize palments byohone to your
accoTJot.

,IXIII HAVT READ A\'D L-]"\iDERSTOOD ALL OF THE ABOIE *+**

Si$rture



H Sundance Medical Center

Thomas Peters, lr4.D.

Jessica Lucei-o, Fl.lp

S!_ndance Medicat Center phoie 7C2 2:3 4..95
:LL E ,./,nd-ii: 

LsrE ste 123
;as veca:. N,/ 8-!125 F;rlal 2A:,:aaa

Justin Siriblen, IU.D.

Heathei Hanis, FNp

RECEIPT OF NOT|CE OF PRIVACY PRACTICE

ACKNOWLEDGI{ENT

!t::)zgi=rc= rirAr I R=cErvED rH= pp"ACICE's r{or_icE oF pRivACy

PATiENT'S NAI.I= (PLEASE PRJNT)

FATI ENT'S N.At4E (S tc NATUP..E)

illi:tI.! 4urHoRiz=D R.EPRESENTAIVE
5r(;r\,\tui<L

RELATIONSHIP TO PATTENT

WiTNESS SiGNAIURE

WI'J-N=SS JOB iITLE

PATIENT IS UN,{BLE iO SIGN RECEIPT BECA.USE:

D,1.'i=



FIRST NAME

Date of B irth

WELCOME TO SUNDANCE MEDICAL CENTER

LAST NAME

What do YOU thin k that it might be?

lvhat 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:

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 ha,re seen in the last year:

rf you have time before the doctor comes in to see you, prease describe in detair the main symptoms orconcerns that you are experiencing. Check all that apply.

r Reason for visit/symptom (s):

. Date you first noticed this:

. Condition is: _Getting \r/orse _staying the same Gettins hpiia.. Symproms are: _ContinLrous _Off and on H.pp"".A onJ"
_Rare _Freq uent

Howsevereisit? L 2 3 4 5 6 7 g 9 10
M ild___Moderate___Severe



PAST MEDICA L H/S TORYNAME:

LIST ALL PREVIOUS MEDICAL PROBLEMS:

LIST ALL PREVIOIJS SURGER/ES AND THEIR APPROXIMATE DA

PHA RTTIACY NAfu!E
LOCATION

PHOIIE #

Do you si oke cigarettes Ha'/e you ever smoked cigareMuch H o',,t
Number of yearc

LIST AI.L MEDICATIONS
nMEsiii;ir.,iii-'ir'r?f ,#f ,i{f ff ,ilf ,r::i^!!r!,?Hro*

,ri i{ :li[ ! kLlZ/E r,r 
o r H AV E, E S p E c t A L Ly r o DRUGS, B R t E F Ly

IES:

ILY MEMSERS. GIVE
DE ANY MEi'ItsERS WlTH
NCER, OTHER CA NCERS,

currently drink alcahol,
Do you drink alcahol hr;;L v"i'iZr"i'iJl"rOl" ,nhott 

much- tr vou do not
p

CUPATION



Attention all Sundance Medical patients:

PLEASE BE ADVISED OF THE FOLLOWING OFFICE POLICIES

Our office requires you to give us a 24 HOIJR cancellation notice. If you fait
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 couttesy 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...)

Disabilitv: 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 depadment willfile insurance claims for you as a couftesy.
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. AII 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 responsible for 20% of what
Medicare approves and the annual deductible.

FYI: We are NOI contracted With any HMO insurances or Medicare
replacement plans.


