
Neurology and Sleep Medicine Associates 

 

(480) 967-6888 Phone           (480)967-6887 Fax 

East Mesa Office                          West Mesa Office 

2919 S. Ellsworth rd. Bldg. 8, Ste. 135                                    2152 S. Vineyard, Bldg. 10 Ste. 131 

Mesa, Arizona 85212              Mesa, Arizona 85210 

 

Date: ______________ 

Sex:   Male   Female    Birth Date (MM/DD/YYYY) ___________   Marital Status: Married  Single  

Patient Name: ______________________________    Responsible Party Name: ___________________ 

Relationship to Patient:  Self   Spouse  Child  Other _______________________________ 

Patient Social Security # __________________ Responsible Party Social Security #: ________________ 

Mailing Address: _____________________________________ City, State, Zip: ____________________ 

Permanent Address: __________________________________ City, State, Zip: ____________________ 

Home Phone: ________________________                   Cell Phone: _______________________________  

Employer Name: ___________________________ Employer Phone #:___________________________ 

Email Address: ________________________________________________________________________ 

Emergency Contact Name and #: _________________________________________________________ 

Pharmacy Name: _________________ City: ______________ Major cross streets __________________ 

Primary Care Doctor’s Name and Number: _________________________________________________ 

Referring Doctor’s Name and Number: ____________________________________________________ 

Billing Information:  I prefer you bill my claim to: 

 Primary Insurance: ________________________________ ID#: __________________________ 

Secondary Insurance: ______________________________ ID#: __________________________ 

Do you have Medicare?  Yes  No   If yes, what is your Medicare #: _________________________        

 Is this visit related or from an accident  ? Yes   No                                                                                          

If injury or accident:   Auto Accident or   Job related injury  Date of accident ________________ 

Is there an attorney involved:  Yes   No 

If yes, list attorney Name and Number: ____________________________________________________ 

Claim number: ______________________   Third Party Information:_____________________________ 

 

 

 







Neurology and Sleep Medicine Associates 

2919 South Ellsworth Road, Bldg. 8, Suite 135, Mesa, Arizona 85212 

2152 S. Vineyard Bldg. 10, Suite 131 Mesa, Arizona 85210 

(480) 967-6888; FAX (480) 967-6887 

Patient Payment Policy 

Insurance: We participate in most insurance plans. We bill your insurance company as a courtesy to you. Although 
we may estimate what your insurance will pay, it is the insurance company that makes the final determination of 
your eligibility. Please be aware that the balance of the claim is your responsibility whether or not your insurance 
pays the claim.  All co-payments and deductibles must be paid at the time of service. This arrangement is part of 
your contract with your insurance company. Failure on our part to collect co-payments and deductibles from patients 
can be considered fraud. 

Private Pay/ No Insurance: Payment is due at the time of service. Payment will be accepted in the form of cash, 
debit or credit. 

Medicare: Because we accept assignment with Medicare, it is mandatory that we bill your claim directly to 
Medicare. If you have Medicare only, you are responsible for 20% which is due at the time of service. Federal law 
requires us to bill you for deductibles and/or co-insurance 20%. Per Medicare guidelines we are unable to waive or 
write these fees off. Payment is due at the time of service. If you wish to have your secondary insurance billed, 
please make sure you provide all pertinent information before your visit. 

Referrals: All patients, both new and returning,  need an up to date referral on file in order to see a provider or have 
a procedure done.  If we have not received an authorization prior to your arrival, we have a telephone available for 
you to call your primary care physician to obtain it. If you are unable to obtain the referral at that time, you will be 
rescheduled. If you choose to keep the scheduled appointment without a referral, you will be responsible for full 
charges to be paid that day and also sign a waiver. 

Worker’s Compensation: We require written approval/ authorization by your employer and/or worker’s 
compensation carrier prior to your initial visit. If your claim is denied, you will be responsible for payment in full. 

Nonpayment: If your account is past due, you will receive a letter from us stating you have 30 days to pay your 
account in full. Please be aware that if your balance remains unpaid, we may refer your account to a collections 
agency. There will be a 35% charge assessed to any account sent to collections. If this occurs, you will not be seen 
in the office until your balance is paid in full and all charges for future visits will be collected up front. 

Returned Checks: There is a fee of $25.00 for any checks returned by the bank. 

Missed Appointments: Our policy is 24 hours notice for an appointment change. Sleep study appointments require 
a 48-72 hour notice. If a 48-72 hour notice is not given, you will be assessed a $200 fee. We understand that 
emergencies arise. If an emergency keeps you from keeping your appointment, please contact us as soon as possible 
to reschedule. Please help us to serve you better by keeping your scheduled appointments. If you miss 3 
consecutive appointments, we will discharge you from the practice for non-compliance.  

Arriving late to an appointment:  We understand arriving late to an appointment sometimes cannot be helped, 
however if you are going to be 10 min late please call our office to let us know so we may inform the provider.  The 
provider will make a decision based upon their schedule if we may see you late or not 

Medical Record Copies: You will need to request copies of your records in writing. We are happy to email or fax 
your records to a secured fax free of charge. If you wish to have your records printed, you will be charged a 
reasonable copying fee of $1 per page. There is also a $5 postage fee if the records are to be mailed. 

 

 

Patient Name: ________________________Signature: _____________________  Date: ____________________ 

 



Notice of Privacy Practice for Protected Health Information 
 

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

In compliance of the federal law known as the Health Insurance Portability and Accountability Act of 1996 
(HIPAA), Neurology and Sleep Medicine Associates, has established privacy policies and procedures relating to 
the protected health information of our patients. Protected health information is information related to your past, 
present, or future physical or mental health or condition, or payment for such, in which you personally could be 
identified. HIPAA requires that providers must maintain the privacy of protected health information, provide a 
notice of their legal duties and privacy practices, and abide by the terms of the privacy notice currently in effect. 

If you have any questions about our privacy practices or any of the information contained in this Notice of Privacy 
Practices for Protected Health Information (“Notice”), or wish to register any complaints related to our privacy 
practices, you should contact: 

 Neurology and Sleep Medicine Associates 

 2919 S. Ellsworth rd Bldg. 8 Suite 135 

 Mesa, AZ 85212 

 (480) 967-6888 Phone     Fax (480) 967-6887 

We will supply a written copy of this Notice to any person requesting it, whether or not a current patient. All 
patients will be given a copy of this Notice at the time of the first service provided to them following the effective 
date listed above. This Notice will be posted prominently and copies will be made available in our office. 

We reserve the right to make changes to our Notice and have any new provisions become effective for all protected 
health information we maintain. If we make any material changes to the uses or disclosures of protected health 
information, the individual’s rights, our legal duties, or other privacy practices stated in this Notice, this Notice will 
be revised. The revised Notice will be posted prominently in our office, and we will make the revised Notice 
available to anyone who requests a copy.  

Your Rights as a Patient 
With respect to your protected health information, you (or your personal representative, with legal authorization) 
have certain rights: 

1. to obtain a paper copy of this Notice of Privacy Practices for Protected Health Information upon 
request; 

2. to revoke your consents or authorizations; 
3. to inspect and obtain a copy of the health information that is used to make individual health care 

decision about you (so called “designated record sets”); 
4. to appeal decisions we make regarding denial of access to your records; 
5. to request amendments to your health records; 
6. to dispute decisions regarding denial of amendment to your records; 
7. to request restrictions on certain uses arid disclosures; 
8. to request that confidential communications take place by alternative means to alternative locations; 
9. To obtain an accounting of disclosures; 
10. To lodge a complaint with us or with the Secretary of Health and Human Service if you believe there 

has been a HIPAA privacy violation, without fear of retaliation, coercion, or intimidation. 
 

Acknowledge of Receipt of this Notice of Privacy Practices 
We will make a good faith effort to provide you with a paper copy of this Notice of Privacy Practices and obtain a 
written acknowledgement from you. If we are unable to obtain such acknowledgement, we will document the 
reason. 

 

Patient’s signature _______________________  Date ___________________ 



Neurology and Sleep Medicine Associates 

Phone (480) 967-6888   Fax (480) 967-6887 

    East Mesa Office     West Mesa Office 

       Augusta Ranch Professional Village        Odyssey Professional Park 

2919 South Ellsworth Road, Suite 135  2045 S. Vineyard Bldg. 3 Suite 144 

Mesa, Arizona 85212                    Mesa, Arizona 85210 

        

 

  Consent to Release Medical Information 

 

I, _____________________________, authorize George Wang, MD and/or his 
staff to release medical information pertaining to myself, such as lab results, 
medication information/changes, referrals to specialists, future appointments, 
responses to messages left for the doctor, and copies of medical records and/or 
medical information. 

 

Name: ____________________________ Relationship: _______________________ 

 

_____ May leave detailed information on voicemail 

 

_____ Do not leave detailed information on voicemail 

 

 

 

Patients Signature: ________________________________ Date: ________________ 

 

Witness Signature: ________________________________ Date: ________________ 

 

 

 

 

 



Neurology and Sleep Medicine Associates 
                           2152 S Vineyard, Bldg. 10, Suite 131, Mesa, Arizona 85210 

                          2919 South Ellsworth Road, Bldg. 8, Suite 135, Mesa, Arizona 85212 

                                    (480) 967-6888; FAX (480) 967-6887      

AUTHORIZATION TO OBTAIN MEDICAL INFORMATION 

Patient Name___________________________________SSN__________________________________ 

CurrentAddress_______________________________________________________________________ 
                                                                                City                                     State                                   Zip Code 

Patient Phone#________________________ Date of Birth___________________________________ 

OBTAIN records from: 

FacilityName__________________________________________________________________________ 

Physician Name________________________________________________________________________ 

Address______________________________________________________________________________ 

Phone: ____________________ Fax: _____________________Email__________________________ 

 Consultation Note (s)  

 History and Physical  

 MRI, MRA, EEG, EKG, ECG  

 Radiology Reports  

 Lab Reports/Pathology Reports  

 MWT Reports  

 Ultrasound  

 CAROTID DOPPLER  

 Other  

 All Medical Records  

I hereby authorize Neurology and Sleep Medicine Associates and its employees to obtain any and all information contained in 
my patient records.  I understand and acknowledge that this may include information and treatment for physical and mental 
illness, alcohol/drug abuse HIV / AIDS test results or diagnoses. 

This consent is subject to revocation at any time except to the extent the action has been taken thereon.  
This authorization and consent will expire in one year from the date of authorization.   

I hereby acknowledge and agree, as informed consent, Neurology and Sleep Medicine Associates to 
obtain my medical records. 

________________________________/_______________________________/____________________ 

Signature of Patient/ Legal Guardian              PRINTED NAME                                              Date signed 

 

 

Relationship if not patient 

 


