
Name______________________________________________________

Primary Address____________________________________________

City_________________________State__________Zip_____________

Phone__________________Alt. Phone__________________________

E-Mail______________________________________________________

Secondary Address__________________________________________

City_________________________State__________Zip_____________

� OK to share my medical information with above person.

Dr. Jyoti Patel Patient Profile

Fountain Hills Pediatrics and Internal Medicine staff and business associates will share information as needed to aid in
continuing medical care for patients. Information is not sold or given to anyone other than physicians for referrals and 
billing. We also share information with SMIL, Lab Corp and Sonora Quest. I have received a copy of Fountain Hills 
Pediatrics & Internal Medicine Privacy Practices as required by HIPPA.

__________________________________________________________________                ____________________________________________
PATIENT/GUARDIAN SIGNATURE                                                                              DATE

HIPPA AGREEMENT


