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GLADHART FAMILY MEDICINE

Tuberculosis Skin Test Form
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PPD (Mantoux) Test Result: }@ Negative [ Positive

Signature (resuits read/reported by): =7 %—
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*In order for this document to be valid/acceptable, all sections of this form must be completed.

Qladhert Famlly Medicine
820 Alnsworth Drive, Suite A
Prascott, AZ 86301
928-777-9800
Fax: 928-777-9797



'GLADHART (™

FAMILY MED

820 Ainsworth Drive, Suite A » Prescott, Arizona 86301 ¢ (928) 777-9600 e Fax (928) 777-9797

ADVANCE BENEFICIARY NOTICE OF NONCOVERAGE (ABN)

Patient Name: 3 \\l(‘ T% Q “u/bjf\' insurance iD: )(g V ?SD’-}IZ‘ ‘?S&V
L |

Provider: Gregg R Gladhart. MD

Your provider has recommended that you receive the following medical service:

NDC. # 44281~ 752-2/
Lo+ 4282 AA
EXf-. [2-10-2015

Your insurance may not pay for these services if they determine that the séices are
experimental under their medical policy guidelines.

The purbose of this form is to help you make an informed choice about whether you want to
receive these services, knowing that you may have to pay for them yourself.

CHOOSE ONE OPTION; SIGN AND DATE

o YES, | want the services listed above, but | also want my insurance for an official
decision on payment. If my insurance does pay, we will refund any payments you
made to us, less co-pays or deductibles. If my insurance dos not pay | am
responsible for payment.

o YES, | want the services listed above, but do not bill my insurance. | may be asked
to pay now, as | am responsible for payment.

o NO, | do not want the services listed above. | understand that, with this choice, | am
not responsible for the payment.

2 />5§/4M2 774711 . 812

... Signature of Patient or person acting on patient’s behalf Date
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Before administering any vaccines, give (he patient copies of all pertinent Vaccine Information Statements (VISs) and make sure he/she undersiands
the risks and benefits of the vaccine(s). Update the patient’s personal recard card or provide a new one whenever you administer vaccine.
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*Record the generic abbreviation for the type of vaccine given (¢.g.. PPV, patient. According to federal law, VISs must be given to patients before ad-
HepA-HepB), not the trade name. ministering each dose of Td, MMR, varicella, or hepatitis B vaccine.
Yor combination vaccines, fill in the row for cach individual antigen compos-  *® Some high-risk patients need a one-time revaccination with preumocaccal
ing the combination. palysaccharide vaccine (PPV).

$Record the publicatian date of cach VIS as well as the date it is given to the
www.immunize.og/caig. d/p2023h.eif * liem #P2023 (5/03)

Immunization Action Coalition * 1573 Selby Avenue ¢ St. Paul, MN 55104  (651)647-9009 ¢ www.immunize.org



PATIENT: SMM {’\’OLA,"\—
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PATIENT CONSENT FORM

1. Name of Procedure: |, ) (patient or guardian name) give consent for Gregg R.
Gladhart, MD and any other asslﬂants, he }:&ooses to perform this

‘\f: = 61 uln%m’f"O/

lun erstaq the reason fo&%e procedure Is: EQ Mo, e =2 00~ .

2. Risks/Dangers: | understand that any procedure may have risks and dangers that can include: Infection,
bleeding, nerve injury, blood clots, heart attack, allergic reactions, pneumonia, and possibly death. Some other
risks or dangers of this kind of procedure are:

3, Adoctor or $eclally trained nurse will give me medicine to keep me from feeling the pain the surgery. Thisis
called anesthesia. The medicine could make me relax or sleep. The medicine could cause problems. | could
posslbly aven die. The doctor or specially trained nurse will decide what medicine to give me. | give my
permission for any medicines expect for these: B Tinfluenzes

4. If my physician finds any unexpected condition at the time of surgery, | give permission for him or her to do
whatever treatments or procedures are necessary except | don’t want:

Aeone
(If nothing, write none)

5. |understand that no one can promise or guarantee that the operation or procedure will cure me or provide
the expected outcome. '

6. |have read and completely understand this consent form. My questions have been answered. |have no more
questions.

By signing this form, | am stating that | have read, and understand, consent and agree to the above.
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PHYSICIAN DECLARATION: | have explained the contents of this document with the patient and have answered all the

ITNESE’ JIGNATURE T T Date

patient’s questions. To the best of my knowledge, the patient has been adequét'él\'ilnformed. The patlent has
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GLADHART FAMILY

MEDICINE

820 AINSWORTH, SUITE A
PRESCOTT, AZ 86301
PH (928) 777-9600 FAX (928) 777-9797

Health Information Summary for: HOYT, SHERRYL (ID: HOYSH000)

Printed on February 28, 2012 at 8:00 AM, covering February 27, 2012

Page: 1 of 1

Your Provider:
Gregg R. Gladhart MD

Vital Signs:
February 27, 2012 at 08:31 AM

Weight 128 Ibs
Visual Acuity Both AL MA
Temperature 982 F
Blood Pressure 102/62
Smoking Never
Respirations 16
Pulse 82
Oximetry 98 %
Height 5'1.8"

Procedures Performed or Noted:
HEP B VACCINE, ADULT

Orders Placed:
Hepatitis B Adult

Immunizations:
HEPATITIS B
Date Given Physician/Clinic DOSE
02/27/2012 Gregg Gladhart MD/GLADHART FAMILY MEDICINE  1mL
Noted Allergies:
NKDA

Note: This summary may contain notes, lab results, or other
reporis that have not yet been signed or reviewed by your provider.

Printed using Medisoft Clinical®



GLADHART FAMILY MEDICINE Page: 1 0f 1
820 AINSWORTH, SUITE A

PRESCOTT, AZ 86301

PH (928) 777-9600 FAX (928) 777-9797

Health Information Summary for: HOYT, SHERRYL (ID: HOYSH000)

Printed on February 8, 2012 at 9:32 AM, covering February 07, 2012

Your Provider:
Gregg R. Gladhart MD

Procedures Performed or Noted:
IMMUNIZATION ADMINISTERED
DTAP VACCINE

Immunizations:
DTAP
Date Given Physician/Clinic DOSE

02/07/2012 Gregg Gladhart MD/GLADHART FAMILY MEDICINE  0.5mL

Noted Allergies:
NKDA

Current Medications:
ON NO MEDICATIONS,, for-days

Note: This summary may contain notes, lab results, or other
reports that have not yet been signed or reviewed by your provider.

Printed using Medisoft Clinical®



01/19/2012 9:27:27 AM  FROM: LABCORP LCLS BULK TO: 9287170726 LABCORP Page 2 of 4
TO: Prescott Health Clinic PLLC

LabCorp Willow Creek

Lg,;b;.Qw 220 Wllew Coeek Rond

Phone: 602-454-8000

Pairat 1D Contro} Number Acoongt Namnber Accouat Phoos Number Routo
016-666-—2615-0 BAP02702360 02702360 928-717-0724 00
Paticast Las Naase Accoual Addkress
HOYT Prescott Health Clinie PLLC
Patit Fist Nauze Patieut Middle Nawe -
SHERRYL
Patizct 557 ‘Paticat Phowe Tota Volune 1003 Division st ste 2
Age (YADY Datc of Binth Sex Fasting PRESCOTT AZ 86301
40/03/14 10/02/71 F No
Patient Address Additional Informatioo
UPIN: S43628
Date 2ad Tous Colleceed Date boered Dato and Time Reparted Plrysican haune NP1 Physician ID
01/16/12 16:15 01/16/12 | 01/19/12 09:27ET | BAST . T 1760682843
Tests Ordered
Measles/Mumps/Rubella Immunity; Varicella-Zoster V Ab, IgG
| TESTS RESULY FLAG UNITS REFERENCE INTERVAL LAB|
Measles/Mumps/Rubella Immunity
Rubella Antibodies, IgG 13 IU/mL 0l
Non-immune <5
Equivocal 5-9
Immune >9
Rubeola Ab, IgG, EIA 2.81 High index 0.00 - 0.90 02
Negative <0.91
Equivocal 0.91 - 1.09
Positive >1.09

Presence of antibodies to Rubeola is presumptive evidence
of immunity except when active infection is suspected.

Mumps Abs, IgG 3.40 High index 0.00 - 0.90 02
Negative <0.91
Equivocal 0.91 ~- 1.09
Positive >1.09

Presence of antibodies to Mumps is presumptive evidence
of immunity except when active infection is suspected.

Varicella-Zoster V Ab, IgG

Varicella Zoster IgG 1.77 High index Immune >1.09 02
Nonimmune <0.91
Equivocal 0.91 - 1.09
Immune >1.09
ol PD LabCorp Phoenix Dir: Frank Ryan, PhD
3930 E Watkins Suite 300, Phoenix, AZ 85034-7251
02 BN LabCorp Burlington Dir: william P Bancock, MD
1447 York Court, Burlington, NC 27215-3361
For inquiries, the physician may contact Branch: 928-778-7823 Lab: 602~454-8000

| HOYT, SHERRYL ] | 016-666~2615-0 | Seq#0829 |
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