
 

NEW PATIENT INFORMATION 

12409 W. INDIAN SCHOOL RD., BLDG E 
AVONDALE, AZ 85392 
PHONE 623.536.5353 

FAX 623.536.5829 
 

 

   

SIGNATURE  DATE 

 

 

Male Female 

 

      

      

FIRST NAME MI. LAST  SSN DATE OF BIRTH 

  

ADDRESS  HOME PHONE CELL PHONE 

     

CITY  STATE ZIP  E-MAIL ADDRESS WORK PHONE 

       

EMPLOYER   WORK PHONE GENDER 

SPOUSE’S INFORMATION (IF APPLICABLE) 

      

FIRST NAME MI. LAST  EMPLOYER WORK PHONE 

      

HOME PHONE  CELL PHONE  E-MAIL ADDRESS  

RESPONSIBLE PARTY OR PARENTS NAME (IF MINOR) 

      

FIRST NAME MI. LAST  SSN DATE OF BIRTH 

    

ADDRESS CELL PHONE  HOME PHONE   CELL PHONE 

      

CITY STATE ZIP  E-MAIL ADDRESS  

EMPLOYER   WORK PHONE  

IN CASE OF EMERGENCY WHO SHOULD WE CONTACT 

      

FIRST NAME MI. LAST   ADDRESS   

    

RELATIONSHIP PHONE  CITY STATE ZIP 

PREFERRED PHARMACY INFORMATION 
    

      

NAME  PHONE CROSS STREETS  

PLEASE PRESENT YOUR INSURANCE CARD TO THE RECEPTIONIST 

   

PRIMARY INSURANCE COMPANY NAME  SECONDARY INSURANCE COMPANY NAME 

SUBSCRIBER’S NAME    SUBSCRIBER’S NAME   

    

SUBSCRIBER’S SSN DATE OF BIRTH  SUBSCRIBER’S SSN DATE OF BIRTH 

SELF SPOUSE DEPENDENT OTHER  SELF SPOUSE DEPENDENT OTHER 

PATIENT’S RELATIONSHIP TO INSURED  PATIENT’S RELATIONSHIP TO INSURED 

PLEASE REMEMBER THAT INSURANCE IS CONSIDERED A METHOD OF REIMBURSING THE PATIENT FOR FEES PAID TO THE DOCTOR AND IS NOT A SUBSTITUTE FOR PAYMENT. IT IS YOUR 

RESPONSIBILITY TO PAY ANY DEDUCTIBLE AMOUNT, CO-INSURANCE, OR ANY BALANCE NOT PAID BY YOUR INSURANCE. 

CO-PAYS WILL BE COLLECTED AT THE START OF EACH VISIT. 
BY SIGNING THIS RELEASE I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO DETERMINE LIABILITY FOR PAYMENT AND TO OBTAIN REIMBURSEMENT ON ANY 

CLAIM AND I HEREBY REQUEST THAT PAYMENT OF AUTHORIZED BENEFITS BE MADE ON MY BEHALF. I ASSIGN THE BENEFITS PAYABLE FOR ALL MEDICAL AND/OR SURGICAL BENEFITS, TO 

INCLUDE MAJOR MEDICAL BENEFITS TO WHICH I AM ENTITLED INCLUDING MEDICARE, PRIVATE INSURANCE AND OTHER AGENCY REIMBURSEMENTS. THIS ASSIGNMENT WILL REMAIN IN EFFECT 

UNTIL REVOKED IN WRITING. A PHOTOCOPY OF THIS ASSIGNMENT IS TO BE CONSIDERED AS VALID AS AN ORIGINAL. I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES 

WHETHER OR NOT PAID BY SAID INSURANCE. I HEREBY AUTHORIZE SUN VALLEY MEDICAL GROUP TO RELEASE ALL INFORMATION NECESSARY TO SECURE THE PAYMENT. 



 

 

 

FAMILY PRACTICE 

POLICES 

12409 W. INDIAN SCHOOL RD., BLDG E 
AVONDALE, AZ 85392 
PHONE 623.536.5353 

FAX 623.536.5829 

 
NOTICE OF PRIVACY PRACTICE 

 
YOUR NAME AND SIGNATURE ON THIS SHEET INDICATES THAT YOU HAVE 
READ A COPY OF SUN VALLEY FAMILY PRACTICE NOTICE OF PRIVACY 
PRACTICES ON THE DATE INDICATED. IF YOU HAVE ANY QUESTIONS 
REGARDING THE INFORMATION SET FORTH IN SUN VALLEY FAMILY PRACTICES 
NOTICE OF PRIVACY PRACTICES PLEASE DO NOT HESITATE TO CONTACT US 
AT (623) 218-6907. 

 

 
 

APPOINTMENT/CANCELLATION POLICY 
APPOINTMENTS 
OFFICE VISITS ARE TYPICALLY BY APPOINTMENT ONLY.  PLEASE CALL THE FRONT OFFICE TO SCHEDULE YOUR 

APPOINTMENT.  THE FRONT DESK WILL COLLECT INFORMATION ABOUT YOUR AVAILABILITY, THE NATURE OF THE VISIT, 
AND YOUR CONTACT INFORMATION.  THIS INFORMATION ASSISTS US IN BEING PROPERLY PREPARED FOR YOUR VISIT. 
CANCELLATIONS 
IF YOU ARE UNABLE TO KEEP YOUR SCHEDULED APPOINTMENT, YOU ARE EXPECTED TO CANCEL AT LEAST 24 HOURS IN 

ADVANCE.  IF THIS IS NOT POSSIBLE, PLEASE CALL AS SOON AS POSSIBLE SO THAT ANOTHER PATIENT CAN BE GIVEN THAT 

APPOINTMENT TIME.  ONLY THOSE APPOINTMENTS CANCELLED AT LEAST 24 HOURS IN ADVANCE CAN BE GUARANTEED 

NOT TO INCUR A MISSED APPOINTMENT FEE. 
ARRIVING LATE FOR APPOINTMENTS 
PATIENTS WHO ARRIVE LATE FOR THEIR APPOINTMENT MAY BE ASKED TO RESCHEDULE.  PLEASE NOTE THAT IT IS VERY 

IMPORTANT THAT YOU ARRIVE TO YOUR APPOINTMENT ON TIME. 
MISSED APPOINTMENTS 
WE UNDERSTAND THAT OCCASIONAL EMERGENCIES CAN OCCUR FOR A VARIETY OF REASONS THAT MAY CAUSE A MISSED 

APPOINTMENT.  IF YOU MISS AN APPOINTMENT BECAUSE OF A PERSONAL EMERGENCY, WE WILL BE MORE THAN HAPPY TO 

RESCHEDULE YOUR APPOINTMENT. 
 
ALL MISSED APPOINTMENTS, REGARDLESS OF THE REASON, ARE TRACKED BY OUR STAFF.  NOT FOLLOWING THE 

PROPER PROCEDURE OF CANCELING AN APPOINTMENT AT LEAST 24 HOURS IN ADVANCE MAY INCUR A MISSED 

APPOINTMENT FEE.  YOUR INSURANCE WILL NOT COVER ANY CHARGES FOR MISSED APPOINTMENTS.   
 
WHEN A PATIENT HAS MISSED 3 APPOINTMENTS IN A ONE YEAR PERIOD, THEY WILL BE SENT A LETTER DISCHARGING 

THEM FROM THE PRACTICE. 
 
I HAVE READ AND ACKNOWLEDGE SUN VALLEY MEDICAL GROUP’S APPOINTMENT/CANCELLATION POLICY. 
 

 

 

NAME (PLEASE PRINT)  DATE 

 

SIGNATURE 

 

NAME (PLEASE PRINT)  DATE 

 

SIGNATURE 



 

 

 

HIPAA COMPLIANCE  
 NOTICE OF PRIVACY PRACTICES 

12409 W. INDIAN SCHOOL RD., BLDG E 
AVONDALE, AZ 85392 
PHONE 623.536.5353 

FAX 623.536.5829 

 
 

 
THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED AND DISCLOSED AND HOW YOU CAN ACCESS THIS 

INFORMATION. 

 

PLEASE REVIEW THIS NOTICE CAREFULLY. 

WE UNDERSTAND AND BELIEVE THAT THE INFORMATION ABOUT YOU AND YOUR HEALTH CARE ARE BOTH IMPORTANT AND VERY 

CONFIDENTIAL. WE ARE COMPLETELY COMMITTED TO PROTECTING HEALTH INFORMATION ABOUT YOU. ADDITIONALLY, THE LAW 

REQUIRES US TO PROTECT THE PRIVACY OF YOUR HEALTH AND PERSONAL INFORMATION AND TO PROVIDE YOU WITH NOTICE OF OUR 

LEGAL DUTIES AND PRIVACY PRACTICES, WITH RESPECT TO SAID INFORMATION. THIS NOTICE OUTLINES OUR LEGAL OBLIGATIONS 

REGARDING YOUR HEALTH INFORMATION. PLEASE READ IT CAREFULLY AND FEEL FREE TO ASK QUESTIONS IF YOU HAVE ANY. 

THE LAW REQUIRES US TO: 

1. KEEP YOUR MEDICAL INFORMATION PRIVATE AND PROTECTED. 
2. GIVE YOU THE NOTICE OF OUR LEGAL DUTIES AND PRIVACY PRACTICES REGARDING YOUR HEALTH INFORMATION. 

3. FOLLOW THE TERMS OF THIS CURRENT NOTICE. 

USE AND DISCLOSURE OF HEALTH INFORMATION ABOUT YOU: 

THE FOLLOWING CATEGORIES DESCRIBE DIFFERENT WAYS THAT WE USE AND DISCLOSE HEALTH INFORMATION. NOT EVERY USE OF 

DISCLOSURE IS LISTED. HOWEVER, ALL OF THE WAYS THAT LAW PERMITS US TO USE AND DISCLOSE INFORMATION WILL FALL INTO ONE 

OF THE FOLLOWING CATEGORIES. WE WILL NOT USE OR DISCLOSE YOUR HEALTH INFORMATION FOR ANY PURPOSE OTHER THAN 

DESCRIBED BELOW, WITHOUT YOUR WRITTEN CONSENT. 

 

FOR TREATMENT – WE MAY USE YOUR HEALTH INFORMATION TO PROVIDE YOU WITH HEALTH TREATMENTS AND SERVICES. WE MAY 

DISCLOSE MEDICAL INFORMATION ABOUT YOU TO DOCTORS, NURSES, TECHNICIANS, MEDICAL STUDENTS, OR ANY OTHER PEOPLE WHO 

ARE INVOLVED IN YOUR TREATMENT. THESE INDIVIDUALS MAY WORK DIRECTLY IN OUR OFFICES, IN A HOSPITAL IF YOU ARE 

HOSPITALIZED, IN A LABORATORY, IN A PHARMACY OR MAY BE ANY HEALTH CARE PROVIDER TO WHOM WE REFER YOUR 

CONSULTATION OR TREATMENT. WE MAY ALSO DISCLOSE HEALTH INFORMATION ABOUT YOU TO ANY ENTITY ASSISTING IN A 

DISASTER RELIEF EFFORT SO THAT YOUR FAMILY MEMBERS CAN BE NOTIFIED ABOUT YOUR CONDITION, STATUS AND LOCATION. 

FOR PAYMENT – YOUR PROTECTED HEALTH INFORMATION MAY BE USED FOR OBTAINING PAYMENT FOR YOUR HEALTH CARE 

SERVICES. THIS MAY INCLUDE ACTIVITIES THAT YOUR HEALTH INSURANCE CARRIER UNDERTAKES PRIOR TO THEIR APPROVAL OR 

PAYS FOR THE HEALTHCARE SERVICES WE RECOMMEND FOR YOU SUCH AS: MAKING A DETERMINATION OF ELIGIBILITY OR COVERAGE 

FOR INSURANCE BENEFITS, REVIEWING SERVICES PROVIDED TO YOU FOR MEDICAL NECESSITY AND UNDERTAKING UTILIZATION 

REVIEW ACTIVITIES. 

HEALTHCARE OPERATIONS – WE MAY USE OR DISCLOSE, AS NEEDED, YOUR PROTECTED INFORMATION IN ORDER TO SUPPORT THE 

BUSINESS ACTIVITIES OF YOUR PHYSICIAN’S PRACTICE. THESE ACTIVITIES INCLUDE, BUT ARE NOT LIMITED TO, QUALITY ASSESSMENT 

ACTIVITIES. FOR EXAMPLE, WE MAY DISCLOSE YOUR PROTECTED INFORMATION TO MEDICAL SCHOOL STUDENTS THAT SEE PATIENTS IN 

OUR OFFICE. IN ADDITION, WE MAY USE A SIGN IN SHEET AT THE REGISTRATION DESK WHERE YOU WILL BE ASKED TO SIGN YOUR NAME 

AND INDICATE YOUR PHYSICIAN. WE MAY ALSO CALL YOU BY NAME IN THE WAITING ROOM WHEN YOUR PHYSICIAN IS READY TO SEE 

YOU. WE MAY USE OR DISCLOSE YOUR PROTECTED HEALTH INFORMATION, AS NECESSARY, TO CONTACT YOU TO REMIND YOU OF 

YOUR APPOINTMENT. 

COMMUNICATION WITH FAMILY AND FRIENDS – WE WILL DISCLOSE YOUR HEALTH INFORMATION TO YOUR FAMILY MEMBERS AND 

FRIENDS IF YOU ARE IN OUR FACILITY AND CONSCIOUS AND YOU ALLOW SUCH DISCLOSURE OR IT IS REASONABLE TO ASSUME FROM 

THE CIRCUMSTANCES THAT YOU ALLOW SUCH DISCLOSURE. FOR EXAMPLE, IF YOU ALLOW A FAMILY MEMBER OR FRIEND TO 

ACCOMPANY YOU TO YOUR APPOINTMENT AND TO THE EXAM ROOM WITH YOU THEN IT IS REASONABLE TO ASSUME THAT YOU ARE 

ALLOWING SUCH DISCLOSURE ABOUT YOUR PROTECTED HEALTHCARE. IF YOU ARE NOT IN OUR OFFICE/FACILITY OR IN 

INCAPACITATED, OUR HEALTH CARE PRACTITIONERS WILL EXERCISE PROFESSIONAL JUDGMENT TO DETERMINE WHETHER A 

DISCLOSURE TO YOUR FAMILY, PERSONAL REPRESENTATIVE, OR OTHER PERSONS RESPONSIBLE FOR YOUR CARE IS IN YOUR BEST 

INTEREST. THE PRACTITIONER WILL ONLY DISCLOSE INFORMATION DIRECTLY RELEVANT TO THE RECIPIENT’S INVOLVEMENT IN YOUR 

HEALTH CARE OR PAYMENT OF HEALTH CARE. 

NOTIFICATION – WE MAY ALSO DISCLOSE YOUR HEALTH INFORMATION TO NOTIFY OR ASSIST IN NOTIFYING A FAMILY MEMBER, YOUR 

PERSONAL REPRESENTATIVE, OR OTHER PERSONS RESPONSIBLE FOR YOUR CARE ABOUT YOUR LOCATION, GENERAL CONDITION OR 

DEATH. 
PUBLIC HEALTH AGENCIES – WE MAY DISCLOSE YOUR HEALTH INFORMATION FOR PUBLIC HEALTH ACTIVITIES SUCH AS ASSISTING 

PUBLIC HEALTH AUTHORITIES IN PREVENTING OR TRACKING DISEASE OR OUTBREAKS AND MAINTAINING CUSTOMER RECORDS OF 

MEDICAL SUPPLIES IN THE EVENT OF PRODUCT RECALL. WE ARE REQUIRED TO REPORT INITIAL DIAGNOSIS OF SEXUALLY TRANSMITTED 

DISEASES (STD) AND COMMUNICABLE DISEASES TO STATE PUBLIC HEALTH AGENCIES. 

HEALTH, SAFETY AND LAW ENFORCEMENT – WE ARE REQUIRED TO DISCLOSE INFORMATION TO LAW ENFORCEMENT IF WE SUSPECT 

CHILD ABUSE OR NEGLECT. IN THE EXERCISE OF OUR PROFESSIONAL JUDGMENT, WE MAY REPORT INFORMATION IN THE CASE OF 

ADULT ABUSE. YOUR HEALTH INFORMATION MAY BE DISCLOSED TO AVERT A SERIOUS THREAT TO HEALTH AND SAFETY OR ANY 

OTHER PERSON. WE WILL DISCLOSE INFORMATION IF WE ARE REQUIRED TO DO SO BY LAW, SUCH AS PURSUANT TO JUDICIAL OR 

ADMINISTRATIVE SUBPOENA. WE MAY ALSO BE REQUIRED TO DISCLOSE INFORMATION FOR SPECIALIZED GOVERNMENT FUNCTIONS 

SUCH AS PROTECTION OF PUBLIC OFFICIALS OR REPORTING TO VARIOUS BRANCHES OF THE ARMED SERVICES. FINALLY, WE MAY 

DISCLOSE HEALTH INFORMATION TO ASSIST LAW ENFORCEMENT OFFICIALS IN THEIR DUTIES. 



 

 

 

HIPAA COMPLIANCE  
 NOTICE OF PRIVACY PRACTICES 

12409 W. INDIAN SCHOOL RD., BLDG E 
AVONDALE, AZ 85392 
PHONE 623.536.5353 

FAX 623.536.5829 

HEALTH INFORMATION – WE MIGHT SEND YOU GENERAL NEWSLETTERS OR OTHER INFORMATION THAT PROMOTES YOUR HEALTH AS 

WELL AS OTHER HELPFUL INFORMATION REGARDING OUR FACILITY. 

OTHER – HEALTH INFORMATION MAY BE DISCLOSED TO FUNERAL DIRECTORS OR CORONERS TO ENABLE SUCH PERSONS TO PERFORM 

THEIR DUTIES. YOUR HEALTH INFORMATION MAY ALSO BE USED OR DISCLOSED FOR CADAVER ORGAN, EYE OR TISSUE DONATION 

PURPOSES. YOUR HEALTH INFORMATION MAY BE USED OR DISCLOSED IN ORDER TO COMPLY WITH LAWS AND REGULATIONS RELATED 

TO WORKER’S COMPENSATION. WE WILL SHARE YOUR PROTECTED HEALTH INFORMATION WITH THIRD PART BUSINESS ASSOCIATES 

THAT PERFORM VARIOUS ACTIVITIES (E.G., BILLING) FOR THE CLINIC. WHENEVER AN ARRANGEMENT BETWEEN OUR OFFICE AND A 

BUSINESS ASSOCIATED INVOLVES THE USE OR DISCLOSURE OF YOUR PROTECTED HEALTH INFORMATION WE WILL HAVE A WRITTEN 

CONTRACT THAT CONTAINS TERMS THAT WILL PROTECT THE PRIVACY OF YOUR PROTECTED HEALTH INFORMATION. 

OTHER USES AND DISCLOSURES WILL BE MADE ONLY WITH YOUR WRITTEN AUTHORIZATION AND YOU MAY REVOKE THE 

AUTHORIZATION EXCEPT TO THE EXTENT WE HAVE TAKEN ACTION IN RELIANCE UPON AUTHORIZATION. 

 

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION 

 

YOU HAVE CERTAIN RIGHTS WITH RESPECT TO YOUR HEALTH INFORMATION. THESE RIGHTS ARE LISTED BELOW. IF YOU WOULD LIKE 

TO EXERCISE ANY OF THESE RIGHTS OR IF YOU HAVE QUESTIONS REGARDING YOUR RIGHTS, PLEASE CONTACT: DIRECTOR OF 

OPERATIONS BRAD HIXON 623-935-7788. 

 
1. YOU HAVE THE RIGHT TO REQUEST THAT WE LIMIT OUR USES AND DISCLOSURES OF YOUR HEALTH INFORMATION. WE HAVE 

THE RIGHT TO NOT AGREE TO YOUR REQUEST. 

2. YOU HAVE THE RIGHT TO REQUEST THAT WE COMMUNICATE WITH YOU THROUGH ALTERNATIVE MEANS OR LOCATIONS, 
AND WE WILL RESPECT ANY REASONABLE REQUESTS. 

3. YOU HAVE THE RIGHT TO REVIEW AND OBTAIN A COPY OF YOUR HEALTH INFORMATION WITH A WRITTEN MEDICAL 

RECORDS RELEASE SIGNED AND DATED. WE HAVE THE RIGHT TO CHARGE YOU A FEE FOR THE COST OF PROVIDING YOU 

WITH SUCH COPIES. 

4. YOU HAVE THE RIGHT TO REQUEST THAT WE AMEND YOUR HEALTH INFORMATION. WE WILL REVIEW YOUR REQUEST BUT 

NOT NECESSARILY MAKE THE AMENDMENTS YOU REQUEST. 
5. YOU HAVE THE RIGHT TO OBTAIN AN ACCOUNTING OF DISCLOSURES THAT WE HAVE MADE YOUR HEALTH INFORMATION 

EXCEPT DISCLOSURE FOR TREATMENT, PAYMENT, HEALTH CARE OPERATIONS, DISCLOSURES AUTHORIZED BY YOU, AND 

DISCLOSURES FOR CERTAIN GOVERNMENT FUNCTIONS. 
6. YOU HAVE THE RIGHT TO REVOKE ANY AUTHORIZATION YOU MADE FOR THE USE OR DISCLOSURE OF YOUR HEALTH 

INFORMATION EXCEPT TO THE EXTENT WE HAVE ALREADY RELIED ON THE AUTHORIZATION. YOU HAVE THE RIGHT TO 

RECEIVE A PAPER COPY OF THIS NOTICE. 
 

WE ARE REQUIRED BY LAW TO ABIDE BY THE TERMS OF THIS NOTICE OF PRIVACY PRACTICES. WE HAVE THE RIGHT TO CHANGE THE 

TERMS OF THIS NOTICE AT ANYTIME. THE NEW NOTICE WILL BE EFFECTIVE FOR ALL PROTECTED HEALTH INFORMATION THAT WE 

MAINTAIN AT THIS TIME. WE WILL COMMUNICATE ANY CHANGES BY PROVIDING YOU WITH A NEW COPY OF THE NOTICE OF PRIVACY 

PRACTICES THE NEXT TIME YOU RECEIVE TREATMENT AT OUR FACILITY AFTER ANY SUCH CHANGE. 

 
COMPLAINTS – YOU MAY MAKE YOUR COMPLAINTS TO US OR TO THE OFFICE OF CIVIL RIGHTS IF YOU BELIEVE YOUR PRIVACY RIGHTS 

HAVE BEEN VIOLATED BY US. YOU MAY FILE A COMPLAINT WITH US BY NOTIFYING THE DIRECTOR OF OPERATION AT SUN VALLEY 

MEDICAL GROUP. YOU MAY OBTAIN THE ADDRESS OF THE OCR REGIONAL MANAGER, DENVER, CO, FROM OUR DIRECTOR OF 

OPERATIONS. 

 

CLINIC NAME AND PHONE NUMBER 

SUN VALLEY MEDICAL GROUP,  623-935-7788 

 

THIS NOTICE WAS PUBLISHED AND BECOMES EFFECTIVE ON:  DECEMBER 30, 2008 

 

WE ARE REQUIRED BY LAW TO MAINTAIN THE PRIVACY OF AND PROVIDE INDIVIDUALS WITH THIS NOTICE OF OUR LEGAL DUTIES 

AND PRIVACY PRACTICES WITH RESPECT TO PROTECTED HEALTH INFORMATION. IF YOU HAVE ANY OBJECTIONS TO THIS FORM, 

PLEASE ASK TO SPEAK WITH OUR HIPPA COMPLIANCE OFFICER (DIRECTOR OF OPERATIONS) IN PERSON OR BY PHONE AT 

CLINIC PHONE NUMBER 623-935-7788. 

 

 

 


