UTAH COUNTY SURGICAL ASSOCIATES, P.C.

SA 3550 NO. UNIVERSITY AVENUE, SUITE 250 NEW PATIENT INFORMATION
vuCouny g Asodues — PROVO, UTAH 84604 (801) 374-9625

PATIENT
All new patients Complete this section if patient is not the guarantor
Last Name First Name Last Name First Name Relationship to Patient
Spouse Parent Other
[u] [u] [u]
Address Address
City ST Zip City ST Zip
Primary Phone Phone 2 Phone 3 Primary Phone Phone 2 Phone 3
Email Address Email Address
Social Security Number Date of Birth (MM-DD-YY) Age Sex Social Security Number Date of Birth (MM-DD-YY) Age Sex
oM OF oM OF
Emergency Contact Emergency Phone Emergency Contact Emergency Phone
Marital Status Maiden Name Marital Status Maiden Name
OsS OM OW OOther Os OM OW OOther
Patient Employment/Student Status Guarantor Employment/Student Status
O Employed O Student O Part-time O Full-time O Employed 0O Student O Part-time O Full-time
Occupation Occupation
Employer or School Phone Number Employer or School Phone Number

Please list any known allergies

REFERRING DOCTOR

Last Name First Name Referring Doctor’'s Phone Number Primary Care Physician?

O Yes O No

INSURANCE INFORMATION

Primary Insurance Secondary Insurance Other Insurance

Insurance Company Phone Insurance Company Phone Insurance Company Phone
Subscriber’s Name Subscriber's Name Subscriber's Name

Subscriber’s Birthdate Subscriber’s Birthdate Subscriber’s Birthdate

Social Security Number Social Security Number Social Security Number

Insured ID (Policy No.) Group/FECA# Insured ID (Policy No.) Group/FECA# Insured 1D (Policy No.) Group/FECA#

AUTHORIZATION TO RELEASE MEDICAL INFORMATION AND BENEFITS:

1/We hereby authorize Utah County Surgical Associates, P.C. to release any medical information that may be necessary for either medical care or in processing insurance
for financial benefit. I/We will be responsible for payment for the services rendered, and furthermore agree to pay attorney fees, court costs, collection and filing fees,
including charges or commission up to fifty percent that may be assessed to us by any collection agency retained to pursue this matter. I/We further agree to pay interest
at the rate of 1.5% per month (18% per year). I/We understand and agree that I/we are financially responsible for all deductible amounts, Co-insurance, non-covered
services or services deemed as “non-medically necessary” by my third party insurance carrier.

Patient/Guarantor Signature Date Spouse Signature Date

MEDICARE PATIENT AGREEMENT:
| request that payment of authorized Medicare benefits be made on my behalf to Utah County Surgical Associates for any service rendered to me by such provider. This
authorization will remain in effect until | choose to revoke it in writing.

Signature Date




UTAH COUNTY SURGICAL ASSOCIATES, P.C.

UC SA 3550 NO. UNIVERSITY AVENUE, SUITE 250 RECEIPT OF PRIVACY NOTICE
oarc “ PROVO, UTAH 84604 (801) 374-9625

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

| hereby acknowledge that | have received and had an opportunity to ask questions concerning
the above named practice’s Notice of Privacy Practices.

Dated:

Signed:

Patient or Patient’s Representative

Print Patient's Name:

If signed by Representative, state name of Representative.

Representative:

Relationship to Patient:

P1012
REVISED 10/24/04
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