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Thank You for making an appointment with our office.   
 
 
Your appointment is scheduled on _______________________at _____________AM/PM.  Enclosed you 
will find New Patient registration forms and a map to our office.  Please have your paper work filled out 
in its entirety, prior to arriving for your appointment, as this will help to facilitate your check-in.  We also 
ask that you please arrive 30 minutes early to your scheduled appointment time to allow proper check in 
to occur.   
 

List of Additional Information Needed: 

 Insurance card and Photo ID 

 Current list of medications, including dosage 

 List of Medication Allergies 

 Personal E-Mail  

 General Surgery Consults:  We need any prior testing that has been done regarding the reason 

for this appointment.  Please notify our office so we may assist you with this. 

 Prior Bariatric Patients: Copy of Operative Report from your surgeon. We can assist you in 

obtaining this if needed.  Copies of any recent tests, ie: Upper GI, EGD, or CT scans.  

If you have any question regarding this New Patient packet, please feel free to contact our office 

(520)319-6000. 

Sincerely, 
Jeffrey B. Monash, M.D. 
Christine A. Lovato, M.D. 
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PATIENT REGISTRAION FORM 
 
PATIENT INFORMATION (please print): 
 
Name ___________________________________________________________________________________ 
                         Last                                     First                               Nickname                                               MI 
Address _________________________________________________________________________________ 
                               Street                                                            City                St                   Zip Code 
Phone w/area code ___________________     Cell:  _________________   Work: ____________________    

DOB: ___________   Age: ________ SS #____________________ Email Address: ___________________________ 
 

Sex:     ☐ Male   ☐ Female     Marital Status:  ☐ Single ☐ Married ☐ Divorced ☐ Separated ☐ Widowed 

Race:  ☐ American Indian or Alaska Native   ☐ Asian   ☐ Black or African American   ☐ White ☐ Hispanic or 

Latino ☐ Native Hawaiian or Other Pacific Islander   ☐ Multi-racial ☐ Other Preferred Language:___________  

Ethnicity:  ☐ Hispanic or Latino ☐ Not Hispanic or Latino  
 

If married, spouses name: ___________________________   DOB: _____________   Phone #_________________ 
Emergency Contact: _______________________________________________ DOB: _________________ 
Relationship: ____________________   Phone #__________________ 
 

ADVANCED DIRECTIVE: Do you have a living will? ________   Healthcare Power of Attorney? ________ 

If Yes, Contact Person: _______________________ Relation: ___________________   Phone: ________________ 

Primary Pharmacy: __________________________   Address: ____________________ Phone: _______________ 

Primary Care Physician: _______________________ Address: _____________________Phone: _______________ 

Referring Physician: _________________________   Address: _____________________Phone: _______________ 

Employer:  _____________________________________   Occupation:  _________________________ 

Employer address:  ____________________________________   Employer Phone:  _____________________ 

Person responsible for bill, if other than patient:  __________________________________   DOB:  __________ 

Address:  _____________________________________________________   Phone:  ___________________  
 SS# ___________________   Relationship:  _____________________ 
 
INSURANCE INFORMATION: 
Primary Insurance:  ______________________    Policy # _____________________   Group # _________________ 
Policy Holder:  ____________________________   SS # ___________________________   DOB:  ____________ 
Secondary Insurance: ______________________   Policy # ______________________   Group # ______________ 

Policy Holder:  ____________________________   SS # ___________________________   DOB:  ____________ 

Signature: ______________________________   Today’s Date: ______ / ______ /______ 

 



 

 

 

Have you ever been diagnosed with, or suffered from the following (please circle)? 

   

Diabetes        Depression 

                                                                                                                        Leaking of Urine 

              High Blood Pressure     Swollen Ankles 

  High Cholesterol     Blood Clot 

  Sleep Apnea      Social Anxiety 

  Reflux/Heartburn     Menstrual Irregularities 

  Back Pain      Frequent Headaches 

  Joint Pain      Chronic Fatigue 

  Fatty Liver       

 

Please list any other past or present medical problems: 

______________________________   ______________________________ 

______________________________   ______________________________ 

______________________________   ______________________________ 

______________________________   ______________________________ 

______________________________   ______________________________ 

 

Please list any previous surgeries or procedures: 

Procedure:                  Date: 

__________________________________  ____________________________ 

__________________________________  ____________________________ 

__________________________________  ____________________________ 

__________________________________  ____________________________ 
 

 

    

☐Type 1 ☐ Type 2 ☐Gestational 



 

 

 

Medications:      Dosages: 

_________________________________   _________________________ 

_________________________________   _________________________ 

_________________________________   _________________________ 

_________________________________   _________________________ 

_________________________________   _________________________ 

_________________________________   _________________________ 

_________________________________   _________________________ 

____________________________   ______________________ 

Medication Allergies and Reactions: _________________________________________ 

               _________________________________________ 

               __________________________________________ 

Family History of Significant Medical Problems: 

Mother: _________________________   Father: ________________________________ 

   _________________________              ________________________________ 

Siblings: ________________________    Children: _______________________________ 

 
Do you smoke cigarettes?      Yes No If yes _____ packs per day for _____ years 

            Have you quit?          If yes, _____   years smoked    Date you quit: ___________ 
 

Do you drink alcohol?         Yes   No   If yes, ____________________ drinks per week  

 
Please list any person(s) that is able to obtain medical information on your behalf: 
Name:       Phone Number: 
_______________________________   ________________________________ 
_______________________________   ________________________________ 
_______________________________   ________________________________ 



 

 

DIET DATE   /   LENGTH

Appetite Suppressant Diet

Atkins Diet

Beverly Hills Diet

Bioslim

Cabbage Soup Diet

Caborad

Carbohydrate Addicts Diet

Dexatrim

Diabetic Diet

Diuretics

Fit for Life

Herbal Remedies

HCG Diet 

Hospital Diet

Jenny Craig

Laxatives

Low Carbohydrate Diet

Low fat Diet

Medifast

Meridia

Metabolife

Metabolite

NutriSystem

OptiFast

Overeaters Anonymous

Phen-Fen

Phentermine

Physician Supervised Diet

Redux

Richard Simmons Deal-A-Meal

Slim Fast

South Beach Diet

Starvation Diet

Sugar Busters

The Diet Center

The Grapefruit Diet

The Pritkin Diet

The Scarsdale Diet

The Zone

TOPS

Trim Spa

Weight Loss Camp

Weight Watchers

Xenical

OTHER

OTHER



 

 

           
HIPAA Notice of Privacy Practices 

 

 

Effective:  September 23, 2013 
  
NOTICE OF PRIVACY PRACTICES FOR: Tucson Bariatric 
 

 
This notice describes how medical information about you may be used and discussed and how you can get 
access to this information.  Please review it carefully 
 

Privacy Policy 
Tucson Bariatric understands that your medical health information is personal.  Protecting your health information is 
important.  We follow strict federal and state laws that require us to maintain the confidentiality of your health 
information. 
 

How We Use Your Protected Health Information 
When you receive care from our physicians, we may use your health information for treating you, billing the services and 
conducting our normal business know as health care operations.  Examples of how we use your information include: 
 

Treatment: We keep records of the care and services provided to you.  Health care providers use these records to deliver 

quality care to meet your needs.  For example, your doctor may share your health information with a specialist who will 
assist in your treatment.  Some health records, including some confidential communications with a mental health 
professional and some substance abuse records, may have additional restrictions and disclosure under state and federal 
laws.  
 

Payment: We keep billing records that include payment information and documentation of the services provided to you.  

Your information may be used to obtain payment from you, your insurance company, or other third parties. We may also 
contact your insurance company to verify coverage for your care or to notify them of upcoming services that may need 
prior notice to approval.  For example, we may disclose information about the services provided to you to claim and obtain 

payment from your insurance company or Medicare. 
 

Healthcare Operations: We use health information to improve the quality of care, train staff, provide customer service, 

manage costs, conduct required business duties, and make plans to better serve our communities.  For example, we may 
use your health information to evaluate the quality of treatment and services provided by our physicians, nurse practitioner 
and other health care workers. 
 

 
Other Uses of Your Protected Health Information 
  We may also use your health information to: 

 Recommend  alternative treatment 

 Tell you about health services and products that may benefit you 

 Share information with family or friends involved in your care or payment for your care, when appropriate 

 Share information with third parties who assist us with treatment, payment, and health care operations.   

 Remind you of an appointment 

 Contact you to provide you with office education materials such as news letters or research participation request. 
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Sharing Your Protected Health Information 
 
There are limited situations when we are permitted or required to disclose health information without your signed consent. 
These situations are:   

 For public purposes such as reporting communicable diseases, work-related illnesses, or other diseases and injuries 
permitted by law.  Reporting births and deaths and reporting to drugs and problems with medical devices 

 To protect victims of abuse, neglect or domestic violence 

 For health oversight activities such as investigations, audits and inspections 

 For law enforcement purposes 

 For lawsuits and similar proceedings 

 When otherwise required by law 

 When requested by law enforcement as required by law of court order 

 To coroners, medical examiners and funeral directors 

 For organ and tissue donation 

 For research under strict federal guidelines 

 To reduce or prevent a serious threat to public health and safety 

 For workers’ compensation or other similar programs if you are injured at work and 

 For specialized government functions such as Intelligence and national security  
 
All other uses and disclosures, not described in this notice, require your signed authorization. You may revoke your 
authorization at any time with a written statement (with limited exceptions as provide by federal regulations) 
 

Your Individual Rights 
The following are statements of your rights with respect to your protected health information. 

 

 You have the right to inspect and copy your protected health information (fees may apply) – under federal law, 
however, you may not inspect or copy the following records: Psychotherapy note, information compiled in 
reasonable anticipation of or used in a civil, criminal, or administrative action or proceeding, protected health 
information restricted by law, information that is related to medical research in which you have agreed to 
participate, information whose disclosure may result in harm or injury  to you or another person, or  information 
that was obtained under a promise of confidentiality. 

 You have the right to request a restriction of your protected health information – This means you may ask not 
use or disclose any part of your protected health information and by law we must comply when the protected 
health information pertains solely to a health care item or service for which the health care provider involved has 
been paid out of pocket in full. You may also request that any part of your protected health information not be 
disclosed to family members or friends who may be involved in your care or for notification purposes as described 
in this Notice of Privacy Practices. Your request must state the specific restriction request and to whom you want 
the restriction to apply. By law, you may not request that we restrict the disclosure of your PHI for treatment 
purposes. 

 You have the right to request to receive confidential communications – You have the right to request confidential 
communication from us by alternative means or at an alternative location. You have the right to obtain a paper 
copy of this notice from us, upon request, even if you agreed to accept this notice alternatively i.e. electronically.   

 You have the right to request an amendment to your protected health information – If we deny your 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 will provide you with a copy of any such rebuttal. 

 You have the right to receive an accounting of certain disclosures – You have the right to receive an accounting of 
all disclosers except for disclosures: pursuant to an authorization, for purposes of treatment, payment, healthcare 
operations; required by law, that occurred prior to April 14, 2003, or six years prior to the date of this request. 

 You have the right to obtain a paper copy of this notice from us even if you agreed to receive the notice 
electronically. We reserve the right to change the terms of this notice and we will notify you of such changes on 
the following appointment. We will also make available copies of our new notice if you wish to obtain one. 

Complaints 
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been 
violated by us.  You may file a complaint with us by notifying our Compliance Officer of your Complaint. We will not 
retaliate against you for filing a complaint. 
 



 

 

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and 
privacy practices with respect to protected health information. We are also required to abide by terms of the notice 
currently in effect.  If you have questions in reference to this form, please ask to speak with our HIPAA Compliance 
Officer in person or by phone at our main phone number. 
  

Our Privacy Responsibilities 
Tucson Bariatric is required by law to: 

 Maintain the privacy of your health information 

 Provide this notice that describes the ways we may use and share your health information and 

 Follow the terms of the notice 
We reserve the right to make changes to this notice at any time and make the new privacy practices effective for all 
information we maintain.  Current notices will be posted in our office. You may also request a copy of any notice from our 
office manager. 

 
Our Organization 
This notice describes the privacy practices of Tucson Bariatric, including employees and volunteers.  This notice also 
describes the privacy practices of affiliated providers while they are performing services on behalf of Tucson Bariatric, 
unless they provide you with a notice of their specific privacy practices.  Affiliated providers are not employed by Tucson 
Bariatric but are authorized to provide services to patients.  Affiliated providers may have different privacy practices from 
those described in this notice.  For more information about the privacy practices of affiliated providers, please contact them 

directly.  
 

Contact Us 
If you would like further information about your privacy rights,  are concerned that your privacy rights have been violated, 
or disagree with a decision that we made about access to your protected health information, contact: Tucson Bariatric s’ 
office manager at (520)-319-6000 
 

I understand that under the Health Insurance Portability and Accountability Act (HIPAA), I have certain rights to privacy 
regarding my protected health information.  I acknowledge that I have received or have been given the opportunity to 
receive a copy of you Notice of Privacy Practices. I also understand that this practice has the right to change its notice of 
Privacy Practices and that I may contact the practice at any time to obtain a current copy of Notice of Practices. 
 

__________________________________ 
Patient Name (Printed) 

__________________________________  ______ / ______ /______ 
Signature      Date 

_________________________________  ______ / ______ /______ 
Witness Signature     Date 

 

 
 FOR OFFICE USE ONLY 
 

We have made the following attempt to obtain the patient’s signature acknowledging receipt of the Notice of      
Privacy Practices: 
Date: ______ / ______ /______    Attempt: ____________________________________________ 
 

Staff Name: __________________________________ 

 
 
 
 
 



 

 

       

PATIENT REGISTRATION FORM/HIPAA 

Patient Name: _________________________________ Date of Birth: ____________________________  

ASSIGNMENT OF INSURANCE BENEFITS:  
I hereby authorize direct payment of my insurance benefits to Tucson Bariatric or the physician individually for 
services rendered to my dependents or me by the physician or under his/her supervision. I understand that it is 
my responsibility to know my insurance benefits and whether or not the services I am to receive are a covered 
benefit. I understand and agree that I will be responsible for any co-payment or balance due that Tucson 
Bariatric is unable to collect from my insurance carrier for whatever reason.  
 

AUTHORIZATION TO RELEASE NON-PUBLIC PERSONAL INFORMATION:  
I certify that I have received and read a copy of the Tucson Bariatric Patient Information Privacy Policy/HIPAA. I 
hereby authorize Tucson Bariatric or the physician individually to release any of my or my dependent’s medical 
or incidental non-public personal information that maybe necessary for medical evaluation, treatment, 
consultation,     or the processing of insurance benefits.  
 

LAB/X-RAY/DIAGNOSTIC SERVIES:  
I understand that I may receive a separate bill if my medical care includes lab, x-ray, or other diagnostic services. 
I further understand that I am financially responsible for any co-pay or balance due for these services if they are 
not reimbursed by my insurance for whatever reason.  
 

AUTHORIZATION TO MAIL, CALL OR E-MAIL:  
I certify that I understand the privacy risks of the mail, phone calls, and email. I hereby authorize a Tucson 
Bariatric representative or my physician to mail, call, or e-mail me with communications regarding my 
healthcare, including but not limited to such things as appointment reminders, referral arrangements, and 
laboratory results, I understand that I have the right to rescind this authorization at any time by notifying Tucson 
Bariatric to that effect in writing.  
 

I wish to be contacted in the following manner (check all that apply)  

☐Home Telephone: __________________                         ☐Work Telephone: _________________ 

☐Permission to leave a message with detailed info           ☐When unable to contact me by phone, a written    

☐Leave Name/Doctor with call back number ONLY           ☐Leave Name/Doctor with call back number ONLY  

☐Cell Phone: _______________________                          ☐Permission to leave a message with detailed info     

☐Permission to leave a message with detailed   info           communication may be sent to my home address.  
☐Leave Name/Doctor with call back number ONLY       
 

I have received and reviewed the NOTICE OF PRIVACY PRACTICES provided by Tucson Bariatric. I have 
also stated the means of communication that I prefer to remind me of my appointment, communicate 
test results, and follow up visits. 
__________________________________                    
Patient Name (Printed)                                                              

__________________________________  ________ /________ /________ 
Signature      Date 
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NO SHOW APPOINTMENT AND COLLECTION POLICY 

 
1. NO SHOW POLICY FOR DOCTOR APPOINTMENTS  
We understand that there are times when you must miss an appointment due to emergencies or 
obligations for work or family.  However, when you do not call to cancel an appointment, you may be 
preventing another patient from getting much needed treatment. 
Conversely, the situation may arise where another patient fails to cancel and we are unable to 
schedule you for a visit, due to seeming “full” appointments schedule.  If you don’t call and cancel and 
are a No Show for our appointment, you will be charged a twenty-five dollar ($25) fee; this is not 
covered by your insurance company.  This fee will need to be paid before another appointment will 
be scheduled. 
 
2. SCHEDULED APPOINTMENTS 
We understand that delays can happen however we must try to keep the other patients and doctors 
on time. 
If a patient is 15 minutes past their scheduled time we will have to reschedule the appointment. 
 
 

3. ACCOUNT BALANCES 
Patients who have questions about their bills or who would like to discuss a payment plan option may 
call and ask to speak to a billing office representative with whom they can review their account and 
concerns.  
Patients with balances over $100 MUST make payment arrangements PRIOR to future appointments 
being made.  

 

4. COLLECTIONS 
If your account is turned over to our collection agency for non-payment you will be responsible for a 
collection fee in addition to the delinquent balance of your account.  Additionally you will be 
responsible for attorney fees should account go into litigation.   

 

__________________________________ 
Patient Name (Printed) 
 

__________________________________  ________ /________ /________ 
Signature      Date 
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Dear Patient: 

 
The following information is in regard to our FMLA/Disability Department policy that will go into 
effect April 1st 2016.  We hope you find it useful, and please don’t hesitate to ask questions if you 
have any. 
 

 Health Care Certification Form:  Please hand in your Health Care Certification Form from your 
employer to us as soon as possible.  This is to allow enough time for your surgeon to provide 
an assessment, and complete the required paperwork. 

 

 Completion:  Please complete all Request Forms so that we may properly identify you.  It’s 
important to include your full name, signature, date of birth, daytime phone number, and 
requested dates of leave.  Your form will be sent back to you if it is not completed in its 
entirety, and this may delay the process. 
 

 Turn-Around:  The typical turn-around time for completion is 2 weeks from when your 
request is received. 
 

 Notification:  Our office will contact you when your paperwork is completed.  We will be 
happy to mail the forms, however, please let us know as early as possible. 
 

 Contact Information:  If you do not hear from our office within 2 weeks, please contact us. 
 

 Form Fees:  For each completed form, there is a $25.00 processing fee.  We find this 
necessary because these forms are legal documents that do require the surgeon’s time to 
complete. 

 

 

3/2016 
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We are located on the North East Corner of Camp Lowell and Swan in the Swan Corporate Center 
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SWAN CORPORATE CENTER 
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