NORTH PHOENIX INTERNAL MEDICINE, P.C.
W. KENT BRUBAKER, M.D. ¢« PHUC H. PHAM, M.D. » KiM VU, P.A.-C

welcome to our Practice

Enclosed you will find a packet of information that needs to be completed before you have your visit
with us.

The information packet has been divided into what you need to bring with your visit.

Please make sure that you bring:

1. Change your Primary Care Physician to who you are seeing for your visit if applicable.

2. Make sure to bring ALL current Insurance Card(s) including Medicare and AHCCCS to your visit.
Failure to give us your correct Insurance information will result of receiving a bill for non-
payment of Claims. : /

3. Always bring your Copay for your Office Visit if applicable. It will be collected at the time of
service are rendered.

4. Cash Patients: PAYMENTS MUST BE MADE AT THE TIME OF SERVICE ARE RENDERED.

5. New Patients: Please arrive at least 15 minutes early prior to your appointment so we may help

you with the Paperwork, copy your Insurance Card(s) and Picture ID, and any questions that you
may have for us.

6. If you have Medicare, please be advised that not ALL services are covered under Medicare
Guidelines. Please contact your Insurance prior to your Appointment if you are unsure of what
services are covered by their Guidelines.

7. If you are covered by more than One (1) Insurance, we will gladly bill for the two (2). If you have
a Third (3) Insurance, you will be responsible for submitting the Claim to that Insurance.

This is a small checklist that will make your Check-in and Check-out as smooth as possible. We know how
important your time is and this will make your visit to our office a pleasant one.

Sincerely,

Management at North Phoenix Internal Medicine

This Information will be review by the Office Manager with you after visit is completed.

Patient Signature

1747 E. MORTEN, SUITE 303 ¢ PHOENIX, ARIZONA 85020 ¢ 602-5839-0370 « FAX 602-589-0650



INTEROFFICE MEMORANDUM

TO: OUR PATIENTS

FROM: NORTH PHOENIX INTERNAL MEDICIN E.
SUBJECT: INCORRECT INSURANE INFORMATICN
DATE: EFFECTIVE IMMEDIATELY

CC:

ALL CURRENT INSURANCE INFORMATION MUST BE GIVEN TO US AT THE TIME
OF YOUR VISIT.

IF THE INSURANCE INFORMATION GIVEN IS NOT CORRECT AND THE
INFORMATION CAUSES A CLAIM TO BE RETURNED- YOU WILL BE RESPONSIBLE
FOR ALL UNPAID AMOUNTS UP TO AND INCLUDING - COPAY’S-COINSURANCE
AND DEDUCTBLES.

IF YOU ARE UNSURE ABOUT YOUR INSURANCE PLEASE CALL YOUR HUMAN
RESOURCE DEPARTMENT AND GET CLARIFICATION ABOUT YOUR PLAN.

THE MANAGEMENT



NORTH PHOENIX INTERNAL MEDICINE, P.C.
W. KENT BRUBAKER, M.D. ¢« PHUC H. PHAM, M.D. ¢ KIM VU, P.A.-C

Patient Information:

Last Name: First Name: M.
Date of Birth: / / Sex: Male Female  Marital Status:
Social Securityi:
Address:
City: State: Zip Code:
Home#: Worki: Celi#:
Iif Minor Parent/Guardian Name: |
Contact Phone Number: Relationship to Patient:
Patient’s Employer:
Employer’s Address:
Employer’s Phone: Occupation:
Emergency Contact:

Name:
Address:
Relationship to Patient: Phone:

Insurance Information:
PRIMARY Insurance Name: Policy No:
Group#: Relation to Insured: Self Spouse Child____ Other.___
Name of Insured: Insured Date of Birth:
Insured SS#:
SECONDARY Insurance Name: Policy No:
Group#t: Relation to Insured: ____ Self _ Spouse Child Other
Name of Insured: Insured Date of Birth:
Insured SS#:

I request that payment of authorized Medicare, AHCCCS, and any other Insurance Benefits be made to me or on my behalf
to North Phoenix Internal Medicine, P.C...I authorize any holder of Medical Information about Me to release to Health Care
Financing Administration, it’s Agents, or any other Insurance Company and Information needed to determine these benefits
payable for related services.

Patient Name (Print): Today’s Date: / /
Patient Signature:

1747 E. MORTEN, SUITE 303 ¢ PHOENIX, ARIZONA 85020 ¢ 602-589-0370 ¢ FAX 602-589-0650



NORTH PHOENIX INTERNAL MEDICINE

Dr. W. Kent Brubaker, M.D., Dr. Phuc Pham, M.D., Kim Vu, PA-C
1747 E. Morten Avenue, Suite 303 Phoenix, Arizona 85620
Phone: (602) 589-0370 Fax: (602) 589-0650

I authorize Phone: Fax:

to disclose Protected Health information (PHI) from the health records of:

Patient’'s Name:

Date of Birth:
Address:

Social Security Number:

SEND RECORDS TO:
North Phoenix Internal Medicine
1747 E. Morten Ave., Suite 303 Phoenix, Arizona 85020 or Fax to (602) 589-0650
Information to be Disclosed: (Please Mark)

U All Records (Progress Notes, Labs, X-rays, Hospitalization, etc...)
O Other (Specify Information):

Purpose of the Disclosure: (Please Mark)

Continuation of Care

Primary Care Physician or Insurance Changed
Disclosure at Patient's Request

Other (Specify):

cooo

I authorize the Provider to use or disclosure of information related to my Health and | consent to release of
my information.

I understand the information to be released or disclosed may include information relating to sexually transmitted diseases,
acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information
about behavioral or mental health services, and alcohol and drug abuse. | authorize the release or disclosure of this type of
information.

I understand that the Clinic/Hospital or Doctor's office will not condition treatment on my signing this Authorization. The Clinic/Hospital or
Doctor's office will not deny me treatment if I do not wish to sign this form. | may refuse to sign this Authorization Form. | understand that
I may revoke this Authorization at any time. | must submit a written request for Medical Records unless | revoke this Authorization earlier;
It will be expired one (1) year from the Date of Signature. | understand that if this Information is disclosed to a Third party, the Information
may no longer be protected by the Federal Privacy Regulation and maybe disclosed by the Person/Organization of the received
information. | understand that the matters discussed on this form. | release the Providers, it's Employees, Officers, and Directors, Medical
Staff Members, and Business Associates from any Legal responsibility or Liability for the Disclosure of the above Information to extent
indicated and the Authorization here in.

Patient’'s Name (Print): Witness:

Patient's Signature: Date:
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NORTH PHOENIX INTERNAL MEDICINE

Patient Name: Date of Birth:

Home Phone:

Cell Phone:

Work Phone:

I give permission to call my place of business/work.

I give permission to leave ONLY normal results on my Answering Machine.
Cell/Home

| give permission to leave ALL test results on my Answering Machine. Cell/Home

I give permission to speak to regarding my test

results.

| give permission to have my results mailed to me at ($1.00 per page for copies):

Patient Signature: Date:

Witness:

*This will be effective immediately unless revoked by Patient*



North Phoenix Internal Medicine P.C.
 (Effective December 1,2002)

Thank you for choosing North Phoenix Internal Medicine P.C. a3 your Primary Physician.
We welcome you! We are committed to providing the firest in personalized and professional
health care possible for our patients. Please carefully read and sign the following statement
policy prior to treatment. Feel free to speak to our office personnel if you have any questions.

upon request.

ITISYOUR RESPONSIBILTY TO BE AWARE OF YQOUR INSURANCE
BENEFITS. '

You are ultimately responsible for payment of services rendered if your insurance carrier
does not pay for any reason. If we do not receive payment within 60 days, the patient will be
billed. If you are unclear of your insurance benefits, you will need to contact your insurance
carrier for clarification of coverage. If you are waiting for coverage to become effective if
vou do not have insurance, payment in full will be expected the day you are seen. For your
convience. we accept VISA, MasterCard, cash, or checks,

Delinquent accounts over 90 days will be subject to the following action. Your outstanding
balance wili be turned over to J R. Brothers Financial Inc. for further processing.

There will be a $25 service fee for all returned checks. NSF checks must be redeemed with
certificed funds. (Cashier’s check, money order, certified check or cash)

It is your responsibility to notify our office if there is a change in your insurance

coverage, residence, or phone number,

I'have read and [ understand the above Financial Policy and I agree to abide by its terms.

PRINTED NAME OF PATIENT SIGNATURE OF PATIENT/RESPONSIBLE PERSON

DATE;




ACKNOWLEDGEMENT OF RECIEPT OR
NORTH PHOENIX INTERNAL MEDICINE P.C
NOTICE OF PRIVACY PRACTICES

My signature below indicates that | have been given the epportunity to review a current copy
of North Phoenix Internal Medicine “Notice of Privacy Practices”. My signature means that |
agree to the terms of this notice. Please return this acknowledgement of receipt of notice to
North Phoenix Internal Medicine P.C. | understand that | may refuse to sign this
acknowledgement.

I knowledge receipt and have read and understand the Notice of Health Information Practices
regarding my Provider’s participation in the statewide Health Information Exchange (HIE), or |
previously received this information and decline another copy.

Date:

Print Patient Name or Authorized Representative

Date:

Signature of the Patient or Authorized Representative

Relationship to the Patient if signed by anyone other than the Patient

FOR OFFICE USE ONLY

North Phoenix Internal Medicine P.C. could not obtain a written acknowledgement of receipt of
our Notice of Privacy Practice due to the fact:

0  Individual refused to sign

) Communication barriers prohibited it

[l An emergency situation prevented us

]

| Other (please specify)




NORTH PHORNIX INTRRNAL MEDICINE

W. Kent Brubaker,M.D.-Phuc H.Pham,M.D.-Kim Vu,P.A.-C.

ADVANCE DIRECTIVES

To comply- with-Medicare, managed health care plans, and hospiml.admission--requirements,
we are required to provide to you information about Federal and State laws that.allow you to
accept or refuse treatment-to formulate Advance Directives, Advance Directives are documents
that enable you to ‘give directions about your future medical care. This form is not intended to
provide you legal advice but merely to provide information only.

Before making any decision about Advance Directives, please talk with your family, physicians,
and/or attorney, if you need assistance. If you already have an Advance Directive or have
decided to develop one, please give copies to your family, ¢fose friends, and your physician, so
that they wil{ be aware of your wishes. :

We wouid like to assure you that this is not required and that you may elect to not have
Advance Directives. In the event of a medical emergency, all measures; including life support
wiil be given to those who do nint sign Advance Directives.

Please review the enclosed information and sign at the bottomn. Your signature does not signify
any decision but merely shows that you have been given the information, and offered the
opportunity for Advance Directives. Thank you.

Patient Signature

Date



