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Print Name:

I may be contacted in the following ways:

Home:

Work:

Cell:

Voicemail Okay: YESAIO

YESAIO

YESA{O

(circle one)

(circle one)

(circle one)

Voicemail Okay:

Voicemail Okay:

Email Address:

Please list any family members or friends with whom we may discuss your healthcare.

Relationship:

_Relationship:

_Relationship:

Signed: Date:

OR
( ) DO NOT DTSCUSS MY HEALTHCARE WITHANYONE.

lyoti Patel M.D. F.A.A.P.
Boord Certified

lnternol Medicine ond Pediotrics

I 3620 N. Saguaro Blvd., Suite # 100

Fountain Hills, AZ 85258
Phone: (480)837-6800

Fax (480) 837-6804

www.fountain hi llsdoctors.com

Signed: Date:

Fountain Hills Pediatrics & Internal Medicine staff and business associates will share inforn-ration
as needed to aid in continuing rnedical care fbr patients. Information is not sold or given to anyone
other than physicians for referrals and billing. We also share information with SMIL and LABCOM , who are located
in the building.

I have received a copy of Fountain Hills Pediatrics & Internal Medicine Privacy Practices as required by HIPPA.

Signed: Date:


