
Grand Medical Associates

Doctor of Choice (circle)   Dr. Sandhu    Dr. Uppal                                                                SS #                           

Patient Name:                                                                    Gender o Male oFemale Date of Birth                            

Street address:                                                                                                                    Phone                                            
City   State  Zip               

          Employer                 Occupation                       How Long                     Phone                           

 Street address:                                                                                                                                                                                     

Marital Status o Single o Married

City

       o Widow/er       

State

      o Divorce

Zip    

     o Separated

Email Address:                                                                                                                                                                              

All No-Show Appointments and Cancellations Less than 24 hours will be charges a $25.00 Fee.

Emergency Contact                        Relationship                                      

Street Address  Phone  

City State Zip

Primary Insurance Company                                                                                                                  

Street Address                                                                                      Phone                                      
City State Zip

ID#  Group#  

Policy Holder's Name  Relationship to Patient  Date of Birth    

Policy Holder's Employer Phone  SS#  

Street Address    

City State Zip

Other Insurance Company  

Street Address  Phone  

City State Zip

ID#  Group#                                                          

Policy Holder's Name                                    Relationship to Patient  Date of Birth  

Policy Holder's Employer Phone  SS#                                   

Street Address  

City State

AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENT OF BENEFITS

Zip

I authorize payments of medical benefits to the provider for services rendered or to be rendered in the future without obtain ing my 

signature on each claim submitted and this signature will bind me as though I personally signed the claim. I also authorize the release of 

any medical information necessary. I UNDERESTAND I AM RESPONSIBLE FOR ALL CHARGES. If this account should be referred to a 

collection agency, I will be responsible for any collection and/or legal fees. I have read and understand the office policy and procedures. 

PLEASE NOTE THERE WILL BE A 30% COLLECTIONS FEE IF YOUR BALANCE IS TURNED OVER TO A COLLECTION AGENCY.  

       Responsible Party Signature Date



                       Name:  

GRAND MEDICAL ASSOCIATES

Date:  

Please answer the following questions. It will help the doctor to know not only about your 

health, but also about your family and relatives.

What is your main medical problem and how long have you had it?       

Family History: Any cancers that run in your immediate family (colon, breast, prostate, etc.)

Please circle any illnesses which you have had:

Diabetes Glaucoma Heart Trouble Vein Trouble Arthritis

Cancer Asthma Tuberculosis Bleeding Tendencies Thyroid

Pneumonia Hepatitis Kidney Disease High Blood Pressure Other

Stroke Jaundice Rheumatic Fever Nervous Disorders/Seizures

Previous Surgeries/Hospitalization/Prolonged Illnesses:

Previous Vaccinations (with approximate year administered)

Vaccination Date Vaccination Date

Allergies to Medications:

Medication Reaction Medication Reaction

                                                                             

Please continue to next page



Please name or identify medications currently taking or recently used: 

MEDICATION DOSAGE & FREQUENCY

Please continue to next page



GRAND MEDICAL ASSOCIATES

Grand Medical Associates office will bill your insurance company as a courtesy to you. However, be aware 

that "insurance " was designated to be used as a reimbursement for payment, not as a substitute for payment. 

This means that the patient is ultimately responsible.

If Grand Medical Associates office participates with your insurance carrier or holds a contract with your 

insurance carrier, you will only be responsible for any patient portions or non-covered services. If our office 

does not participate with your insurance carrier or hold a contract with your insurance you will be responsible 

for all charges.

I understand that it is my responsibility to contact my insurance company (NOT THE OFFICE'S) to verify that 

the physician I am seeing is a contracted provider with my insurance company, I understand that if the 

physician I am seeing is not a contracted provider with my insurance I am responsible for all charges not paid 

by my insurance company.

If your insurance company requires you to change your PCP when seeing a new physician, it is your 

responsibility to contact your insurance company and change your PCP to a physician in our office prior to your 

appointments. I understand that I am responsible for all charges not paid by the insurance company if the 

physician I am seeing is not the PCP listed with my insurance company.

If your insurance company does not remit payment to Grand Medical Associates within 60 days from the date 

of service, the balance will be due in full from you.

If you fail to make any payments for which you are deemed responsible, in a timely manner, upon such default 

and upon referral to a collection agency or attorney by the Health Center, you will be responsible for all costs of 

collecting any and all monies owed, including but not limited to court costs, collection agencies and/or attorney 

fees.

ASSIGNMENT OF BENEFIT:

I authorize payment of medical benefits to the names provided for professional services rendered.

RELEASE OF INFORMATION:

I authorize the release of any medical information necessary to process this claim (including alcohol or drug 

abuse, HIV-related or communicable disease information).

SIGNATURE: DATE:                                                   

(Patient or Parent if Minor)



E-PRESCRIBING/MEDICATION HISTORY CONSENT FORM

E-Prescribing is defined as a physician ' s ability to electronically send an accurate, error free, and 

understandable prescription directly to a pharmacy from the point of care. Congress has determined that the 

ability to electronically send prescriptions is an important element in improving the quality of patient care. E-

Prescribing greatly reduces medication errors and enhances patient safety. The Medicare Modernization Act 

(MMA) of 2003 listed standards that have to be included in an e-Prescribe program. These include:

Formulary and benefit transactions - Gives the prescriber information about which drugs are covered by the 

drug benefit plan.

Medication history transactions - Provides the physician with information about medications the 

patient is already taking to minimize the number of adverse drug events.

Fill status notification - Allows the prescriber to receive an electronic notice from the pharmacy telling 

them if the patient ' s prescription has been picked up, not picked up, or partially filled.

By signing this consent form, you are agreeing that Grand Medical Associates can request and use your 

prescription medication history from other healthcare providers and/or third-party pharmacy benefit payors for 

treatment purposes.

Understanding all of the above, l hereby provide informed consent to Grand Medical Associates to enroll me in 

thee-Prescribe Program. I have had the chance to ask questions and all of my questions have been answered to my 

satisfaction.

Print Patient Name Patient DOB

Signature of Patient or Guardian Date

Relationship to Patient



AGREEMENT TO RECEIVE CHRONIC CARE AND CASE MANAGEMENT SERVICES 

As of January 1, 2015, Medicare covers care management services provided by a physician per calendar month.  Our 
physicians are dedicated to improving healthcare by closely managing your chronic conditions. 

Your Care Team consists of Physician: Dr. ____________ and Care Manager: ____________ 

I understand that my primary care physician, named above, is willing to provide such services to me, including the following: 

 Access to my care team 24-hours-a-day, 7-days-a-week, including telephone access or other non-face-to-face means 
of communication. 

 The ability to get successive, routine appointments with my designated primary care physician or other members of 
my care team. 

 Care management of my chronic conditions, including timely scheduling of all recommended preventative care 
services, medication reconciliation, and oversight of my medical management. 

 Creation of a comprehensive plan of care for all my health issues that is specific to me and congruent with my 
choices and values. 

 Management of care as I move between and among health care providers and settings, including the following: 
Referrals to other health care providers, Follow-up after I visit the Emergency Department, Follow-up after I am 
discharged from the hospital or other facility (e.g., skilled nursing facility.) 

I understand that as part of these services I will receive a copy of my comprehensive plan of care. 

I also understand that I can revoke this agreement at any time (effective at the end of a calendar month) and can choose, 
instead, to receive these services from another health care professional. Medicare will only pay one physician or health care 
professional to furnish me chronic care management services within a given calendar month. 

I understand these chronic care management services are subject to usual Medicare deductible and coinsurance. 

I hereby indicate by signing this agreement that Dr. _____________, is designated as my primary care physician for purposed 
of providing Medicare chronic management services to me and billing them. 

My signature also authorizes my primary care physician to electronically communicate my medical information with other 
treating providers as part of the care coordination involved in chronic care management services. 

This designation is effective as of the date below and remains in effect until revoked by me. 

Patient Name (please print): _________________________ DOB: _____________________ 

Patient or Guardian signature: ________________________________ Date: ___________________ 

Relationship to Patient if signed by guardian: __________________________________ 

*(From time-to-time care team members may change, however we will always keep you informed and will transfer or forward patient 
information to new members of the team) 



FAMILY/ FRIEND ROI 

Patient Name:     Date of Birth:      

INFORMATION TO BE RELEASED: 

1 Year of Records ONLY 

Other:     

I AUTHORIZE THE RELEASE AND DISCLOSURE OF THE ABOVE INFORMATION TO THE 

FOLLOWING MEMBERS OF MY FAMILY AS FOLLOWS: 

Name:                   /Relationship                                  /Phone Number:                             

Name:                   /Relationship                                  /Phone Number:                             

Name:                   /Relationship                                  /Phone Number:                             

Name:                   /Relationship                                  /Phone Number:                             

This authorization shall expire 180 days from the date below unless otherwise specified here:     .  I 

understand I may withdraw my authorization at any time by submitting a written request to Grand Medical Associates.  I understand any revocation 

is not effective to the extent action has already been taken in reliance on this authorization.  I understand information used or disclosed pursuant to 

this authorization may be subject to re-disclosure and may no longer be protected by federal or state law.  This authorization is not intended to affect 

a patient s liability to receive medical care. 

Alcohol and Drug Abuse Treatment, if checked above, to the extent my medical record contains information regarding alcohol or drug treatment that 

is protected by federal law, I authorize the disclosure of such information or record. 

HIV/AIDS Information, if checked above, to the extent my medical record contains information regarding my HIV/AIDS status, treatment or testing, 

I authorize the disclosure of such information.

      

Signature of Patient or Legal Representative  Date 



Wellness Exam 

Please take a few minutes to fill out this information so we may expedite the question portion and give 

complete attention to your wellness exam. 

Depression Screening:

Over the last 2 weeks, how often have you been bothered by any of the following problems? 

Not at all 

0 

Several 

days 

1 

More than 

half the 

days 

2 

Nearly 

every 

day 

3

1.  Little interest or pleasure in  

     doing things? 

2.  Feeling down, depressed or  

     hopeless?

3. Trouble falling or staying asleep   

    or sleeping too much? 

4.  Feeling tired or having little  

    energy? 

5.  Poor appetite or overeating? 

6.  Feeling bad about yourself OR  

     that you are a failure OR have 

     let yourself or your family  

     down?  

7.  Trouble concentrating on  

     things such as reading  

     newspapers or watching  

     television? 

8.   Moving or speaking so slowly 

     that other people have noticed 

     or the opposite, being so  

     fidgety or restless that you have  

     been moving around a lot more  

     than usual? 

9.  Thoughts that you would be 

     better off dead or of hurting  

    yourself in some way? 

Thank you for taking the time to fill out this information.  It is greatly appreciated. 

            

Signature      Date 



Personal Information 

               

First Name    Last Name     Gender  DOB  

               

Address      City     State  Zip  

General Patient Information 

In general, how would you rate your overall health? 

Poor  Fair  Good  Very Good  Excellent 

In the past 7 days, have you needed help from others to eat, dress, bathe, use the toilet, or do laundry? 

Yes  No

Do you exercise or do moderate physical activity such as walking for at least ½ hour a day? 

Yes  No

On a scale from 0 to 10 where 0 is none and 10 is the highest, what is your pain level today? 

0 1 2 3 4 5 6 7 8 9 10

Where is the pain?              

Living Will - Do you have a living will? Yes  No

Do we have a copy of your living will on file? Yes No If no, please bring a copy so we can scan it into your 

record.



Hearing  Do you use hearing aid? 

Yes  No

Colon  When and where was your last colonoscopy? 

Month       Year    Location       

What were the results? Normal Polyps Unknown

When is your next colon screening due?     OR   Check box if no repeat is required. 

Cologuard   Was it Normal OR Abnormal? 

Month       Year     

Eye  When and where was your last eye exam? 

Month       Year    Location       

Foot  When and where was your last foot exam? 

Month       Year    Location       

Incontinence Do you have urinary incontinence? Yes  No

Falls  Have you had any falls within the past year? Yes  No

If you fell, how many times?    Did you injure yourself?        

  



Alcohol  Did you have a drink containing alcohol in the past year? 

No Yes If yes, HOW OFTEN did you have a drink and HOW MANY drinks do you typically have when  

drinking?               

How often did you have 6 or more drinks on one occasion?         

Nicotine  Do you use nicotine products? 

No, I have never used nicotine 

Former nicotine user.  When did you quit?          

Yes, I am a current nicotine user.  smoke   chew  vape  patch  

How often do you use nicotine and how much?     When did you start?   

CBD/THC  Do you use CBD or THC products?  

No, I have never used CBD/THC 

Former CBD/THC user.  When did you quit?          

Yes, I am a current CBD/THC user.  smoke   vape         topical      oral 

How often do you use CBD/THC and how much?     When did you start?   



                            NOTICE OF PRIVACY (HIPPA) AND ARIZONA HIE 

PATIENT MAY RECEIVE A COPY OF OUR PRIVACY PRACTICE UPON THE PATIENT S 

REQUEST 

(Patient may refuse to sign this agreement.) 

                                                  Grand Medical Associates 

This Healthcare Practice recognizes that every patient has the Right of Privacy concerning their personal health 

information.  We make every effort to protect and preserve patient records in a manner that secures this information. 

By signing the acknowledgement: 

You are only confirming that you understand our PRIVACY PRACTICES. 

You do not give up any of your rights and you may choose at some point in the future to provide more specific instructions 

for us to follow regarding your personal health information. 

I UNDERSTAND OR I HAVE REQUESTED A COPY OF THIS OFFICE S NOTICE OF PRIVACY PRACTICES: 

Print your name here:        

Sign your name here:        

Fill in today s date here:        

                                             ARIZONA HEALTH INFORMATION EXCHANGE

I acknowledge that I received and read the Notice of Health Information Practices. I understand that my 
healthcare provider participates in Health Current, Arizona s health information exchange (HIE). I understand 
that my health information may be securely shared through the HIE, unless I complete and return an Opt Out 
Form to my healthcare provider.   

Reconozco que recibí y leí el Aviso de Prácticas de Información de Salud. Entiendo que mi proveedor de 
salud participa en Health Current, el intercambio de información sobre la salud de Arizona (HIE por sus 
siglas en inglés). Entiendo que mi información de salud puede ser compartida de forma segura a través del 
HIE, a menos que complete y regrese una Forma (Opt Out) sobre la opción de no participar del paciente a mi 
proveedor de salud.

Print your name here:        

Sign your name here:        

Fill in today s date here:        



RECORD REQUEST 

Patient Name:       Date of Birth:     

INFORMATION TO BE RELEASED: 

 1 Year of Records ONLY  

 Last Mammogram, Dexa, Colonoscopy 

Last OV note, Labs, Imaging 

Other 

WE DO NOT ACCEPT RECORDS ON CDS 

I authorize the release and disclosure of the above information as follows: 

RECEIVING FROM:      PLEASE SEND RECORDS TO:  

Doctor/Facility:                                                        Doctor/Facility: GRAND MEDICAL ASSOCIATES                             

Address:                                                                   Address:          14674 W MOUNTAIN VIEW BLVD #200 
          

                                SURPRISE, AZ. 85374          

Phone:                                                                    Phone:             623-544-6860    
  
Fax:                                                                         Fax:                  623-544-6861   

***YOU MUST PROVIDE A FAX NUMBER SO THAT WE MAY 
REQUEST YOUR RECORDS*** 

This authorization shall expire 180 days from the date below unless otherwise specified here:    . I understand I may 
withdraw my authorization at any time by submitting a written request to Grand Medical Associates.  I understand any revocation is not effective to the 
extent action has already been taken in reliance on this authorization.  I understand information used or disclosed pursuant to this authorization may be 
subject to re-disclosure and may no longer be protected by federal or state law.  This authorization is not intended to affect a patient s ability to receive 
medical care. 
Alcohol and Drug Abuse Treatment, if checked above, to the extent my medical record contains information regarding alcohol or drug treatment that is 
protected by federal law.  I authorize the disclosure of such information or record. 
HIV/AIDS Information, if checked above, to the extent my medical record contains information regarding my HIV/AIDS status, treatment, or testing, I 
authorize disclosure of such information. 
Mental Health Information, if checked above, to the extent my medical record contains information regarding Mental Health status, treatment, or testing. I 
authorize disclosure of such information. 

        

Signature of Patient of Legal Representative Date 



Notice of Health Information Practices

You are receiving this notice because your healthcare provider participates in a non-profit,
non-governmental health information exchange (HIE) called Health Current. It will not cost you 
anything and can help your doctor, healthcare providers, and health plans better coordinate your care 
by securely sharing your health information. This Notice explains how the HIE works and will help 
you understand your rights regarding the HIE under state and federal law.

How does Health Current help you to get better care?
In a paper-based record system, your health information is mailed or faxed to your doctor, but 
sometimes these records are lost or don�t arrive in time for your appointment. If you allow your health 
information to be shared through the HIE, your doctors are able to access it electronically in a secure 
and timely manner.

What health information is available through Health Current?
The following types of health information may be available:

Hospital records Radiology reports

Medical history Clinic and doctor visit information

Medications Health plan enrollment and eligibility

Allergies

Lab test results

Other information helpful for your
treatment

Who can view your health information through Health Current and when can it be shared? 

People involved in your care will have access to your health information. This may include your 
doctors, nurses, other healthcare providers, health plan and any organization or person who is 
working on behalf of your healthcare providers and health plan. They may access your information 
for treatment, care coordination, care or case management, transition of care planning, payment for 
your treatment, conducting quality assessment and improvement activities, developing clinical 
guidelines and protocols, conducting patient safety activities, and population health services. Medical 
examiners, public health authorities, organ procurement organizations, and others may also access 
health information for certain approved purposes, such as conducting death investigations, public 
health investigations and organ, eye or tissue donation and transplantation, as permitted by applicable 
law.

Health Current may also use your health information as required by law and as necessary to perform 
services for healthcare providers, health plans and others participating with Health Current.

The Health Current Board of Directors can expand the reasons why healthcare providers and others 
may access your health information in the future as long as the access is permitted by law. That 
information is on the Health Current website at healthcurrent.org/permitted-use.

You also may permit others to access your health information by signing an authorization form. They may
only access the health information described in the authorization form for the purposes stated on that form.



Does Health Current receive behavioral health information and if so, who can access it? 
Health Current does receive behavioral health information, including substance abuse treatment 
records. Federal law gives special confidentiality protection to substance abuse treatment records 
from some substance abuse treatment programs. Health Current keeps these protected substance
abuse treatment records separate from the rest of your health information. Health Current will only 
share these protected substance abuse treatment records it receives from these programs in twocases. 
One, medical personnel may access this information in a medical emergency. Two, you may sign a 
consent form giving your healthcare provider or others access to this information.

How is your health information protected?
Federal and state laws, such as HIPAA, protect the confidentiality of your health information. Your 
information is shared using secure transmission. Health Current has security measures in place to prevent 
someone who is not authorized from having access. Each person has a username and password, and the 
system records all access to your information.

Your Rights Regarding Secure Electronic Information Sharing
You have the right to: 

1. Ask for a copy of your health information that is available through Health Current. To make this
request, complete the Health Information Request Form and return it to your healthcare
provider.

2. Request to have any information in the HIE corrected. If any information in the HIE is
incorrect, you can ask your healthcare provider to correct the information.

3. Ask for a list of people who have viewed your information through Health Current. To make this
request, complete the Health Information Request Form and return it to your healthcare
provider. Please let your healthcare provider know if you think someone has viewed your
information who should not have.

You have the right under article 27, section 2 of the Arizona Constitution and Arizona Revised 
Statutes title 36, section 3802 to keep your health information from being shared electronically 
through Health Current:

1. Except as otherwise provided by state or federal law, you may �opt out� of having your
information shared through Health Current. To opt out, ask your healthcare provider for the Opt
Out Form. Your information will not be available for sharing through Health Current within 30
days of Health Current receiving your Opt Out Form from your healthcare provider.
Caution: If you opt out, your health information will NOT be available to your healthcare
providers�even in an emergency.

2. If you opt out today, you can change your mind at any time by completing an Opt Back In
Form and returning it to your healthcare provider.

3. If you do nothing today and allow your health information to be shared through Health
Current, you may opt out in the future.

IF YOU DO NOTHING, YOUR INFORMATION MAY BE SECURELY SHARED 
THROUGH HEALTH CURRENT.
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Summary of the Patient Rights Process for Healthcare Providers

Health Current, ,  health information 
electronically available to participants. State and federal law give patients certain rights and protections 
concerning this information. This document describes the process for complying with these laws. 

Implementing the Patient Notification Process and the Right to Opt Out

Healthcare providers who actively participate in the HIE are required to do the following:

1. Distribute the Notice of Health Information Practices (Notice) to patients. Obtain a signature 
from each patient acknowledging receipt of the Notice. This signature can be obtained on any 
form, including the healthcare 
admission or treatment form. The form must reference the healthcare 
the HIE and must state that the patient has received, read and understands the Notice. (See 
FAQs for Healthcare Providers for sample language.) 

2. Provide the Opt Out Form to any patient who wants to opt out or the Opt Back In Form to 
change a previous opt out decision. A patient can opt out or opt back in at any time. 

3. Provide the Health Information Request Form to any patient who wants to request a copy of his 
or her health information that is available through the HIE or who wants a list of persons who 
have accessed his or her health information through the HIE in the last three years. 

Providers must complete the bottom section of the Opt Out Form, Opt Back In Form and Health 
Information Request Form before sending the forms through secure fax to Health Current at  
(602) 324-5596 or (520) 300-8364. 

If a patient opts out of making some or all of his or her health information accessible through 
the HIE, then no one will have access to that information through the HIE, even in an 
emergency. 

Implementing Consent or Emergency Access to Substance Abuse Treatment Information  

Federal law (42 C.F.R. Part 2) gives special confidentiality protection for substance abuse treatment 
records from federally-assisted substance abuse treatment programs (Part 2 Data). 
substance abuse treatment information may be co-
from these programs, Health Current keeps all health information it receives from these healthcare 
providers s health information. health information 
from these participating healthcare providers is available through the HIE only if a patient gives written 
consent or in a medical emergency.  

Healthcare providers may access Part 2 Data if a patient signs a Part 2 Consent Form. Healthcare 
providers also may access Part 2 Data without patient consent if the healthcare provider: (1) determines 
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consent cannot be obtained; and (3) documents certain information. Health Current notifies the 
- Part 2 Data has been 

disclosed in a medical emergency. However, if a patient has opted out of the HIE, Part 2 Data may not 
be accessed through the HIE, even in a medical emergency. 

Healthcare providers who access Part 2 Data through the HIE may not re-disclose it, unless expressly 



What You Need to Know About Secure
Sharing of Your Health Information

Doctors and hospitals can give you better healthcare by sharing your health information electronically. This is
very important in emergencies. This sharing is done electronically through Health Current, Arizona�s health
information exchange (HIE). 

Many doctors� offices and hospitals are switching from paper medical records to electronic medical 
records. During your most recent doctor�s visit, you may have noticed your doctor using a laptop or 
tablet to type in your health information. Now that your health information is stored safely in a 
computer, it can be shared more easily among your doctors� offices, hospitals, labs, and radiology 
centers. Your health information is shared securely through the HIE. 

Secure sharing of your health information has many benefits:

Better treatment in an emergency because your doctors will have information about your allergies
and your previous problems.

Prevention of errors and harmful drug interactions.

Lower overall costs of healthcare by avoiding duplicate tests, procedures and prescriptions.

For details about how your health information will be shared and how it will be protected, please read the
Notice of Health Information Practices you received at your doctor�s office.

NOTE: If you do not want your health information shared through HIE, please ask your provider for an
Opt Out Form. For more information, visit www.healthcurrent.org and click on the Patient Rights
button. 

H-HealthCurrentWhatYouNeedtoKnowEnglish_Final_



Patients: 

When you are requesting a referral to a specialist, 

please make sure that the specialty office is in network 

with your insurance. 

If the specialty office you are requesting is not in 

network, please give your insurance company a call and 

ask them for a list of in network providers.  

You may give our office a call with the in-network 

provider s information so we can send over a new 

referral. 

Please note- 
Our office is not responsible for any billing or statements received from 
the specialist due to provider being out of network. 

Thank you for your understanding and cooperation! 

Grand Medical Associates 



Notice of Privacy Practices 

To our patients: This notice describes how health information about you (as a patient of this practice) may be used and

disclosed, and how you can get access to your health information. This is required by the Privacy Regulations created as 

a result of the Health Insurance Portability and Accountability Act of 1996 (HIPPA).  

Our commitment to your privacy 

 Our practice is dedicated to maintaining the privacy of your health information, we are required by law to 

maintain the confidentiality of your health information.  

Use and disclosure of your health information in certain special circumstances  

 The following circumstances may require us to use or disclose your health information: 

1. To public health authorities and health oversight agencies. 

2. Lawsuits and similar proceedings in response to a court or for law enforcement. 

3. When necessary to reduce or prevent a serious threat to your health or the public. 

4. If you are a member of the U.S. or foreign military forces (including veterans) 

5. To federal officials for intelligence and national security activities.  

Your rights regarding your health information 

1. Communications. You can request that our practice communicate with you about your health and

related issues in a particular manner or at a certain location.  

2. You can request a restriction in our use or disclosure of your health information for treatment, payment, 

or health care operations. Additionally, you have the right to request that we restrict our disclosure of 

your health information to only certain individuals involved in your care or the payment for your care, 

such as family members and friends.  

3. You have the right to inspect and obtain a copy of the health information that may be used to make 

decisions about you, including patient medical records and billing records. You must submit your 

request in writing to Grand Medical Associates/ Surprise Medical Associates at 623-544-6860.  

4. You may ask us to amend your health information if you believe it incorrect or incomplete, and as long 

as the information is kept by or for our practice. To request an amendment, your request must be made 

in writing and submitted to Grand Medical Associates/ Surprise Medical Associates at 14674 W. 

Mountain View Blvd. Surprise, AZ., 85374. You must provide us with a reason that supports your request 

for amendment. 

5. You are entitled to receive a copy of this Notice of Privacy Practices. 

6. If you believe your privacy rights have been violated, you may file a complaint with our practice or with 

the Secretary of the Department of Health and Human Services. To file a complaint with our practice, 

please contact: Janis Gordon at 623-544-6860 ext. 117. All complaints must be submitted in writing. You 

will not be penalized for filing a complaint. 

7. Our practice will obtain your written authorization for uses and disclosures that are not identified by this 

notice or permitted by applicable law.  


