
Richard N. Hess, MD, FACS, PC 
Sven N. Sandeen, MD 
7436 N La Cholla Blvd 

Tucson, AZ 8574 1 
5201297-3 300 

5201888-2698 Fax 

To Our Patients: 

Welcome to our practice! Attached you will find our new patient registration and health 
history information. If you have access to a fax machine, you may return the information 
to us at 520/888-2698. This will help speed you registration process on the day of your 
visit. We advise that you check with us prior to your appointment to confirm receipt of 
your information if you do not intend to bring the information with you to your visit. 
Should you plan to utilize health insurance benefits, please bring the necessary 
information and insurance cards with you. 

Directions to our office: 

Our address is 7436 N La Cholla Blvd. We are located in the La Cholla Corporate 
Center, north of Ina Road, south of Magee and east of Foothills Mall. 

If you are driving north on La Cholla from Ina Road, you will pass by Verizon Wireless 
and Beauty Brands. After passing these two stores, please take the first right hand turn 
into the La Cholla Corporate Center. Drive straight back and you will see our address, 
7436. 

If you are driving south on La Cholla from Magee, turn left at the Foothills Mall Drive 
signal. Proceed to the end of the road and make a right hand turn. We are located a short 
distance on the left side. 



PATIENT INFORMATKON DATE: 

Name (Lash Fimf Initial: Age: 

Address: 

City: Stale: Zip: - 
E-Mail Address: 
Home Phone Number: Work Number: 
What rmmber would you like us to use to contact you? 

Patient Status: I-Mar~icd 2 - S i l e  3-0ther 
4-Separated 5-Divorced 6-Widowed 

Birthdate: Scx: Social Seenrity #: 

Emagency Contact: Emergency Phone: 

Referred by: Primary Care Doctor: 
Address: Address: 
Employ~nent Status: lEmplqred FT 0 2-Employed PT 0 3-Retired k 4-NotEmphyed 5-Student FT 64tudeNPT 

Employer's Name: Phone #: 

Address: 

GUARANTOR MFORMATIONBECONDAIZY ADDRESS (Person responsible for payment of cbargc if not the patient) 

Name: Phone #: 

INSURANCE LNFORMATION: 

PRIMARY INSURANCE: 

Address: Phone #: 

Policyholder's Name: Employer: 

Policyholder's Birthdate: Policyholder's Sex: 

Policy Number: -- Group Number: 

S E r n A R Y  INSURANCE: 

Addrcss: Phone #: 

Policyholder's Name: Employer: 

Policyholder's Birthdate: Policyholder's Sex: 

Policy Number: Gmup Number: 

ASSIGNMENT OF BENEFITS, FINANCIAL RESPONSIBILITY, AND RELEASE OF INFORMATION 

l'l~ereby assign my inmance benefits to be paid directly to RICHARD N. HESS. MD, FACS, PC andlor SVEN N SANDEEN, MD. I 
am financially responsible for n o n - c d  services. I understand rusd agree that if I do not pay my amount in a timely fashion and 
collection saeps become neassary, 1 will be responsible fbr all collection costs including but not limited to, a m  fees and court 
costs. I also authorize the Office a€ RICHARD N. HESS. MD. FACS. PC and SVEN N. SANDEEN, MD m =lease any finnation 
required to process this claim. 

PATIENTIPARENTIGUARDIAN'S SIGNATURE: DATE: 



Richard N Hess MD FACS PC and Svem N. Slndeen, MD 
Welcome to our practice!!! 

Patient Name: Date: 
Date of Birth: 

To assist us with your care please complete the following health information: 

What is your height? What is your weight ? 

REMEW OF SY- - Please check any gumnr symptoms: 
General Shin HEENT 

Fever - Rash - Wears glassed 
- Recent weight loss - Lbs - Other cootacts 

- Hearing loss 
- Recent weight gain Lbs RT LT 
- Night sweats - Other 
R e ~ b r y  Beast Cardiovasnlm 

Oxygen at home - - Breast mass - Hi of heart attack 
- Hx of asthma - Breast pain - Hx of heart failure 
- Chronic lung disease - Breast swelling - Pacemaker 
- Other - Other - Chest pain current 

- Other 

GtwWhtedrral Mnsculoskeldal 
Abdominal pain Joint painlstifFaess 

NcrvdogZd 
- - - Headaches 
- AWominal mass - Musclepainlstii?hess - Hi ofstroke 
- Other - Swelling of extremities - Hx of tremor 

Other - - Numbness 
Location 

- Memory loss 
p s U e ~  Edbcdme Hematology 
- Depression - Heat intolerance - Excessive bleeding 
- Panic attacks Cold intolerance - Abnormal bleeding 
- Frequent crying - Other - Blood clots 
- Other - Anemia 

- Easy Bruising 

H ~ y o u h a d a p e ~ ~ ~ 0 w g h f a m u r e I k 4 n 3 ~ ?  Y s  No 
rfyeb, k p  bem cr)wghi- up Mocnly qwtnm? . Yes No 



PIllJent Name Date of Bid& T-'s Date 

Do ytm have my memtcafion sUrrgies? If so, which ~ t a t i o l l s  and what is the 
ma&#? 

Immunjzation: Date of last tetanus booster: 

Fanoily H m  - Skincancer Type: - Bleeding tendencies - High blood pressure 
- Caaoea Type: - Heart disease - Other 

Pard Medical Hidory -Please check a n y m  illness: or Diagnosis 
- Abnormai lab results - Heat disease 

Describe: - Hepatitis 
- Anemia - High blood pressure 
- Arthitis - HN positive 
- Asthma - Kidney disease 
- Bleeding Tendencies - Lung disease 
- Blood Clots - Mental Illnes~epression 
- Cancer - Stroke 
- Diabetes - Thrombophlebit is 
- Drug addictions - Other 

Pasr SurlpicaV History: 
Type of surgery Year 

SocialHistmy: 
Do you smoke? Yes No Quantity Have you ever? 
Alcohol Consumption: None Occasional Moderate Heavy Quantity: 

Patieat Name: 



The foIlowing is an e x p W o n  of our financial policies and expectations. Please take a fkw 
momcnts to d these policios aiit will describe your rcspom'bilities for the handling of your 
account. We ask tbat you pay the patient responsibility portion of your dqy!s at the time 
service is rendered. Pkaac ask k assistance if you have @OIIS. 

Medicare 
We accept Medicare assignment. This means we wupt what Medicafe has determined to be 
allowable foa services rendered. Medicare will pay 80°. dthe allowed charges and you will be 
mpomible for 20% plus any amwd deductible not met. As a courtesy if secondary insurance is 
provided, we will bill your secondary carrier b. Uwe bave not received payment after 30 
days the account may be convated to patient responsibility. 

HMOIPPO P l m  (tbat we a n  contracted witb) 
Yaur -payment and deductible are due prior to -us being ren- If your plan q u i n s  a 
written r e f d  from your primary can physicim it is your qmmibi l i i  to obtain a valid ~~ prior to your scheduled appointment. 

Other lmurance Plurs Includinl H e m  Savings AccountrlMcdicd Savings Accounts 
As a courtesy to you we file insurance claims. We may raquire a payment of 50% of the 
estimttd charges prior to some procedures andfor services. Tbe remaining payment is due at 45 

if the insuraoce company has not made payment. When services r e d e d  are expected to be 
less than $500.00 WE may require p a w  prior to service b e i  llendcred. 

Third Party /Attorney Reqaestad Viits 
We do rot accept krs as payment. You are responsible fot payment of your account at the time 
ofsemk. 

Workman's Compensation 
Yau are responsible fw notifying your emplayer of your injury and fin pmviding us with the 
billing i&mu&rn. U your claim is denied for any reason, you m responsible for payment. 

Sdf-Paycosmetic 
If you am payinghr your accamtwithout utilizing a farm of insumme, we ask that you pay for 
your afiice visits and procedures at the time of service. Fees hr owmetic suqery are to be paid 
seven days prior to surgery. 

L cede thrt I have reed and fully understlad the financial policies of Richnrd N. Hers, 
MD, FACS, PC and Snen N. Siadcen, MD. I rerlire tbrt I am rapowibk for mny cbargcs 
and tbrt any ~01ltction or attomy's fecs d l  be c b q c d  to me in the event my account b 
not paid in full na dgeribed in the terms and conditions described above I also understand 
tbere is a $25.00 charge on each returned check 

Pabient Signature: Date: 



I acknowledge that I have been given the opprtautity to review and request 
a copy of this o m e  's Notice of Privacy Practices. 

-- "--- 

patient or IegaIb mfhorized signature Dafe 

- 
Printed name %htionsh@ 

(ifnol patienl) 

CONGRATULATIONS!!! YOUhY V;E NO W COMPLETED OUR 
PA PER WORK. 

ATllSlCHED IS A COPY OI: OUR NOTICE OI; PRIVACY PRACTICES 
J'OR YOUR RE ViEW. PLEASE LfiT IJS KNO W I .  YOU WOIJLD LIKE A 
COPY. 



Richard N. Hess, MD, FACS, PC and Sven N. Sandem, MD 
Notice of Privacy Practices for Protected Health Information 

TBlS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU 
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO 

THIS INPORMATION. PLEASE REVIEW CAREFULLY 

~s~~requirodbyf~~on.known~thcHIPMPrivscyRule.tomalnEainthe~vafy of 
your Mtb Mimution and to provide you with mtice af its legal duties and privacy practicas This d c e  
will nd we or disclose your baaltb infomnticn except as desmib#i in tbis Notice. 

7% dike is pemittu3 by W e d  privacy laws to make uses and didosms of your beatth infbrmation fix 
purposes of treahnen~, payment and baallh care operatim. ProtectPxl h d h  i r d i i  is tbe inZonoation 
wec~ate l ladobla in ia~aurserv ices toyou.  T b e b e a E t h ~ o n ~ u t y o u i s ~ i n  
a medical record aad on a cmputa. Such information may include doamacing your symptoms, medical 
histmy, examination and test rermlts, d i m ,  treetmenl and applying tbr Zlmve can or treatmaat It atso 
inchdeo billing (loctment~ for those SCNices. 

ErPmplea of uses of prrr heaJth inknuation for bc*tacnt pnrporer a m  
A medical assisaM oWn6 timmmt Mommion about you and ncords it in a Mth rcand 
During~caurseoiyoor~Dr.Hess~hewill~taconsultwitbsnozber 
spedalistintbearca. Hcwill~tbeinformationwith81Ch~andobfainhidhQinput. 

Example dme d your health idhmth kr pnyment prpoaea: 
WesubmitmquestsforpaymattoyourheaW~company(s). Tbehealthiasurancew 
(a dher business associate helping us obtain w) requests hcaltb information tl.om us regarding 
medicalca~~givcn. Wewillpaavide~tothrmaboldyouaadtbccaregiven,wfnichmay 
inJltde~opiesm~ofyourmedical~whicharenecessaryforpymentofyouraccount 
For example, a abill sent to your heaEth insurance armpimy may include i n f b d o n  that identifies your 
dieeaogisandtbepmcddaresandmtppliesused. 

Eumple of we el your bcriltb M&on tor brltb eur ope- 
Weobtainservices~ourinsurersoroolerbusinessassociabes(anindividnalordtyunder 
contractwithusto ~ o r a w i l r t w  i n a ~ o r ~ t b a t ~ m I e s t b e u s e  ordidome 
of health hfbmion) a h  as quality assessmerrt, quality impmEma4 Outc-om e v h w  PrOtoc~l 
and clinical guideline devdopmnt, td&g training m&&abg 

. . , medical tmmuiption, medical 
review, legal ranias and imumce. We will share health idbmwhn about you with our insum1s or 
atbabashwsassodatcsa~necessarytooknin~#Nicts. Weraquirtouriaancnraaddhtr 
busioeseassociadestopmtedtbe~~~tyofyour~indonarrtion 

Your H d t b  Wbmatbn lUgbtr 
l b  h d h  and bililliqg records we miW& are the plydctil property of Rich& N, Hem, MD, PAC$ PC 
and Sven N. Sandecn, MD. The i n f d a n  in it. however, belongs to you. You have a right to: 

~sta~moncertain~spsddiscloarresofyourhtahhinfo~nbydeliveringthc 
re~~inwribingtoour~-wearenotreq~togrclldthere~uestbutwill~ywithany 
-gnmtcd; 
Obtain a paper copy of tb Notice of Privacy Practices for P r o t d  Health I n f o d o n  CNOticece') by 
makingarequestatour&e; 
Rcqueet that you be a l l d  m inspect and d v e  a copy of your medical record and billing record - 
you may exerci~ this right by delivering the mqwd in writing to mr a c e ;  
Apptal a denial of aams to your protected heaEth informstion accept in miain circumstances; 
~ c a t h e t y o u r m e d i c a l ~ b e ~ b ~ i n c o s l r p l e t e o r i a c O ~ ~ 0 n b y  
dclivaingawritteoraquest.M~anasoatosupport~mourofficc. (WearenotreqWto 
make such mendnmtsk 



Fileastatemanofdi~ntifyouramendmentisdeaie4andnquirethattbe~for 
amdment and any denial be a- in all future discbsrues of yous protected intbmaian; . Obtain an accomrtiag of disclosuns of your health infomation as required to be maintained by law by 
deli- a written request to our afke. An account@ will not indude uses and disdoenues of 
i n f a r m a t i a n f o r b # l 0 m a d , ~ a r h e a h b ~ ~ o n s ; d i s d ~ o r ~ m e d e t o p o r ~  
at yourrequest;-or-made- toanaurhiaiticmsignedby ym; ortohimily 
membersorfricndsar~rel~toQlatpa.~on'sinw,~inyourcareorinpaymenk~such 
me; or uses or disclomum to aotify family or o h  mponsible for you care of your locatioq 
condition, or your dtath; we may charge a ast4maed fec for more tht one accounting in a 12-rno~lth 
period; 
Rapcat h i t  d d e n t i a l  amrmMicatioa of y w  health intbrmtim bc made by altenWve means or 
at analtaaatSvc locationbydtlivning tbeqnestinwritingto am-, 
Revoke authorizations that yorr made previously to use or didodic i&rmatkn except to the cxtult 
infomaion or d o n  has already been taken by delivaing a written revoation to Our &a. 

Tf you want to m r c k  any of the above rights, please con~act Tina asen, Offfce Ma~ger ,  Richard N. 
Hess, MD, PAC$ PC and Sven N. Saodeen, MD, 5201297-3300.7436 N. La CimUa, Tucson, AZ 85741, 
inpaaonarinwriting,&&gnormal~~~hwrs. S h e ~ p s a v i d e y o ~ w i L h s s d a a a c e ~ t h t ~ t o  
taloe to exercise yaur rights. 

You bwe the rigbt to rwiew this Notice before signing the acknowledgment authorizing use and 
disclowln d y m  pmtected healthhtlmatbn fbr treatrned. payment and healthcare opxa t io~~  pnrposcs. 

Oar l;lerpwdblllt&a 
Thisodficeisnquiredto: 

M a i n t a i n t h e p r i v a c y o f y o u r b e a h b ~ o n a s ~ b y l a w ;  
PmviQeyarwitha~aetoarrduti~sldprivacy~~osastotheiaC~onwecollectand 
maimin gbOOt you; 
Abide by tbe terms ofthis Notice; 
Not* y o u i f w e c a u m t ~ a ~ ~ ~ o r ~ t ; a s r d  . Aammnodate your d l e  quests regarding methods to communicate health hfbnmth with 
you. 

We reserve tbc right to armad chaoge, or eliminate provisions in our privacg practice a d  axas pmdaes 
aadtoenaanewgrwisio~reganlingtbe~~bcalthinf~amslionwmaio$ia. Ifourinformation 
practices change, we will amnd an notice. You are entitled to d m  a tcvised copy of thc N&ce by 
calling and reqaesting a copy of ow "Notice" or by visiting our oflice and picking up a copy. 

If you have questfcms, would like a d d a i d  infbdm want to tcport a poblem rcWd@ Ihe bandling 
of ycur ' a if you believe your privacy rigbts have been violated a d  wish to file a Written 
rnmpM=office. please contact Tina- Office Manager, 52OIZ97-33W, 7436 N. la (hch, 
~n,AZ85741. ~oumayalso6i leacompWby~~ore-mai l iog~totheSacreEaryofH~~ 
a a d H u u l a u ~  

We~t.andwiRnot.re~uireyoutowaiveyw~tsunderlheRivacgRuieiad~tbcrightto 
file a contplab@ with the Secre$ry of Health end Hmnan Wces (HHS) as a condition of receiving 
treatoleat-mwodticc. 
We cannot, and will nor, retaliate against you for fWae a oomphht with tbe Secretary of k l t b  and 
Humanselvices. 



Otha Didamma nnd User We Can NWre Withmt You Wdtten am tho^ 

mcsl ion  ofFamily/FricDds 
U h  You ObbX we di* your protected bepith iofannation to notify, or assist in 
m- a h i l y  mcmbcr, md -atathe, or u h r  jmmo responsible fix your care, about 
~our~on.andaboutyourgrmaalaooditian,oryourdeath. 

Co-on with Family/FriienQ 
Us@ out bestf- we may di6~108e to a fiunity member, other relative, close persod fMad, or 
any other ptm Yon id-. health Mlwmation r e l e  to that pasan's involvement in your can or 
in payfnent for such care if you do not object or in an emergency. 

DisesterRelid 
Wermrynaeanddiscloaeyovr~~~to8s&mdisesterreUefefI~ 

Emproyf= 
Wemayreleaseheeltbinto~anaboutyo~to~arremPloyerif~pIwide~carescrvicesto 
yon at the Fequest of your employer. and the health care services m provided either to conduct an 
~ O n r e I a d l l g t o m e d E c a l  survcillancc~the~laceortotval~whethcryouhaveawark- 
rclatediJInessarirdmy. Jnauch~wewi l lg iveyouWri~ennot iaeofsuJlre lcaseof  
infomaion to your employer. b y  Aay didiscloanea to your employer will be msde only i€ you 
execute aa authmizaton GDr the releasc of thn idonmion to your employer. 

DeceasedPersons 
We may disclose your Mth inkmath to funeral dkctors, medical examinefa or CO- 
consistcat with applicable law to allow them to cany out tbcir duties. This may be n&xsmy, for 
exmple, to ideatiQ a deceased pason or datermiae the cause of death, We may also r e b  health 
Wnnation about patids to funaal dimdo= as necwrsarg for them to wrry out thei~ duties. 

O r g a I l P r o w a n e n t O r ~  
o Consisbent with applicable law. we may disclose your heallh i n f o d o n  to organ pIucmment . . ~ o r o ~ e m i t i e s ~ i n t h e p r o c u n e m e P f ~ o r ~ 0 n d o r g s n s T o r  

tbepwposeoftissue domtionaadtransplant. 
Reminders, Nknktting and llmlmot Altematkcb 

~emayc0ntsdyoutopwi&yollwitfiappoiatmcmranindas,with~n~~bout~ 
a l ~ e s , o r w h h ~ a n a b o u t o t b c r ~ ~ b c n e t i t l r a n d & ~ t h a t ~ b e o f i o t c n s t  
to you. We may also enammgc you to purchase a product or service when we see you We will nat 
disclose your health information without your written a u ~ o n  

Foodandm -on . ~emaydiscbtotbe~DAyanrhealthinfonoiationre~toedvwseevaolsWithrespccttofiood 
m p p s c ~  poducts and praducr de&c&. or poet-mketing s u d I l m  intiormation to d l c  
p r o c h r t n c a l l s , ~ o ~ n p -  

Wohets'CompeQSation 
I f y o u a r t s t d d n g c o ~ ~ 1 ~ W o r l r m ' C o r n ~ w e m a y d i s c ~ y w r ~  
information to the extent mcessary to comply with laws relating to Warkars' C o m ~ t i ~ n  

Public Health 
As laquid by law, m may Wdis~o# your hcaltb Mbmution to pclblic health or legal authorities 
charged with p m e d n g  or controlling disam, injury, or rlisabm to repott reactions to medications 
or problems with pttduc@ to notify people of recalls; to miW a person wtry q have been @ 
to a discasc or wbo is at risL for coatrPcting or spmding a dims3 or mnditicm 

Abust!, Neglect and DomcstiE Violace 
~ c ~ ~ e y o u r h e a l l h i n f o r m z t i m t o p r b l i c a t l t h o r S t i e s a s ~ e d b y I w v t a r e p o r t ~ ,  
neglect, a &ma& violelace. 

SiinSbaes 
We may use and disclost your healIh infomatian by having you sign in wben you arrive at ow officre. 
WemayalPodloutyournam~weannadyto#ey~u.  

Inmates 
~~~ou~aninmateafa~ooal~tutio11orlndertheaastodyofahwetrfbrcementaf8m,wt 
may disclac to the bfitimim at law a&mment OIlBdal henhb Jnformation nccwsarp for ynn hwhh 
aod the health and saddy of dhet iadividuals 



Law Enforcemnt 
We rmry disclose your heaUh i n f o ~ m  for law enforcement pwposes as raquired by law, such as 
whenraquiredby acant-fori&atificationofavkdmofacrime ifceztainpotoctive 
lepdremuasarpmet;b~aaimeonow~,to~~aimcinemrgeades; andaha 
appmp&e M o n s b y  law. 

HesWovcmight 
W e  may M a e  your health i n f i n  to appropriate heattb oversight agencies or far health 
o v e w  activitic8. 

JudkiaVMstrativc Pmudhgs 
W e  may disclose yoar health infonaation in the a~lrse of any judicial or amnini-ve promding as 
dowtxlorrequjredbylaworasdimctedby apropcrcautardaor hrcsponaetoasubpocm, with 
y o s y a r d h o r h a t i o a , ~ e r y r e q u E s t o r c t h a l a w f u l ~ i f c e n a i n s p c d f i c ~ a r r m n  ~~ 
To avwt a serious ~lnwt to hem or safL?ty, we may diddisclase your health M o 1 1  coasistaat with 
applicable law to prevem or lessen a saiaa9, imminens threat to lhe h d t b  or s&y of a person or the 
public. 

For s w  Govcnrmeatal F d  
~ e ~ ~ o s e ~ m h e a l ~ ~ ~ n f i r ~ . l r r l ~ ~ ~ m c t i o a g a s a r d b a r i z e d b y l a w  
ouch as to armed farcee pcrsaanel, for nadanal d t y  pupom, or to public assi$rmce pognrm 
pasormel. 

OUlaU#s 
~oseseaddisc~dparh~inf~basideotboseidentifiedintbisNoticewillbe 
madcoaly milrothav iae~byIaworwl thyourwri#cn~andyoumaynvokethe  
au&&ationaspLtvi~peOvidOdinthi6Noticc. 

Research 

- - 
tbe *cyofyourpmtectcdhcaltb i n f ' n  

J a c b r o & & e U c t l l b ~ k ~ ~ d h  acavttuf d L c d l 9 a r r ' s N o l i c r o f P H t r w ~  

Patient or legally autho&d siptm Date 


