


Patient Name: Date of Birth:

HIPAA ACKNOWLEDGEMENT
I have received a copy of the Privacy Rules from Mark E. Baldree, MD and authorize the
following list of people who may receive my Protected Health information. | understand that | may
revoke this authorization at any time by giving written notification to this office.

These people may receive my Protected Health Information:

Name: Date of Birth:
Relationship to patient  Spouse Parent Family Member

Other

Name: Date of Birth:
Relationship to patient  Spouse Parent Family Member

Other,

Name: Date of Birth:
Relationship to patient  Spouse Parent Family Member

Other

May we leave messages regarding office testing and appointments on your answering machine?
Yes No

Signature: Date;
(patient or parent/guardian if patient is a minor)

RELEASE OF INFORMATION
| consent for medical treatment and | have verified the information provided on the Patient Profile
and Patient Medical History. | further authorize the doctor to release any medical or other
pertinent informatin to:
1) Any third party responsible for paying for my care;
2) Any outside peer review or an auditing agency engaged by a third party payer to review my
medical records;
3) Any third party health care service or health care provider responsible for my personal care
including but not limited to hospitals and other involved physicians;
4) Those individuals listed on my HIPAA Acknowledgement form.

The original authorization will be kept on file by Mark E. Baldree, MD. A copy of this release will
be considered as valid as the original.

Signature: Date:

(patient /parent or guardian if patient is a minor)

ASSIGNMENT OF INSURANCE BENEFITS

| hereby direct remittance of payment of all insurance benefits, including Medicare if | am a
Medicare recipient, to Doctor Mark Baldree, for all covered medical services and supplies
provided to me during my care. | understand and agree this ASSIGNMENT of BENEFITS will
constitute a continuing authorization throughout the course of my treatment. 1 understand that |
am financially responsible for all charges whether or not these services are paid by my
insurance.

Signed: Date:
(Patient/Parent/Gardian if patient is a minor)




HEALTH HISTORY

Patient Name

Chief Complaint:

History of present illness:

Location:

Severity

Timing

] Date:
Birthdate Patient #
Quality
(Where is the pain/problem?) (Example: normal versus abnormal color, activity, etc.)
Duration
(How severe is the pain/problem on a scale of 1-5 with 5 being (How long have you had this pain/problem?, or, When
the most severe?) did it start?)
Context
(Does the pain/problem occur at a specific time?) (Where were you at the onset of this pain/problem?)
Modifying factors

Associated signs/symptoms

(What other associated problems have you been having?

Past Medical History

Have you ever had the following:

(Circle "no" or "yes
Yy

[4

(What makes the pain/problem worse or better?, or,
Have you had previous episodes?)

, leave blank if uncertain)

Measles ............. no yes Anemia.............. no vyes Backtrouble.......... no yes Hepatitis ............. no  vyes
Mumps .............. no yes Bladder Infections ..... no yes High Blood Pressure ... no yes Ulcer ................ no yes
Chickenpox .......... no yes Epilepsy ............. no vyes LowBlood Pressure.... no yes Kidney Disease ........ no yes
Whooping Cough ..... no yes Migraine Headaches ... no yes Hemorrhoids ......... no yes Thyroid Disease ....... no yes
Scarlet Fever ......... no yes Tuberculosis.......... no vyes Date of last chest x-ray Bleeding Tendency .... no vyes
Diphtheria ........... no vyes Diabetes............. no yes Asthma .............. no yes Anyotherdisease...... no  yes
Smallpox ............ no yes Cancer .............. no vyes HivesorEczema ...... no vyes (please list):
Pneumonia .......... no vyes Polio................ no vyes AlIDSorHIV+ ........ no  yes
Rheumatic Fever ... ... no vyes Glaucoma ........... no yes InfectiousMono....... no  yes
Heart Disease ........ no yes Hernia .............. no yes Bronchitis ............ no vyes
Arthritis ............. no vyes Blood or Plasma Mitral Valve Prolapse no vyes
Venereal Disease ..... no yes Transfusions ......... no yes Stroke ............... no  yes
Previous Hospitalizations/Surgeries/Serious llinesses When? Hospital, City, State
Medications: (Include nonprescription)
Patient social history:
Marital status Single: Married: Separated: Divorced: Widowed:
~  Use of alcohol: Never: Rarely: Moderate: Daily:
Use of tobacco: Never: Previously, but  quit: Current packs / day:
Use of drugs: Never: Type/Frequency:
Excessive exposure Air-borne
at home or work to: Fumes: Dust: Solvents: Particles: Noise:
Family medical history:
Age Diseases If Deceased, Cause of Death
Father
Mother
Siblings
Spouse
Children
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*%
Review of Systems: Please indicate any personal history below: ALL QUESTIONS MUST BE ANSWERED! rritt

[0 Constitutional Symptoms (] Genitourinary ] Psychiatric
Good general health lately.. . . . . No Yes Frequent urination .......... No Yes Memory loss or confusion ... .. No Yes
Recent weight change ... .. .. . No Yes Burning or painful urination ... No Yes NErVOUSNESS. « . « v v oo e e e vvn e No Yes
Fever........ ... ..o No Yes Bloodinurine.............. No Yes Depression. . ............... No Yes
Fatigue ................... No Yes Change in force of strain : : Insomnia . ................. No Yes
Headaches ................ No  Yes when urinating . ............ No Yes '
[ Eyes Incontinence or dribbling . . . ... No Yes [JEndocrine
Eye disease or injury .. ....... No Yes gldHE{ ;Fg_nes' .............. :o zes I(EJIandl.Jlarta.r htormor_1e Eroblem . mo :{(es
Wear glasses/contact lenses . ... No  Yes exual difficulty. . ........... o Yes xcessive thirst or urination ... No Yes
Blurred or double vision. . . . . . . No Yes Male - testicle pain . ... ...... No Yes Heat or cold intolerance. . . . . .. No Yes
’ Female - pain with periods . ... No  Yes Skin becomingdryer ......... No Yes
] Ears/Nose/Mouth/Throat Female - irregular periods . .. . . No Yes Change in hat or glove size. . . .. No Yes
Hearing loss or ringing . . . . . . .. No Yes Female - vaginal discharge .... No  Yes . .
Earaches or drainage ......... No VYes Female - # of pregnancies v O Hematologlc/Lymphatlc
Chronic sinus problem or rhinitis. No ~ Yes Female - # of miscarriages . . . Slow to heal aftercuts ........ No Yes
Nose bleeds. .. ............. No Yes Female - date of last pap smear Bleeding or bruising tendency .. No  Yes
Mouthsores. .. ............. No Yes Anemia ........ .o No Yes
Bleedinggums.............. No Yes []Musculoskeletal Phlebitis. . . ..ot No Yes
Bad breath orbad taste . .. . ... No Yes Jointpain «........oo.ii.n, No Yes Past transfusion . ............ No Yes
Sore throat or voice change .. .. No  Yes Joint stiffness or swelling . .. . .. No Yes Enlarged glands . ............ No Yes
Swollen glands in neck. . ...... No Yes Weakness of muscles or joints. . No  Yes . .
0 Gardoascuar odepnorcangs o No Yo DOMergclamincoge
E‘ﬁgg tr;l:]bcl)? angina pectoris . . . mg :[(2: Cold extremities . .. ......... No Yes reaction to:
L P gina p e Difficulty in walking . ........ No Yes Penicillin or other antibiotics. . No  Yes
Palpitation. . ............... No Yes Morphine, Demerol
(S)??;it:gesffa?‘f breathW/wa'kmg __No Yes LJIntegumentary (skin, breast) or other narcotics ... ... ...No Yes
Swelling of feet, ankles or hands. No ~ Yes Rash oritching . ............ No Yes Novocain or other anesthetics. No  Yes
Change inskincolor . ........ No Yes Aspirin or other pain remedies No  Yes
] Respiratory Change in hair or nails ....... No Yes Tetanus antitoxin
Chronic or frequent coughs .. .. No  Yes Varicose veins. . ............ No Yes or otherserums. .. ......... No Yes
Spittingup blood . .. ......... No Yes Breastpain................ No Yes lodine, Merthiolate or
Shortness of breath . ......... No VYes Breastlump ............... No Yes other antiseptic. . .......... No Yes
Wheezing ................. No Yes Breastdischarge . ........... No Yes Other drugs/medications:
[J Gastrointestinal [ Neurological .
Loss of appetite . . ........... No Yes Frequent or recurring headaches No  Yes Known food allergies:
Change in bowel movements. .. No  Yes Light headed or dizzy . .. .. ... No Yes
:Zuf:n?h;/;mg: B mg ¥Z§ Convulsions or seizures. . .. - - - No  Yes Environmental allergies:
Paigful bowel movements Numbness or tingling sensations No  Yes gies:
or constipation. .. ........... No Yes Tremors ... No  Yes
Rectal bleeding or blood in stool No  Yes Paralysis . ... No  Yes
Abdominal pain............. No Yes Head injury ............... No Yes

To the best of my knowlege, the questions on this form have been accurately answered. | understand that providing incorrect
information can be dangerous to my health. It is my responsibilty to inform the doctor’s office of any changes in my medical status. |
also authorize the healthcare staff to perform the necessary services | may need.

Signature of Parent or Guardian or Self if Patient Date

Doctor’s Review

Signature of Doctor ‘ Date
MARK E. BALDREE, Mp



Notice of Privacy Practices

To our patients. This notice describes how health information about you (as a patient of this practice)
may be used and disclosed, and how you may obtain access to your health information. This is required
by the Privacy Regulations created as a result of the Health Insurance Portability and Accountability
Act of 1996 (HIPPA).

Our commitment to your privacy

Our practice is dedicated to maintaining the privacy of your health information. We are
required by law to maintain the confidentiality of your health information.

We realize that these laws are complicated, but we must provide you with the following
important information:

Use and disclosure of your health information in certain special circumstances

N

8.

The following circumstances may require use to use or disclose your health information:

To public health authorities and health oversight agencies that are authorized by law to collect
information.

Lawsuits and similar proceedings in response to a court or administrative order.

If required to do so by a law enforcement official.

When necessary to reduce or prevent a serious threat to your health and safety or the health and
safety of another individual or the public. We will only make disclosures to a person or

organization able to help prevent the threat.

If you are a member of U.S. or foreign military forces (including veterans) and if required by
the appropriate authorities.

To federal officials for intelligence and national security activities authorized by law.
To correctional institutions or law enforcement officials if you are an inmate or under the
custody of a law enforcement official.

For Workers Compensation and similar programs.

Your rights regarding your health information

1.

Communications. You may request that our practice communicate with you about your health
and related issues in a particular manner or at a certain location. For instance, you may ask that
we contact you at home, rather than work. We will accommodate reasonable requests.

You can request a restriction in our use or disclosure of your health information for treatment,
payment, or health care operations. Additionally, you have the right to request that we restrict
our disclosure of your health information to only certain individuals involved in your care or
the payment for your care, such as family members and friends. We are not required to agree to
your request; however, if we do agree, we are bound by our agreement except when otherwise
required by law, in emergencies, or when the information is necessary to treat you.



You have the right to inspect and obtain a copy of your health information that may be used to
make decisions for you, including patient medical records and billing records, but not including
psychotherapy notes. You must submit your request in writing to: Mark E. Baldree M.D.,
P.C., Attention Kathleen, 4250 E. Camelback Rd. #K250, Phoenix, AZ 85018

You may ask us to amend your health information if you believe it is incorrect or incomplete,
and as long as the information is kept by or for our practice. To request an amendment, your
request must be made in writing and submitted to: Mark E. Baldree, M.D., P.C., Attention:
Kathleen, 4250 E. Camelback Rd #K250, Phoenix, AZ 85018. You must provide us with a
reason that supports your request for amendment.

Right to a copy of this notice. You are entitled to receive a copy of this Notice of Privacy
Practices. You may ask us to give you a copy of this Notice at any time. To obtain a copy of
this notice, contact our front desk receptionist.

Right to file a complaint. If you believe your privacy rights have been violated, you may file a
complaint with our practice or with the Secretary of the Department of Health and Human
Services. To file a complaint with our practice, contact: Kathleen Smith, MS, RN, Office
Manager/Practice Privacy Officer, 4250 E. Camelback Rd. #K250, Phoenix, AZ 85018. All
complaints must be submitted in writing. You will not be penalized for filing a complaint.

Right to provide an authorization for other uses and disclosures. Our practice will obtain your
written authorization for uses and disclosures that are not identified by this notice or permitted
by applicable law.

If you have any questions regarding this notice or our health information privacy policies, please

Kathleen Smith, MS, RN
Office Manager/Practice Privacy Officer at:
(602) 254-9398

I hereby acknowledge that the office of Mark E. Baldree, M.D., has presented me with a copy of his
Notice of Privacy Practices.

Signature

Name of Patient




