
301 E. Bethany Home 
Rd Suite C-172

Phoenix, AZ 85012

Phone: 602-477-9422 Fax: 602-675-0924 

Prestigemedicalcareaz@gmail.com
Prestigemedicalaz.com 

Patient Registration Form 
Please fill out form completely. See back of this form for Notice of Privacy Practices 

Patient’s First Name: ____________________________________M.I.________ Last Name:_______________________________________ 

Date of Birth:_________________________ Sex: ❑Male ❑Female Social Security #:_________________________________ Marital 

Status: ❑ Single ❑ Married ❑ Divorced ❑ Widowed ❑ Separated 

Address:_____________________________________________City/State/Zip:_________________________________________________ 

Home Phone:_________________❑Okay to leave message Cell Phone: _________________❑Okay to leave message or receive text message upcoming appointment reminders 

Email:________________________How did you hear about us?____________________ Reason for visit:___________________________ 

Emergency Contact: ____________________________Relationship: _____________________Phone #______________________________ 

Based on government regulations we are required to ask the following information: ❑ I prefer not to answer 

Race:  ❑American Indian or Alaska Native ❑Asian ❑Black ❑Native Hawaiian or Other Pacific Islander   ❑White   ❑Other 

Ethnicity:   ❑Hispanic or Latino ❑Not Hispanic or Latino Preferred Language: _________________________________

Are there any Cultural, Religious or Personal Beliefs that would influence the course of treatment ❑Yes(if Yes please describe) ❑No 
__________________________________________________________________________________________________

Guarantor Information: ❑Check if same as patient information. Relationship to Patient:___________________________________ 

Name:_______________________________ Sex: ❑Male  ❑ Female  Date of Birth: ___________________ SSN:_________________

Street Address:_________________________________________________City/State/Zip:________________________________________

I acknowledge full financial responsibility for any services rendered and I understand that the payment of charges incurred in this office is due at the time of service. I 
also understand that the charges not covered by insurance remain my responsibility and assign insurance benefit to this office. In the event that my account is turned 

over to collection agency, I agree to pay all fare fees (2% compounded monthly), costs of collection fee (up to $250), and attorney’s fees and all court costs, if any. 

 X: ____________________________________________________________________ Date: ________________________________ 

Patient/Guarantor Signature 

 Insurance Policy Holder 

 Policy Holder’s Name: ________________________________________________Policy Holder’s Date of Birth: __________________ 

Your relationship to the Policy Holder: ❑Child ❑Spouse ❑

 Authorization (Optional) 

By providing this authorization release my Personal Health Information (PHI) to the following individual(s), I understand that the authorization is voluntary and is 

being done at the request of the patient. I understand that I also may refuse to sign this authorization and my treatment and/or payment obligation with not be 

affected. I understand that the health information to be obtained and released may be subject to re-disclosure by the recipient of the health information and no 

longer protected by the Federal Privacy rules. I understand that I may revoke this authorization at any time by notifying Prestige Medical Care Corporation in 
writing, but if I do, it will not have any effect on uses or disclosures prior to the receipt of the revocation. I understand that this authorization is for six (6) years 

until specified otherwise. I hereby authorize Prestige Medical Care Corporation to use and disclose health information to the following:

Name: __________________________________________________________ Relationship: __________________________________________________ 

Name: __________________________________________________________ Relationship: __________________________________________________ 

Consent for Treatment: I, the undersigned, consent to the care and treatment by the attending physician, his/hers associates or 

assistants. I acknowledge that no guarantees have been made as to the effect of such treatment. 

X: ______________________________________________________________________________ Date: ________________________________________  
Patient/Guardian Signature 

Other

Policy Holder's Soc. Security #:_________________________________________  

Name of Employer: ____________________________________ Employer Address:________________________ City:____________ State:______ Zip:______   

Name of Insurance Company: ________________________________________ Ins. ID#:_______________________ Ins. Group#:_______________________ 
How much is your deductible:______________________ How much have you used:_______________________ Max Annual Benefit:_____________________

Additional Insurance:________________________ Name of Insured:_______________________________ Ins: ID#:____________ Ins. Group#:____________



Notice of Privacy Practices 
This notice describes how medical information about you may be used and disclosed and how you can get access to this information.  
PLEASE REVIEW IT CAREFULLY. 

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this Notice about our privacy 

practices, legal obligations, and your rights concerning your health information (“Protected Health Information” or “PHI”). We must follow the privacy practices that are 

described in this Notice (which may be amended from time to time). For more information about our privacy practices, or for additional copies o this Notice, please contact 

us using the information listed at the end of this Notice. 

I. USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION: 
a. Your PHI may be used and disclosed by the physician, our office staff and others outside our offices that are involved in your care and treatment for the 

purpose of providing health care services to you, to pay your health care bills, to support the operation of the business, and any other use required by 

law. We may use and disclose PHI without your written authorization for certain purposes as described below. The examples provided in each category 

are not meant to be exhaustive, but instead are meant to describe the types of uses and disclosures that are permissible under federal and state law.

i. Treatment: We may use and disclose PHI in order to provide treatment to you. For example, we may use PHI including your medication history, to

diagnose, treat, and provide medical services to you. In addition, we may disclose PHI to other health care providers involved in your treatment.

ii. Payment: Under federal law we may use or disclose PHI so that services you receive are appropriately billed to, and payment is collected

from your health plan. By way of example, we may disclose PHI to permit your health plan to take certain actions before it approves or pays

for treatment services. Under Washington state law, release of PHI to health plans require an authorization provided by you to us or to your 

health plan. We may contact the Guarantor for your visit in order to obtain payment.

iii. Health Care Operations: We may use or disclose your PHI in order to support our business activities. These activities include, but are not limited to

business associates, quality assessment activities, internal investigations, performance reviews, and training employees. In addition, we will use a sign in 

sheet at the registration desk where you will be asked to provide your name and date o birth. We may also call you by name in the waiting room when the 

physician is ready to see you. We may use or disclose your PHI to contact you to remind you of an appointment, to notify you of test results, to inform you 

of health-related services that may be of interest to you, and to check on your treatment, progress, and satisfaction with our services.

iv. Required of Permitted by Law: As required by law, Public Health issues as required by law, Communicable diseases, Health Oversight, Abuse or 

Neglect, Food and Drug Administration requirements, Legal Proceedings, Law Enforcement Concerns, Funeral Directors, Organ Donation, Research, 

Criminal Activity, Military Activity, National Security, Worker’s Compensation, Inmates and other required uses and disclosures. Under the law, we must

make disclosures to you and when required by the Secretary of the Department of Health and Human Services.

b. Permissible Uses and Disclosures That May Be Made Without Your Authorization, But For Which You Have An Opportunity to Object

i. Family and Other Persons Involved in Your Care. We may use or disclose health information to notify or assist in the notification of (including 

identifying or locating) a family member, your personal representative or another person responsible for your care, of your location, your general

condition, or death. If you are present, then prior to use or disclosure of your health information, we will provide you with an opportunity to object

to such uses or disclosures. In the event of your incapacity or emergency circumstances, we will disclose health information based on a

determination using our professional judgment disclosing only health information that is directly relevant to the person’s involvement in your

healthcare. We will also use our professional judgment and our experience to make reasonable inference of your best interest in allowing a 

person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health information.

ii. Disaster Relief Efforts. We may use or disclose protected health information to a public or private entity authorized by law or it’s charter to 

assist in disaster relief efforts for the purpose of coordinating notification of family members of your location, general condition, or death.

c. Other Permitted and Required Uses and Disclosures: Use or Disclose of your PHI for marketing or sale of your PHI to third parties will be made 

only with your authorization. Once given, you may withdraw authorization at any time in writing.

II. YOUR INDIVIDUAL RIGHTS 
a. Right to Inspect and Copy. You may request access to your medical records and billing records maintained by us in order to inspect and request copies

of the records. All requests to access must be made in writing. Under limited circumstances, we may deny access to your records. Under federal law, you

may not inspect or copy psychotherapy notes, information complied in anticipation of, or use in a legal proceeding, and PHI that is otherwise prohibited.

We may charge a fee for the costs of copying and sending you any records requested.

b. Right to Alternative Communications. You may request, and we will accommodate, and reasonable written request for you to receive PHI by

alternative means of communication or at alternative locations.

c. Right to Request Restrictions. You may ask us not to disclose any part of your PHI for the purposes of treatment, payment, or health care operations. Your 

request must be in writing and state the specific restriction requested and to who you want the restriction to apply. If you have paid for your services in full and ask

us not to disclose your visit to your insurance company, we will honor that request. We are not required to agree to any other restriction that you may request.

d. Right to Accounting of Disclosures. Upon written request, you may obtain an accounting of certain disclosures of PHI made by us in the last six years.

This right applies to disclosures for purposes other than treatment, payment, or health care operations, excludes disclosures made to you or disclosures

otherwise authorized by you, and is subject t other restrictions and limitations. We are required by law to notify you if your unsecured PHI is breached.

e. Right to Request Amendment. You have the right to request that we amend your health information. Your request must be in writing, and it must explain why

the information should be amended. We may deny your request under certain circumstances. If we deny your written request for amendment, you have the

right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and provide you with a copy of any such rebuttal.

f. Right to Obtain Notice. You have the right to obtain a paper copy of this Notice by submitting a request to the center’s Compliance Officer at any time.

g. Questions and Complaints. If you desire further information about your privacy rights, or are concerned that we have violated your privacy rights, you 

may contact the center’s Compliance Officer. You may also file a written complaint with the Director, Office for Civil Rights of the U.S. Department of

Health and Human Services. We will not retaliate against you if you file a complaint with the Director or with our office.

III. EFFECTIVE DATE AND CHANGES TO THIS NOTICE 
a. Effective Date. The Notice is effective on August 15, 2013.

b. Changes to this Notice. We may change the terms of this Notice at any time. If we change this Notice, we may make the new notice terms effective for

all PHI that we maintain, including any information created or received prior to issuing the new notice. If we change this Notice, we will post the revised 

notice in the waiting area of our office and on our website. You may also obtain any revised notice by contacting the center’s Compliance Officer.

I have reviewed the Prestige Medical Care Corporation Notice of Privacy Practices and understand that I may request a copy of the policy at any time. 

SIGNED: ___________________________________________________________________________________________DATE: _________________________________________ 

Prestige Medical Care Corporation 



Patient Medical History
Today’s Date: 

Date of Birth: Patient Name: 

PRIOR PROCEDURES/SURGERIES

ALLERGIES (include medication, food, latex and environmental allergies) No Known Allergies

CURRENT MEDICATION (include non-prescription products)  No Current Medication

PATIENT HISTORY No Past Conditions

Heart disease Severe headachesAnemia or other blood disease Neck pain

High cholesterol StrokeStomach disease Sleep apnea

Diabetes DepressionCancer (past or present)

High blood pressure SeizuresThyroid disease Back pain

Lung disease Blood clotsKidney, bladder or prostate disease

CHECK ANY CONDITIONS YOU ARE CURRENTLY BEING TREATED FOR OR HAVE HAD IN THE PAST:

Approximate Date

Approximate Date

Approximate Date

Approximate Date

Surgery

Surgery

Surgery

Surgery

PREVENTATIVE SCREENING

Yes

Yes

No

No

Have you had a mammogram?.....................................

Have you had a colonoscopy?.......................................

When was your last menstrual cycle?.........................

If yes, date: 

If yes, date: 

1. 

Allergy to:

Severity:

Reaction:

1. 2. 3.

WOMEN’S HEALTH

3. 5. 7. 

2. 4. 6. 8. 

Date:  

Mild Moderate Severe Mild Moderate Severe Mild Moderate Severe

Pharmacy Name: Location: 

PREFERRED PHARMACY NoYes



 per week

If yes,  per day,   years of use

If yes,  per day,   years of use

If yes,  per day,   years of use

]

OTHER HEALTH ISSUES

IMMUNIZATIONS

Yes

Yes

Yes

Yes

No

No

No

No

Beer Wine Liquor

Yes

Yes

No

No

Yes No

Do you drink alcohol? ...............................

Influenza (18 years of age and older)?........................

Pneumoccal (65 years of age and older)?..................

Tetanus?.................................................................................

Do you use an e-cigarette? .....................

Marijuana / recreational drug use? ......

Do you smoke cigarettes? .......................

If yes, date: 

If yes, date: 

If yes, date: 

FAMILY HISTORY

High Blood Pressure Diabetes Cancer N/AOther (please specify) __________________

High Blood Pressure Diabetes Cancer N/AOther (please specify) __________________

High Blood Pressure Diabetes Cancer N/AOther (please specify) __________________

High Blood Pressure Diabetes Cancer N/AOther (please specify) __________________

High Blood Pressure Diabetes Cancer N/AOther (please specify) __________________

High Blood Pressure Diabetes Cancer N/AOther (please specify) __________________

High Blood Pressure Diabetes Cancer N/AOther (please specify) __________________

High Blood Pressure Diabetes Cancer N/AOther (please specify) __________________

Mother:

Brother:

Father:

Sister:

Grandmother (M):

Grandfather (M):

Grandmother (P):

Grandfather (P):

Patient Medical History —  Page 2 Today’s Date: 

Date of Birth: Patient Name: 

Do you use other forms of tobacco? ..... Pipe Cigar Snuff/ChewYes No
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