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Wetcome to Wheat Ridge lnternaI Medicine!

We are tooking forward to seeing you on with

We are sending you the enctosed packet and ask that you comptete it prior to your scheduted

appointment time.

As you compl,ete the attached paperwork, please take a moment to note the fol,l,owing important items:

7. Att new patient appointments are bittabte and submitted to your insurance company.

2. lt is very important that you arrive on time for your appointment. lf vou are more than 10 minutes

tate.your appointment mav be rescheduted..

3. lf you do not show up for your appointment, you witl NOT be rescheduted.

4. ptease note that per office poticy, no controtted substances witt be prescribed at your initiat visit.

5. Ptease bringthe fol,towingto your appointment:

a. This packet.

b. Botttes of att your current prescription medications OR a detaited medication list

c. Past medicaI records. lf you do not have physicat copies, ptease request that your

previous heatth care provider fonruard att records to WRIM (Fax: 303-422-82911

d. lnsurance card, photo lD, and copay. We accept cash, check, Visa, and Mastercard.

Ptease feel, f ree to catt us with any questions. We l,ook forward to meeting you soon!

Wheat Ridge lnternaI Medicine Providers

Stanton Etzi, MD - SofiAbraham, MSN, FNP-C, ONC - Sara Schmidt, MSN, AGNP-C - Crystal Cutbert,

PA-C - El,izabeth Cowan, NP

W. ScottAtlan, MD - Kendra Baughn, PA-C - Megan Weaver, PA-C - Brooke Edwards, NP

We cultivate good health.



WHEAT RIDGE
INTERNAL MEDICINE
7821West 38'h Avenue, Wheat Ridge, CO 80033 | P 303-422-2343 | F 303'422-8291

Wheat Ridge lnternal Medicine is located behind Cl.ear Creek Surgicat Center on the nofth side of 38th

Avenue

We cuLtivate good health,
wnean&elnEffi[rre.tiElng cort
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Dear New Patient,

We are tooking forward to your upcoming visitl

We request that you contact your insurance company a minimum of 48 hours prior to your scheduLed

appointment to ensure that our practice is in network with your insurance company. lf your pol,icy

requires a Primary Care Provider (PCP), ptease ensure that Dr. Stanton Etzi or Dr. Wl'tiam Scott Atlan is

tisted as your PCP. If one of our providers is not on fil.e with your insurance company, it timits our abil'ity

to effectivel,y order medications and testing or comptete referrats foryou.

As tong as one of the above providers is Listed as your PCP, you may see any of the providers at Wheat

Ridge I nternaI Medicine.

lnsurance companies do not attow medical, offices to make PCP changes on behatf of patients, so this

must be compteted by you prior to your visit.

lf you have any questions or need assistance, ptease contact our bitting office al303-422'2343 ext. 107

or 122.

Thank you,

The Staff of Wheat Ridge lnternaI Medicine

We cultivate good health,
wtrerUiUge'imemaFreOlone corn



Patient lnformation

Date of Birth:

SociaI Security #:

Address:

MaritaL Status:

City: State: _Zip:

Home Phone #:

Emait:

Cett#: Work #:

Name:

Occupation: Emptoyer:

Emptoyer Address:

Spouse's Name: Date of Birth:

SociaI Security #:

Spouse's Phone:

Spouse's Emptoyer:

Spouse's Work#:

tnsurance lnformation
(lf incompLete, patient wil,L be bitted)

Primary Insurance: Poticy/Subscriber #:

lnsurance Co. Address: City: State: 

-Zip:Subscriber's Name: Group #:

Secondary lnsurance: Poticy/Subscriber #:

lnsurance Co. Address: City: State: _Zip:

Subscriber's Name: Group #:

I authorize the retease of any medicaI information necessary to process my ctaim to an insurance

company, organization, emptoyer, hospitat, or physician. I understand that I am responsible for any and

att charges that my insurance company may not pay. I authorize payment of my medicaI benefits to be

paid directLy to Wheat Ridge lnternaI Medicine as indicated by the signature on fite/accept assignment on

the ctaim form.

I CERTIFYTHAT I HAVE READ AND UNDERSTOOD THE ABOVE AND THATTHE INFORMATION I HAVE

PROVIDED IS TRUE AND CORRECT.

Patient/LegaI Gua rdian Signature: Date:



AdditionaI I nformation

Name: DOB: lnitiats:

! I refuse to comptete this form

Race:

f trtative American/Al.aska Native

! Rsian

! Btack/Af rican American

! ttatlve Hawaiian/Other Pacific lsl.ander

! wnite

! unoetineo

! rvore than one race

Eth n icitv:

! nispanic/Latino

! ttot Hispanic/Latino

Preferred Language: Birthptace:

Common Questions and Answers:

Why do we ask you to comptete this form? The Centers for Medicare and Medicaid have mandated that

we ask these questions. The responses are used in disease management repofting, as wetl as other

types of reporting.

What is the difference between race and ethnicity? Race describes biotogicatdescent. Ethnicity

describes cutturaI heritage.

What if I don't want to answer these questions? You have the right to refuse. Just check the "refuse to

comptete" box above.

** We follow current FederaI Standards pubtished by the Office of Management and Budget (OMB).

For Office Use Onty:

Account#



MedicaI History

Name: Today's Date:

Sex at birth:- Preferred pronoun: Emait:

Home #: Cel,l. #: Work #:

lFormery occupation:

Ptease answer the fottowing questions to hel,p us maintain accurate records and provide high-quatity

care. At[ information wil.l, be kept confidentiat. Please discuss any questions with your provider or

ctinicaI staff.

Do you have a tivingwitl., advanced directive or DNR? ! Ves E f.lo

Do you have speciathearing needs: ! Ves E ruo

Do you have vision impairment beyond reading gl,asses: ! Yes E f.lo

Please indicate if you have ever been diagnosed with the fol,l,owing:

Cardiovascular

! Hypertension

! Congestive Heart Faiture

! nrrytnmia/Atriat
Fibrittation

! neartAttack

! Stroke/TIA

! Pacemaker

! Coronary Artery Disease

! Hypertipidemia

! otrer:

GI

! lrritabte Bowet Syndrome

! oeno

! Coton Potyps

! Crohn's Disease

! Utcerative Cotitis

Putmonary

! nstnma

! coeolemphysema

! Cnronic Bronchitis

! steep Apnea

Kidney/En docrine/Auto-
immune

! Diabetes l/ll

! Rneumatoid Arthritis

! Chronic Kidney Disease

! fiOneyStones

! Thyroid Disease

! osteoporosis

! otner:

Mentat Heatth

! Depression

! Rnxiety

f, Mood Disorder

! Drug Use

! Atcohotism

NeurotoEic

! Neuropathy

! seizures

! Headaches/Migraines

! other:

Hematotogic

! AtooO Cl.ots

! Bteeding Disorder

! etooO transfusion

! Anemia

! otner:

Cancer/lnfectious Disease

! st<in cancer

! Breast Cancer

! Prostate Cancer

! coton Cancer

! urv

! Hepatitis
! otner:

! otner:

! otner:



Famity MedicaI History

ls your mother ative? ! V". f] No lf not, ptease tist age at death and cause of death:

ls your father aLive? ! Ves E ruo lf not, ptease List age at death and cause of death:

PLease indicate if anyone in your immediate family has ever been diagnosed with the foltowing:

SurgicaI History
Ptease list al.l, operations you have had and the approximate date of each:

Operation Date

Mother Father Sibl.ing chiLd

High Btood Pressure

H igh ChotesteroI

Stroke

Heart Attack

Heart Fail.ure

Bl.eedi ng/Btood Disorder/Blood Ctot

Diabetes

Thyroid Disorder

Osteoporosis

Kidney Disease

Liver Disease

Atcohotism

Drug Use

Breast Cancer

Coton Cancer

Prostate Cancer

Other Cancer (ptease tist):



Ptease list any providers you have seen in the last 2 years:

Women's Heatth

Number of Pregnancies: 

- 
Births: Miscarriages: 

- 

Abortions:

History of abnormatpap smear? ! Yes E No

Date of Last Pap:

Date of Last Mammogram:

Are you currentty sexuatty active? ! Ves E No

lf yes, ! Singte Partner or ! VtuttipLe Partners lf yes, E Mate Partner(s) and/or I femate Partner(s)

Areyou usinganyform of birth controt? !Ves E ruo lf yes,what method?

Men's Health

How often do you examine your testictes?

Are you currentty sexual.l,y active? ! ves E No

lf yes, ! Singte Partner or ! t,tuttipl.e Partners lf yes, E Mate Partner(s) and/or ! Femal.e Partner(s)

GeneraI Heatth Questions:

Do you use tobacco productsZ f] Yes E ruo lf yes, what kind? How much?

What age did you start? lf you have quit, when did you quit?

Do you drink al.cohot? ! Yes ! No lf yes, how much and how often?

Do you use marijuana or other recreationaL drugs? ! Ves E ruo lf yes, what do you use?

Have you ever had a btood transfusionZ ! Ves E ruo lf yes, when?

Have you had a cotonoscopy? E Yes ! No lf yes, when? Resul.t?

Have you had a bone density test? ! Ves E ruo lf yes, when? Resutt?

Do you wear a seat bett when driving? ! Ves E ruo

Do you wear sunscreen? ! ves E ruo

Do you take cal.cium supptements? ! Ves E f.lo

Have you ever had a sexuattytransmitted disease? ! Ves E ruo lf yes, when?-What?

Resutt:

Resutt:

Have you ever tested positive for tubercutosis by skin test? ! Ves E ruo



WHEAT RIDGE
INTERNAL MEDICINE
7821West 3B'h Avenue, Wheat Ridge, CO 80033 | P 303-422-2343 | F 303-422-8291

lmmunizations:

Have you received the fottowing vaccinations:

Tetanus!vesEruo

1. LittLe interest or pteasure in doing things:

2. Feel.ing down, depressed, or hopetess:

Date:

Date:

Date:

Date:

Date:

Date:

Date:

Date:

Several More Than Nearty Every
Days Hatf the Days Day

trtrtr
trtrtr

Meastes, Mumps, Rubel.l.a I Ves E ttto

Potio!Yes!ruo

Hepatitis B Vaccine ! Ves E ttto

Hepatitis AVaccine ! Ves E tto

Pneumonia (pneumococcaL23 andlor Prevnar 13 E Yes ! ruo

Shingtes Vaccine (Shingrix and/or Zostavax) f Ves E ruo

Human Papittomavirus Vaccine (HPV)! Ves E No

Patient Heatth Questionnaire:

Over the past 2 weeks, how often have you been bothered by any of the fol.Lowing probtems:

Not at atl

tr
tr
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Medication List
Name:

Preferred Pharmacy: Pharmacy Phone Number:

Ptease tist atl. medications you are CURRENTLY TAKING inctuding prescriptions, over-the-counter

medications, vitamins, and herbaI remedies:

Medication: Dosage: Frequency:
Reason for

taking:
Ordering Dr. :



Preferred Pharmacy: Pharmacy Phone Number:

Ptease [ist att medications you are ALLERGIC TO incLuding prescriptions, over-the-counter medications,
vitamins,

and herbaI remedies:

Medication: Reaction:

Name:



WHEAT RIDGE
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fhis poticy has been estabtished to hetp us better serve our patients and ensure patients have

access to timety medicatcare.

Effective )uly 1,2026

ea ne-e [ [a_t Lo-n-oj_a_n 3 B p oi.ilme nt

It is necessary for us to make appointments in order to see our patients as efficientLy as possibte.
To be respectfut of the medicat needs of our patients, ptease be courteous and catt promptty if you
are unabte to attend an appointment. Appolntments are in high demand, and your earLy

cancettation witt give another person the possibitity to have access to timel.y medical. care.

As a courtesy, and to he[p patients remember their scheduLed appointments, Wheat Ridge lnternat
Medicine sends out confirmation catts the day prior to the appointment. lf your schedute changes
and you cannot keep your appointment, ptease contact us so we can reschedul.e you and
accommodate other patients.

*"Ptease understand that insurance companies consider this charge to be entirel.y the patient's
responsibitity.

To cancetor reschedute an appointment pl.ease cal.t Wheat Ridge Internat Medicine at
303-422-2343 and speakwith a patient coordinator.

Date:

Patient Acknowtedgement (ptease sign)

Or PersonaI Representative

STANTONELZIMDIS.MICHAELARCHERMDICRYSTALCULBERTPA.CISARASCHMIDTNPISOFIABRAHAMNP

W.SCOTTALLANMD IDAVIDA HAGERMD IEMILYL PIALAPA-C I i'/ELISSAFOUNTAINPA.C ILORI KRIEGSHAUSERNP ILAURAWUCHTERNP

We cultivate good health,

Ns_S_how_eherge

A faiture to present at the time of a scheduted appointment witt be recorded in your chart as a
"no show" and a fee witt incur for each no show and bitted to your account.
$ZS witt be assessed for regutar appointments
$SO witt be assessed for [onger type appointments

This fee wil.L need to be paid before schedul.ing further appointments.

wh eatrid geinternatmedicine.com

No Show Polic
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FinanciaI Poticy

I understand that payment for medical services is due and payabte at the time seruices are rendered

untess financial. arrangements have been made. I understand that I am responsibte for atl costs of

cottection incl.uding attorney fees, coltection fees of 3Oo/o, and court costs. I understand that my unpaid

batances wit[ assess interest at the rate of 18.00% (1.5o/o monthl.y). lnsurance ctaims are fited as a

courtesy, but it is my responsibitity to see that the ctaims are paid. ! fulty understand that I am

responsibl.e for the payment of fees not covered by insurance. I authorize the submission of ctaims

without obtaining my signature on each ctaim submitted. I give my authorization and consent for

treatment after having a f ul.l. exptanation of proposed treatment, atternatives, and risks by my doctor. I

have been advised of my privacy rights as provided bythe Heatthcare lnformation Portabil.ity and

Accountabil,ity Act of 1996. I hereby authorize Wheat Ridge lnternal Medicine and its emptoyees, agents,

and assignees to contact me via e-mai[, text messaging, and to my cettutar devices using automated

tetephone diati ng systems.

Patient Signature Date

VUe cultivate good health.
wtleatddgelntsnatrr€dkfnB cpfl
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HIPAA lnformation and Consent Form

The Heatth lnsurance Portabil.ity and Accountabitity Act (HIPPA) provides safeguards to protect your
privacy. lmpLementationof HlPAArequirementsofficiattybeganonApritl4th,2003. Manyofthepoticies
have been our practice for years. This form is a "reader f riendty" version - a more comptete text is posted

in our office.

What this is atl about: Specificatl.y, there are rutes and restrictions on who may see or be notif ied of your
Protected Health lnformation (PHl). These restrictions do not inctude the normaI interchange of
information necessary to provide you with office services. HIPAA provides certain rights and protections
to you as the patient. We batance these needs with our goal. of providing you with quatity professional
service and care. Additional. information is avaitabte from the U.S. Department of Heal.th and Human
Services. www.hhs.gov

We have adopted the fottowing poticies:

1. Patient information wit[ be kept confidentiaI except as is necessary to provide services or to ensure

that al.t administrative matters retated to your care are handl.ed appropriatety. This specificatty inctudes

the sharing of information with other heatthcare providers, [aboratories, and heaLth insurance payers as

is necessary and appropriate for your care. Patient fites may be stored in open fite racks and wit[ not

contain any coding which identifies a patient's condition or information which is not atready a matter of

pubtic record. The normaI course of providing care means that such records may be [eft, at least

temporarity, in administrative areas such as the front office, examination room, etc. Those records wit[

not be avaitabte to persons other than office staff. You agree to the norma[ procedures utitized within the

office for the handting of chafts, patient records, PHI and other documents or information.

2. lt is the poLicy of this office to remind patients of their appointments. We may do this by tetephone, e-

mait, U.S mait, or by any means convenient for the practice andlor as requested by you. We may send

you other communications informing you of changes to office poticy and new technotogy that you might

find vaLuabte or informative.

3. The practice utitizes a number of vendors in the conduct of business. These vendors may have access

to PHI but must agree to abide by the confidentiatity rutes of HIPM.

4. You understand and agree to inspections of the office and review of documents which may inctude PHI

by government agencies or insurance payers in normal pedormance of their duties.

5. You agree to bring any concerns or comptaints regarding privacy to the attention of the office manager

orthe doctor.



6. Your confidentiaI information wit[ not be used for the purposes of marketing or adveftising of products,

goods, or services.

7. We agree to provide patients with access to their records in accordance with state and federat [aws.

8. We may change, add, detete or modify any of these provisions to better serve the needs of both the

practice and the patient.

9. You have the right to request restrictions in the use of your protected heatth information and to request

change in certain poticies used within the office concerning your PHl. However, we are not obtigated to

atter internal poticies to conform to your request.

t, Date: do hereby consent and acknowtedge my agreement to

the terms set forth in the HIPPA lnformation Form and any subsequent changes in office pol.icy. I

understand that this consent shat[ remain in force from this time fonarard.
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Qontaot P ref erenc eS _? rrd Auth o rizati o n

ln the circumstances that Wheat Ridge lnternat Medicine needs to contact me, I wish to be

contacted at the fottowing numbe rs:

Preferred Phone #:

Emait Address:

Atternate Phone #:

I give Wheat Ridge lnternat Medicine permission to leave messages on my voicemaiI E Yes n No

t, authorize the fottowing person(s) to receive messages regarding my
care or test resutts from the staff of Wheat Ridge lnternat Medicine (WRIM):

Name:

Name:

Retationship:

Retationship:

Phone #:

Phone #:

The above person(s) may receive information from WRIM in my name untitl stipuLate otherwise.
This inctudes, but is not iimited to, medicat conditions, treatments, resutts, medications,
andlor any other type of protected heatth information in order to facititate and coordinate my
care, treatment and payment.

Patient Signature: Date:

Date:Witness Signature:

Witness Name:

STANTONELZIMDIS.MICHAELARCHERMDICRYSTALCULBERTPA-CISARASCHIVIDTNPISOFIABRAHAMNP

W,SCOTTALLANI"4D I DAVIDA.HAGERMD I EMILYL PIALAPA-C I MELISSAFOUNTAINPA.C I LORI KRIEGSHAUSERNP I LAURAWUCHTERNP

We cultivate good health,
wheatridgeinternaImedicine.com
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Authorization to Use or Disctose My Heatth lnformation

Name: Date of Birth:

You may use or disctose the fottowing heatthcare information (check atl that appl.y):

! ntt my heatth information maintained by the bel.ow named practice

E pty heaLth information retatingto the fol.towing condition:

E UV heaLth information for the date(s):

Release Records From:

Office

Addre

Name:

SS:

City:

State: zip:
Phone: Fax:

Disctose Records To:

Wheat Ridge lnternaI Medicine

7821 West 38'h Avenue

Wheat Ridge, CO 80033

Phone : 303-422-2343 Fax: 303-422-8291

Reason(s) for this Authorization (check a[tthat appty):

E nt my request

! Ottrer (pl.ease specify):

This Authorization Ends (setect one):

E on (date):

! Wnen the fotl.owing event occurs:
(lf nothing is checked above, this authorization wit[ automaticaLLy expire one year from date signed)

Once our office disctoses heal.th information, the person or organization that receives it may re-disctose
it. Privacy laws may no [onger protect it.

Patient or Legal.ty Authorized Signature: Date:

Printed Name (if siEned on hehalf of natient): Relationshin:

lWe cultivate good health.
,rfi ealrdgelntemiitrreorOne cam
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Questions?

Dear Patient,

As you prepare for your visit to Wheat Ridge lnternal Medicine, you may have many thoughts and

questions. Ptease use this form to jot down questions/concerns that you woutd [ike to discuss with the

provider, medica[ assistant, or staff at the time of your visit.

VUe cultivate good health,



Notice of Heatth lnformation Privacy Practices

Effective Date of this Notice: June 1, 2018

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUTYOU MAY BE USED AND DISCLOSED AND HOWYOU CAN
GETACCESS TO THIS INFORMATION. PLEASE REVIEW CAREFULLY.

About Us

ln this Notice, we use terms [ike "we," "us," "our," or "practice" to refer to Wheat Ridge lnternaI Medicine, its physicians,
emptoyees,staff,andotherpersonnet. AttofthesitesandlocationsofWRlMfol.l.owthetermsofthisNoticeandmayshare
heatth information with each other for treatment, payment, or heatth care operations purposes and for other purposes as
described in this Notice.

Purpose of this Notice: This notice describes how we may use and disctose your heatth information to carry out treatment,
payment or heatthcare operations and for other purposes that are permitted or required by Law. This notice atso outtines our
LegaL duties for protecting the privacy of your heatth information and exptains your rights to have your heatth information
protected. We wiLL create a record of the services we provide to you, and this record witl. inctude your heatth information. We
need to maintain this information to ensure that you receive qual.ity care and to meet certain legaI requirements retated to
providing you care. We understand that your heal.th information is personat, and we are committed to protecting your privacy
and ensuring that your heatth information is not used inappropriatel.y.

Our Responsibil,ities: we are required by taw to maintain the privacy of your heatth information and to provide you notice of our
tegal. d uties and privacy practices with respect to your heatth information. We a re a lso req uired to notify you of a breach of
your unsecured heatth information. We witL abide by the terms of this Notice.

How We May Use or Disc[ose Your Heatth lnformation:

The fotLowing categories describe examptes of the way we use and disctose heatth information without your written
authorization:

For Treatment: We may use and disctose your heatth information to provide you with medicaI treatment or services. For
example, your heatth information wil.t be shared with your oncotogy doctor and other health care providers who participate in
your care. We may disclose your heatth information to another physician for the purpose of a consuttation. We may also
disctose your heatth information to your primary care physician or another heatth care provider to be sure that they have a [[ of
the information necessaryto diagnose and treat you.

For Payment: We may use and disctose your heatth information to others so they witt pay us or reimburse you for your
treatment. For example, a bitt may be sent to you, your insurance company, or a third-party payer. The biLl may contain
information that identifies you, your diagnosis, and treatment or suppties used in the course of treatment.

As Required by Law: We may use and disctose your heatth information when required to do so by federat, state, or [oca[ [aw.

Judicial. and Administrative Proceedings: lf you are invotved in a Legal. proceeding, we may disctose your heatth information in
response to a court or administrative order. We may atso release your health information in response to a subpoena,
discovery request, or other lawful process by someone etse invotved in the dispute, but only if efforts have been made to te[[
you about the request or to obtain an order protecting the information requested.

Heatth Oversight Activities: We may use and disctose your heatth information to heatth oversight agencies for activities
authorized by taw. These oversight activities are necessary for the government to monitor the heatth care system, government
benefit programs, compliance with government regutatory programs, and comptiance with civiI rights [aws.

Law enforcement: We may disctose your heatth information, within timitations, to law enforcement officiats for several
different purposes:

Publ.ic Heal.th Activities: We may use and disctose your heatth information for pubtic heatth activities, incl.uding the fottowing:

Mititary and Veterans activities: lf you are a member of the armed forces, we may disctose your heatth information to miLitary
command authorities. Heatth information about foreign mititary personnet may be disctosed to foreign military authorities.

Research: We may use and disctose your heatth information for certain research activities without your written authorization.
For exampte, we may use some of your heatth information to decide if we have enough patients to conduct a Cancer Research
study. For certain research activities, an lnstitutionaI Review Board (lRB) or Privacy Board may approve uses and disctosures
of your heatth information without your authorization.



lf you authorize us to use or disclose your health information, you may revoke your authorization, in writingi, at any time period
if you revoke your authorization, we wit[ no [onger use or disctose your heatth information as specified by your revocation,
except t0 the extent that we have taken action in retiance on your authorization.

Your Rights RegardingYour Heatth lnformation

You have the fotl.owing rights regarding the heatth information we maintain about you:

Right to Request Restrictions: You have the right to request restrictions on how we use and disctose your health information
for treatment, payment, or heatthcare operations.

Right to Request ConfidentiaL Communications: You have the right to request that we communicate with you in a certain
manner or at a certain location regarding the services you receive from us.

Right to Inspect and Copy: You have the right to inspect and copy heatth information that may be used to make decisions
about your care.

For more information regarding this poticy, ptease contact the Practice Administrato t al303-422-2343

Changes to this Notice: Wheat Ridge lnternat Medicine (WRIM) witl. abide by the terms of this notice currently in effect.
However, WRIM reserves the right to change the terms of this notice at any time. Any new notice provisions witl be effective for
atL heatth information from the time the changes are effective within WRIM.

Patient or Patient's Representative: Date:


