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PATIENT INFORMATION (Please Print) Today’s Date

Name

last First M.I.

Mailing Address

City Slate Zip
Home Phone Work Phone SS#
Area Code Area Code
Date of Birth / / Age Sex _ Marital Status
E-mail Address
PARENT OR RESPONSIBLE PARTY (if different from patient)
Name
Last First M.
Mailing Address
City State Zip
Home Phone Work Phone SS#
Area Code Area Code
Date of Birth / / Sex Marital Status

INSURANCE INFORMATION (Please present insurance card at time of check in.)

Primary Insurance Name Secondary Insurance Name

Ins. Address Ins. Address

Name of Insured Name of Insured

Date of Birth of Insured Date of Birth of Insured

Insured’s ID# Insured’s 1D#

Group # Group #

Employer Name Employer Name

Employer Address Employer Address

Employer Phone Employer Phone

Relationship of patient to the insured Relationship of patient to the insured

Other family members that are patients

Pharmacy of Choice Phane

In case of Emergency, who should be notified? Phone

Referred by:

Primary Care Physician:

I authorize the release of medical information to my primary care or referring physician, to consultants if needed and as necessary to process
insurance claims, insurance applications and prescriptions. | also authorize payment of medical benefits to the physician. | understand that
I'am financially responsible for all charges, whether or nat paid by insurance, and for all services render on my behali or my dependents.

Patient or Responsible Party Signature Date / /
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Personal History

Patient Name

Check all conditions that apply to you

(GENERAL
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Fatigue, tiredness
Weakness

Chills

Fever

Night Sweats

Appetite Change

Lived in a foreign country
Unexplained Weight Loss
Unexplained Weight Gain
Generalized pain

Unable to tolerate heat
Unable to tolerate cold
Sedentary lifestyle

Active lifestyle

Other

Cardiac
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Angina {chest pain)
Rapid Heartheal

Past heart attacks

Heart murmur
Congestive Heart Failure
Pacemaker

High Blood Pressure
Aortic aneurysm

Other heart problem
Other

Bload & Lymph System
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Anemia

Blood Disease
Transfusions

Leukemia

Bone Marrow tests

Long term Coumadin use
Blood clotting problems

Other

Endocrine
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Thyroid problems
Diabetes — Type 1

Diabetes - Type 2

NEUROLOGICAL
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Fainting spells

Seizures

Paralysis

Dizziness

Tremor

Chronic headaches

Poor balance

Fractured back or neck
Numbness of facefarm/leg
Peripheral Neuropathy
Stroke ar Mini-stroke
Other

Vascular
Leg pain walking over 1 block

Leg pain walking < 1 block
Pain in legs while at rest.
Blood clots in legs

O Deep O Superficial
Cold feet or hands
Amputation of toes
Amputation of feel or legs
Peripheral vascular disease
Ulcers of lower legs
Varicose veins
Aneurysm of arteries
Other

ve, Ear, Nose, Throat

Pain

Hearing Loss

Polyps

Vertigo

Ringing in ears (tinnitus)
Sinus infections
Deafness

Other

ABDOMINAL ORGANS

Hepatitis
Cirrhosis (liver)

Gallbladder Disease

Today’s Date

PsYCHIATRIC

OOooOoooooao

Depression

Anxiety (abnormal)

Panic attacks

Alzheimer’s

Confusion (abnormal)
Hospitalized for nervousness
Substance Abuse

Anorexia

Other

Gastrointestinal
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Diarrhea

Constipation

Stool Changes

Bowel Habits Changed
Hemorrhoids
Indigestion

Ulcers

Irritable Bowel

Colon Polyps
Cramps/Pain

Cancer of stomach or bowel
Diverticulitis

Other

USCULOSKELETAL

Arthritis

Joint Swelling
Joint Stifiness
Muscle Aches
Muscle Weakness
Leg Cramps
Other

Height:

Weight:

RESPIRATORY
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Chronic Obstructive Disease
Wheezing

Chronic cough
Coughing up blood
Asthma

Shortness of breath

T8

Lung cancer
Emphysema

Chronic bronchitis
Pneumonia

Fluid in lungs

Need to sleep sitting up

Other

GENITOURINARY.

OO0O0O0O0OO0OoOoODo0OoOooOoao

O0O0O0OO0OO0OO0Oo0o0o0aoge

Hesitancy/urgeﬁcy of urine
Need to urinate often at night
Loss of bladder control
Difficult urination

Renal Failure

Impotence

Current Dialysis

Renal Transplant

Prostate Enlargement

Cancer of bladder, kidneys

Other

3

Rashes

Tumaors

Sensitivity to Sunlight
Malignant Melanoma
Squamous cell carcinoma
Basal cell carcinoma

Easy bruising

Fungal infection
Non-healing sores
Excessive rough or dry skin

Other

# Pregnancies

# Births






PATIENT CONSENT FORM

Our Notice of Privacy Practices provides information ahout how we may use and disclose pratected health information about you.
The Notice contains a Patient Rights section describing vour rights under the law. You have the right to review our Notice before
signing this Consent. The terms of our Notice may change. If we change our Notice, you may oblain a revised copy by contacting
our office.

You have the right to request that we restrict how protected health information about you is used or disclosed for treatment, payment,
or health care operations. We are not required to agree to this restriction, but il we do, we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health information about you for treatment, payment, and
health care operations. You have the right lo revoke this Consent, in writing, signed by you. However, such a revocation shall not
affect any disclosures we have already made in reliance an your prior Consent. The Practice provides this form to comply with the
Health Insurance Portability and Accountability Act of 1996 (HIPAA),

The patient understands that:

 Protected health information may be disclosed or used far treatment, payment, or health care operations

e The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this Notice

e The Practice reserves the right to change the Notice of Privacy Practices

* The patient has the right to restrict the uses of their information hut the Practice does not have to agree to those restrictions
» The patienl may revoke this Consent in writing at any time and all future disclosures will then cease

e The Practice may condition receipt of treatment upon the execution of this Consent.

Utah Valley Interventional Associates

Printed Name - Patient or Representative Name of Physician, Group, or Clinic

Signature Date Printed Nme of - Praclice Representalive

fod

Relationship 1o Patient (if other than patient) Signature Date
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Article I Dispute Resolution

By signing this Agreement ("Agreement) we are agreeing to resolve any Claim for medical malpractice by the dispute
resolution process described in this Agreement. Under this Agreement, you can pursue your Claim and seek damages, but
you are waiving your right to have it decided by a judge or jury.

Article 2 Definitions

A, The term "we," "parties" or "us" means you, (the Patient), and the Provider.

B. 'File term "Claim" means one or more Malpractice Actions defined in the Utah Health Care Malpractice
Act (Utah Code 78-14-3(15). Each party may use any legal process to resolve non-medical malpractice
claims.

C. The term "Provider means 'the physician, group or clinic and their employees, partners, associates, agents,

successors and estates.

D. The term "Patient" or you means:

(1)you and any person who makes a Claim for care given to YOU, such as your heirs, your spouse, children,
parents or legal representatives, AND
(2)your unborn child or newborn child for care provided during the 12 months immediately following the date
you sign this Agreement, or any person who makes a Claim for care given to that unborn or newborn
child.

Article 3 Dispute Resolution Options,
A Methods Available for Dispute Resolution. We agree to resolve any Claim by:
(1) working directly with each other to try and find a solution that resolves the Claim, OR
(2) using non-binding mediation (each of us will bear one-half of the costs); OR
(3) using binding arbitration as described in this Agreement.
You may choose to use any or all of these methods to resolve your Claim.

B. Legal Counsel. Each of us may choose to be represented by legal counsel during any stage of the dispute
resolution process, but each of us will pay the fees and costs of our own attorney.
C Arbitration - Final Resolution. If working with the Provider or using non-binding mediation does not

resolve your Claim, we agree that your Claim will be resolved through binding arbitration. We both agree
that the decision reached in binding arbitration will be final.

Article 4 How to Arbitrate a Claim
A, Notice. To make a Claim under this Agreement, mail a written notice to the Provider by certified mail that
briefly describes the nature of your Claim (the "Notice"). If the Notice is sent to the Provider by certified mail it
will suspend (toll) the applicable statute of limitations during the, dispute resolution process described in this
Agreement.
B. Arbitrators. Within 30 days of receiving the Notice, the Provider will contact you. If you and the Provider
cannot resolve the Claim by working together or through mediation, we will start the process of choosing
arbitrators, There will be three arbitrators, unless we agree that a single arbitrator may resolve the Claim,
(1) Appointed Arbitrators. You will appoint an arbitrator of your choosing and all Providers will jointly
appoint an arbitrator of their choosing.
(2) Jointly-Selected Arbitrator. You and the Provider(s) will then jointly appoint an arbitrator (the "Jointly
Selected Arbitrator'). If you and the Provider(s) cannot agree upon a Jointly-Selected
Arbitrator, the arbitrators appointed by each of the parties will choose the Jointly-Selected Arbitrator from a
list of individuals approved as arbitrators by the state or federal courts of Utah. If the arbitrators cannot
agree on a Jointly-Selected Arbitrator, either or both of us may request that a Utah court select an individual
from the lists described above. Each party will pay their own fees and costs in such an action. The Jointly
Selected Arbitrator will preside over the arbitration hearing and have all other powers of an arbitrator as set
forth in the Utah Uniform Arbitration Act.
C. Arbitration Expenses. You will pay the fees and costs of the arbitrator you appoint and the Provider(s) will pay

the fees and costs of the arbitrator the Provider(s) appoints. Each of us will also pay one-half of the fees and
expenses of the Jointly-Selected Arbitrator and any other expenses of the arbitration panel.
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We would like to share the following policies with you so that you understand your responsibility regarding the charges for the services rendered to
you by this office and notifying the office if you are unable (o make your scheduled appointment.

FINANCIAL POLICY

1. Insurance Patients: As a courtesy to vou, we will file a claim with your primary and secondary plans. When each has paid their portion ol
the charge, the remainder becomes your balance and is indicated on the statement you will receive [rom the office. While our billing professionals
will do all they can to help you in communicating/negotiating with your insurance plan, we must remind you that you are responsible for all charges
until they are fully paid.

At the time of visit, we will collect co-payments as well as charges for non-covered or cosmetic services prior to meeting with the
physician/nurse practitioner.

Should a surgical procedure be necessary, we will help you communicate with your insurance for pre-natification or pre-authorization, We will

colleet 50% of patient responsibility prior to the surgery. This can be paid on the day of the surgery or any day before. We expect that the
remaining balances due will be paid upon receipt of the statement, or al your nexl visit,

If we do not have a contractual relationship with your insurance carrier, we will bill your primary and secondary insurance for
services rendered. If we do not receive payment from either insurance, you will be billed for the entire amount. Please understand
that since we do not have a contract with your plan, we are not obligated to adjust our charges based on your plan’s coverage or
benefits. The entire balance remaining after your primary carrier has paid will be billed to you. Payment or payment
arrangements must be made 10 days after receipt of the statement.

2. Self-pay Patients: We expect payment at the time of treatment for patients who have no insurance coverage. We will do our best to give
you an estimate of the charges prior to your visit. If a surgical procedure is necessary, we will collect 50% of the cost prior o the procedure being
done. Prior to the procedure, ar on the date of the procedure, you will be asked to guarantee payment for the remaining cost by providing IVC with a
credit card number. 11 financial arrangements are needed, you will need to arrange this with our billing specialist.

3. Medicare Patients: We are Medicare participating providers. We will bill Medicare and Medigap carriers. You will be responsible at the
time of service for payment of co-payments and charges for non-covered or cosmetic services. You will be asked 1o sign an Advance Beneliciary
Notice (ABN) form in the event that a service is provided which we know is not covered by Medicare.

11 you have Medicare as well as secondary coverage with a commercial plan that is not Medigap or is an insurance company with which we
have no contract, we will file a claim to your secondary/supplemental carrier. 1T no payment is received from your secondary/supplemental carrier
within 45 days after we file a claim, you will be sent a bill and will be responsible for the balance.

Most insurance companies generally will not give a specific amount that they will pay until a claim is submitted, but we will obtain insurance
benefits before the patient’s initial visit so that we may provide an estimate of what the patient responsibility will be. If you have any
questions about this policy, please contact our office.

CANCELLATION POLICY

i Late Patients: Patients are required 1o be on time to their appointment. I possible, patients should arrive a lew minutes carly to cheek in
and fill out any required paperwork. 1f a patient is more than 13 minutes late for an appointment, the appaintment may be cancelled. Tt will be at the
discretion of the provider and the office staff to determine if there will be enough time to see the patient without making other patients wait. A
cancellation fee may be charged il your appointment has to be cancelled.

2. Cancellation / No Shows:

a.  Prior to an appointment our office will attempt Lo contact you as a reminder of the appointment. If the patient is unable to make the
consultation/ultrasound or follow up/ultrasound, they are requested 1o give a 48-hour (2 day) notice. Our time is valuable and it is
difTicult to fill the cancelled appointment slot on such short notice. If this notice is not given in time, or not at all, then the patient will
be charged $50.00.

b.  Prior to a procedure our olTice will attempt to contact you as a reminder of the procedure. 117 the patient is unable to make the
procedure appointment, they are requested to give a 96-hour (4 day) notice. If this notice is not given in time, or not at all, then the
patient will be charged for the cancelled / missed procedure. (Amounts can range from $100.00 - $400.00, depending on the procedure
that was cancelled / missed.)

(Note: Please be aware that charges for failed appointments and procedures are not covered by insurance.)

Your signature below signifies that you understand and agree to our financial policy, our cancellation policy, and your responsibility
regarding charges incurred in this office.

Patient or Responsible Party Signature Date

1055 No. 300 W. Ste. 308 / Provo, Utah 84604 / 801.357.8776 / 801.379.6800 fax / www.uvirad.com





