
OrthoEI Paso 
Patient Registration Form Today's Date: 

Date of Birth: □Male D Female Social Security #: - -

:Full Name: 
i ; 

..2 
i -= Address: City/State/Zip:. ... 

C: 
Q) 

·.::; Home Phone: Work Phone: Cell Phone: I Ill I 
I Q. 
I 

I 
l 

E-mail Address : Pharmacy: 

' 
Referring Physiciar: Primary Physician: 

I ' 

Primary lnsuranc~: Ins. Group#: Ins. ID#: 
I 

I 

I 
I 

I ..2 I 

I : 
Insurance Name: Copay Amt: I -= Q) 

i 
g 

Address: City/State/Zip: 10 ... 
.:::I 
VI 

-= Subscriber Name: Subscribers DOB: 
~ 
Ill 

E 
Subscriber' s SSN: Employer: ·c - -

0.. 

Patient's Relatior to Subscriber: D Self D Child D Spouse D Other 
i 

Secondary lnsura nee: Ins. Group #: Ins. ID#: 

<11 Insurance Name: Copay Amt: u 
C: 

E 
:::, 

Address: City/State/Zip: "' 
-= 
~ 
ro Subscriber Name: . ,Subscribers DOB: "O 
C: 
0 
u 
Q) Subscriber's SSN · - - Employer: V'I 

Patient's Relation o Subscriber: D Self D Child □Spouse D Other 
~ 

Patient's Employrr ent Status: D Employed □Student D Unemployed □Retired D Disabled 

0 
Employer: Occupation: -C: - Is patient a studer t athlete: D Yes D No If Yes, what school : iii 

C: 
0 ·.;:; 

Is this a Worker's i omp Claim: D Yes D No If Yes, Claim Number: =o 
~ 

Emergency Contact: 

Name: Phone Number: 



Ortho Et Paso 

Jason Vo,~razeris, M.D./ Justin s. Mitchell, D.O. reserve the right to modify the 
privacy prc1ctices outlined in the notice. 

I have rec◄~ived a copy of the Notice of Privacy Practices for Ortho E·I Paso/ 
Precision .,_and Surgery Center ,. 

Name of P,i!tient (Print or Type) DOB 

AUTHOllI ZATION: 
I hearby c◄~nsent to any necessary medical treatment for myself or the minor child 
named abc ve for whom I am legatly responsible. 
ASSIGNMl:NT: 
I permit pc yment directly to Ortho El Paso and Jason Vourazeris, M.D. or Justin S. 
Mitchell, D 0 ., for any benefits due for services rendered. I understand that I am 

· responsiblP for all charges, whether or not covered by my insurance company. 
MEDICAL RECORDS: 
Authorization is hereby granted for release of any information required to process 
insurance ,claims. A copy of this authorization Is as valid as the ~riglnal. We cannot 
accept res !>onsibility for collecting your insurance claim or for negotiating a 
settlement on a disputed claim. 

Signature •t>f Patient 

Signature of Patient Representative .. ·.·. 
(Required f the patient is a minor or adult who is unable to sign the form) 

Relationsh p of Patient Representative to patient 

Date 



I 
jEff 

El Faso -PREos10N HAND SUR.GERY, PA 
12no Edgemere Blvd Buldlna F 

El Paso, Texaa 79938 

Phone(915)24MOOO 

MISSED APPQINTMENT POLICY 

ve Immediately, Ortho El Paso & Precision Hand suraerv, PA have a 
new cpn I tlon/no show policy on all patients. We ask that you please call to 
notlfyjus 4 hours In advance If you are unable to keep your appointment Falllng 
to do so II result In a $25.00 cancellation/no show fee. This policy will also 
apply o s e day scheduled appointments. 

Patle SI n ture Date 



• 
., 

Ortho El Paso 

THI!t NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEA$E REVJEW IT CAREFULLY. 

Uses and Disclosures 
Trea~ment. Your health information may be used by staff members or disclosed to other 
healt.[' care professionals for the purpose of evaluating your health, djagnoslng medical 
cond~tlons, and providing treatment. For example, results of laboratory tests and procedures 
will t)e available In your medical record to all health professionals who may provide 
treat ent or who may be consulted by staff members. 

Pay ent. Your health information may be used to seek payment from your health plan, 
from other sources of coverage such as an automobile Insurer, or from credit card 
com anies that you may use to pay for services. For example, your health plan may request 
and ±ceive information on dates of service, the services provided, and the medical 
cond ion being treated. 

Heal h care operations. Your health tnformatlon may be used as necessary to support the 
day- o-day activities and management of Justin.$ • .MitchelcD...O •. or Jason yourazed.l, 
M.o.l For example, information on the services you received may be used to support 
~ting and financial reporting, and activities to evaluate and promote quality. 

Law ~nforcement. Your h~alth information may be disclosed to law enforcement agencies 
to su port government audits and inspections, to facilitate law-enforcement investigations, 
and t comply with government mandated reporting. 

Publ c health reporting. Your health information may be disclosed to pUblic health 
agen ies as required by law. For example, we are required to report certain communicable 
disea es to the state's public health department. 

Othe I uses and disclosures require your authorization. Disclosure of your health information 
or its use for any purpose other than those listed above requires your specific written 
authc:>rlzation. If you change your mind after authorizing a use or disclosure of your 
lnfonin~ation you may submit a written revocation of the authorization. However, your 
decis on to revoke the authorization will not affect or undo any use or disclosure of 
inforl ation that occurred befo. re you notified us of your decision to revoke your 
auth] rization. 

Addi~lonal Uses of Information • 
Appointment reminders. Your health informatioh will be used by our staff to send you 
apporntment reminders. 

Inforr,ation about treatments. Your health information may be used to send you 
infor ation that you may find Interesting on the treatment and management of your 
med cal condition .. we may also send you information describing other health-related 
prod cts and services that we believe may Interest you. 
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Ortho El Paso 
In ividual Rights 
Yo have certain rights under the federal privacy standards. These include: 

• The right to request restrictions on the use and disclosure of your protected health 
information 

• The right to receive confidential communications concerning your medical condition 
and treatment 

• The right to inspect and copy your protected health information 
• The right to amend or submit corrections to your protected health information 
• The right to receive an accounting of how and to whom your protected health 

Information has been disclosed 
• The right to receive a printed copy of this notice 

la n Vourazeris, M.D., Justin S. Mitchell, D. O. - Duties 
We re required by law to maintain the privacy of your protected health Information and to 
pro ide you with this notice of privacy practices. 

We ~lso are required to abide by the privacy policies and practices that are outlined in this 
notif e. 

Rig~t to Revise Privacy Practices 
As 'rmitted by law, we reserve the right to amend or modify our privacy poflcies and 
pra ices. These changes In our policies and practices may be required by changes in federal 
and state laws and regulations. Upon request, we will provide you with the most recently 
revi ed notice on any office vlstt. The revised policies and practices will be applied to all pro­
tectid health information we maintaAn. 

R~uests to Inspect Protected Health Information 
You 1may generally inspect or copy the protected health Information that we maintain. As 
pen,,itted by federal regulation, we require that requests to inspect or copy protected health 
inforimation be submitted in writing. You may obtain a form to request access to your 
recdrds by contacting Intake PsQiSDOI! or HIPAA Official, Your request will be reviewed 
and !will generally be approved unless there are legal or medical reasons to deny the 
req1est. 

Co~plaints 
If y u would like to submit a comment or complaint about our privacy practices, you can do 
so b sending a letter outlining your concerns to: 

HI Officials: 
Jason Vourazeris, M.D. or Justin S. MitcheH, D.O., 
12770 Edgemere Blvd, Bldg F, El Paso, TX 79938 

If y u believe that your privacy rights have been violated, you should call the matter to our 
atteption by sending a letter describing the cause of your concern to the same address. You 
will tot be penalized or otherwise retaliated against for filing a complaint. 

Con act Person 
The name and address of the person you can contact for further information concerning our 
privacy practices is: 

HIPI Officials: 
Jason Vourazeris, M.D. or Justin S. Mitchell, D.O., 
12770 Edgemere Blvd, Bldg F, El Paso, TX 79938 

This Notice is effective on or after August 1•, 201S 


