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About You
First Name: __________________________MI: _________Last Name:___________________________
[ ] Male [ ]Female   SS#:______________________Birthdate:___/___/___ Age:__________________ _
Ethnic Origin/Race:_____________________________Email:__________________________________
Address:____________________________________________________________Apt#____________

City:__________________________________________State:_______Zip:_______________________

Home #:__________________Cell #: _________________Work #:___________________Ext: _______
Occupation:___________________________________Employer:______________________________

Marital Status:  S   M   D   W # of Children: ______Spouse’s Name:______________________________
(If minor) Parent or Guardian:___________________________________________________________
In case of an emergency, whom should we contact?

Name: ___________________________________________Phone:_____________________________

Name of your family doctor: _______________________ _Phone:______________________________
Next appointment with your doctor: __/_/__May we contact your family doctor if needed?   [ ] Yes [ ] No

Who may we thank for referring you to our office:__________________________________________

Insurance Information

We will make a copy of your insurance card(s). However, please complete the following information

Are you the policy holder?  [ ] Yes [ ] No    If YES, skip this section. If NO please complete next section.
Insurance Name:______________________________ Insurance #:_____________________________

Policy Holder’s Name: _______________________Policy ID#:_________________________________

Birthdate:___/___/___     [  ]Male  [ ]Female    Policyholder’s  SS#______________________________

Address:________________________________Employer:____________________________________
Do you have secondary insurance coverage?  [ ] Yes [ ] No       If YES, please complete the next section.

Insurance Name:______________________________ Insurance Phone #:________________________

Policy Holder’s Name:__________________________ Insurance #:______________________________
Birthdate:___/___/___     [  ]Male  [ ]Female    Policyholder’s  SS#______________________________

Address:________________________________Employer:____________________________________
We reserve the right to collect a $35 fee for cancellations with less than 24 hours notice.  Initial: ___________
Assignment & Release
*I understand that health & accident insurance policies are an agreement between an insurance carrier & myself. Furthermore, I understand that this office will 
prepare any necessary reports & forms to assist me in making collection from the carrier & that any amount authorized to be paid directly to this doctor’s office 
will be credited to my  account upon receipt.

*As a courtesy to you we will verify your health care benefits for this office. You will then be responsible for any co pays and deductibles.
* Your health insurance is a contract between you & the insurance carrier. In the “rare” event that your insurance company is in “bad faith” & after our office has 
made every attempt to have all claims paid, we will have you, the patient be responsible for contacting your insurance carrier to have the claims paid.

*If your insurance company has not paid within 120 days of billing, then you will be responsible to pay the balance due.

*If Collection efforts become necessary to enforce payment terms, the patient agrees to pay all collection costs, attorney’s fees, & other costs associated with 
collecting this balance.
* I hereby authorize & release the doctor & whomever he/she assistants, to administer treatment, physical examination, x-rays studies, chiropractic care, physical
 therapy of any clinic services that he/she deems necessary in my case; I furthermore authorize him/her to disclose all of any part of my patient record to any person 
of corporation which is or may be liable under a contract to this office to a patient of a family member of or employer of the patient for all of part of the clinic’s charge, including &not limited to hospital or medical service companies, worker’s compensation carrier, welfare funds, or the patient’s  employer.
Signature:__________________________________________                                           Date:___/___/___
6625 S. Rural Rd.  Ste 104 * Tempe, AZ 85283 * Phone: 480-833-4515 * Fax: 480-833-5078

2730 S. Val Vista Dr., Ste 188 * Gilbert, AZ 85296 * Phone: 480-324-024 * Fax: 480-324-0589
www.all-star-health.com              
[image: image2.jpg]ALLSTAR
HEALTH

SPINE & SPORTS CARE

~




New Patient Constent to the Use of Disclosure of Health Information for Treatment, Payment, or Healthcare Operations
I,____________________ understand that as part of the health care, ALL STAR HEALTH orginates and maintains paper and /or electronic records describing my health history , symptoms, examination and test results , diagnoses, treatment, and any plans for future care or treatment. I understand that this information serves as:
· A basis for planning my care and treatment.

· A means of communication among the many health professionals who contribute to my care.

· A source of information for applying my diagnosis and surgical information to my bill.

· A means by which a third party payer can verify that services billed were provided.

· A tool for routing healthcare operations such as assessing quality and reviewing the competence of healthcare professionals.

I understand and have been provided with a Notice of information Practices that provides a more complete description of information and disclosures. I understand that I have the following rights and privileges:

· The right to review the notice prior to signing this consent.

· The right to object to the use of my health information for directory purposes.

· The right to request restrictions as to how my health information may be used o r disclosed to carry out treatment, payment, of health care operations.

I understand that ALL STAR HEALTH is not required to agree to the restrictions requested I understand that I may revoke this consent in writing, except to the extent that the organization has already taken action in reliance thereon. I also understand that by refusing to sign this consent or revoking this consent, this organization may refuse to treat me as permitted by section 164.506 of the Code of Federal Regulations.

I further understand that ALL STAR HEALTH reserves the right to change their notice and practices and prior to implementation, in accordance with Section 164.520 of the Code of Federal Regulations. Should ALL STAR HEALTH change their notice, they will send me a copy of any revised notice to the address I’ve provided (whether U.S. mail or, if I agree, email).

I wish to have the following restrictions to the use disclosure of my health information:
I understand that as part of this organization’s treatment, payment, or health care options, it may become necessary to disclose my protected health information to another entity, and I consent to such disclosure for these permitted uses, including disclosures via fax.

I fully understand and accept/ decline the terms of this consent. 

Signature:__________________________________________                                           Date:___/___/___
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Health Care Authorization Form

Patient Name:___________________________________________________________

Social Security #: ________________________________Date of Birth:___/____/____

The patient above authorizes ALL STAR HEALTH to use and or disclose protected health information tin accordance with the following:

Specific Authorizations

I give permission to ALL STAR HEALTH to use my address, phone number and clinical records to contact me with: Birthday cards, holiday related cards for marketing purposes, place my name on office referral board, appointments reminders/cards, reactivation calls/cards and information about treatment alternatives or other health related information.

I give ALL STAR HEALTH permission to treat me in an open room where other patients are also treated. I am aware that other persons in the office may overhear some of my protected health information during the course of care. Should I need to speak with the doctor at any time in private, the doctor will provide a room for these conversations. 

By signing this form you are giving ALL STAR HEALTH permission to use and disclose your protected health information in accordance with the directives listed above.

Expiration
The authorization shall expire on the following date: ___/___/___
                                                                                        (7 years from today’s signature)
You have the right to refuse to sign this AUTHORIZATION. If you refuse to sign this AUTHORIZATION, ALL STAR HEALTH will not refuse to provide treatment.

You have the right to inspect or copy with the PHI to be used /disclosed.

*A copy of the signed authorization will be provided to you upon your request.

Patient Name: __________________________________

Patient Signature: _______________________________ Date: ___/___/___

Signature of Personal Representative:________________________________

Relationship to Patient: __________________________  Date: ___/___/___
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