Date: 
[bookmark: _GoBack]
Patient name:  					DOB:			Sex: 		Age: 
Address: 
City: 						State: 			Zip: 
Home phone: 					Cell phone: 
Email: 	
Patient’s occupation: 					Employer: 
In case of emergency, who should we notify? 
Relationship to patient: 				Phone:

Insurance information:
Primary insurance: 					ID#: 
Policy holder name: 
Secondary insurance: 					ID#:
Policy holder name: 
What is the best way to contact you with results?	Home 		Cell		
May we leave a message on your answering machine or voicemail?	Yes		No
May we leave a message regarding your personal medical information with a family member?
Yes		No		Name of family member:
Phone:
In order to establish optimal relations with our patients and avoid misunderstanding regarding our payment policies, our staff is trained to inform you of the financial policies of the office. Payment is expected from you at the time of service for you part of the charges. We accept all major credit cards, cash, or checks. Your signature below indicates that you understand and accept our policy.

Signature:								Date: 


Name:											Date:
Please answer the following questions:
Allergies to drugs or medications (list): 
Allergies to other things (list):
Are you taking medications now? (List medications here or provide list)

Is there any personal history of:				Is there any family history of:
1. Hayfever			Yes	No		Hayfever	Yes	No
2. Asthma			Yes	No		Asthma	Yes	No
3. Eczema			Yes	No		Eczema	Yes	No
4. Psoriasis			Yes	No		Psoriasis	Yes	No
5. Skin cancer			Yes	No		Skin cancer	Yes	No
6. Diabetes			Yes	No		Diabetes	Yes	No
7. Heart attack			Yes	No		Heart attack	Yes	No
8. Gout				Yes	No		Hepatitis	Yes	No
9. Stroke				Yes	No
10. Abnormal heart beat		Yes	No
11. Blood clots			Yes	No
12. High blood pressure		Yes	No
13. Bleeding problems		Yes	No
14. Gall bladder problems		Yes	No
15. Kidney disease			Yes	No
16. Stomach ulcers		Yes	No
17. Prostate trouble		Yes	No
18. Cataracts			Yes	No
19. Hepatitis			Yes	No
20. Anemia			Yes	No
21. Breast cancer			Yes	No
22. Have you ever had a blood transfusion? If yes, please state when.	Yes	No	When?
23. Are you or any member of your family HIV positive?	Yes	No
24. Are you pregnant?		Yes	No
25. Do you smoke?		Yes	No
26. Do you take aspirin?		Daily	As needed	Rarely		Never
27. Are you being seen by your doctor for any ongoing medical conditions other than those listed above? If so, please describe:
28. What is your preferred pharmacy? (Name, Address, Phone Number)


PHYSICIAN-PATIENT ARBITRATION AGREEMENT
Article 1: Agreement to Arbitrate – It is understood that any disputes as to medical malpractice, that is as to medical malpractice, that is as to whether any medical services rendered under this contract were unnecessary to unauthorized or were improperly, negligently, or incompetently rendered, will be determined by submission to arbitration as provided by California law, and not be a lawsuit or resort to court process except as California law provides for judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional rights to have any such dispute decided in a court of law before a jury and instead are accepting the use of arbitration.
Article 2: All claims must be Arbitrated – It is the intention of the parties that this agreement bind all parties whose claims may arise out of or relate to treatment or service provided by the physician including any spouse or heirs of the patient and any children, whether born or unborn, at the time of the occurrence giving rise to any claim. In the case of any pregnant mother, the term “patient” herein shall mean both the mother and the mother’s expected child or children.
All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the physician, and the physician’s partners, associates, association, corporation or partnership, and the employees, agents, and estates of any of them, must be arbitrated including, without limitation, claims for loss of consortium, wrongful death, emotional distress, or punitive damages. Filling any action in any court by the physician to collect any fee from the patient shall not waive the right to compel arbitration of any malpractice claim.
Article 3: Procedures and Applicable Law – A demand for arbitration must be communicated in writing to all parties. Each party shall select an arbitrator (party arbitrator) within thirty days, and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the parties within thirty days of a demand for neutral arbitrator by either party. Each party to the arbitration shall pay such party’s pro rata share of the expenses and fees of the neutral arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not including counsel fees or witness fees, or other expenses incurred by a party for such party’s own benefit. The parties agree that the arbitrators have the immunity of a judicial office from civil liability when acting in the capacity of arbitrators under this contract. This immunity shall supplement, not supplant, any other applicable statutory or common law. Either party shall have the absolute right to arbitrate separately the issues of liability and damages upon written request to the neutral arbitrator. The parties’ consent to the intervention and joinder in this arbitration of any person or entity which would otherwise be a proper additional party in a court action , and upon such intervention and joinder any existing court action against such additional person or entity shall be stayed pending arbitration.
The parties agree that provisions of California law applicable to health care providers shall apply to disputes within arbitration agreement, including, but not limited to Code of civil Procedure sections 340.5 and 667.7 and Civil Code sections 3333.1 and 3333.2. Any party may bring before the arbitrators a motion for summary judgment or summary adjudication in accordance with the Code of Civil Procedure. Discovery shall be conducted pursuant to Code of Civil Procedure section 1283.05; however, depositions may be taken without prior approval of the neutral arbitrator.
Article 4: General Provisions – All claims based upon the same incident, transaction, or related circumstances shall be arbitrated in one proceeding. A claim shall be waived and forever barred (1) on the date notice thereof is, received, the claim, if asserted in a civil action, would be barred by the applicable California statute of limitations, or (2) the claimant fails to pursue to arbitration claim in accordance with the procedures prescribed herein with reasonable diligence. With respect to any matter not herein expressly provided for, the arbitrators shall be governed by the California Code of Civil Procedure provisions relating to arbitration.
Article 5: Revocation – This agreement may be revoked by written notice delivered to the physician within 30 days of signature. It is the intent of this agreement to apply all medical services rendered any time for any condition.
Article 6: Retroactive Effect – If patient intends this agreement to cover services rendered before the date it is signed (including, but not limited to emergency treatment) patient should initial below:
Effective as of the date of first medical services

							Patient’s or Patient Representative’s Initials
If any provision of this arbitration agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not be affected by the invalidity of any other provision. I understand that I have the right to receive a copy of this arbitration agreement. By my signature below, I acknowledge that I have received a copy.

NOTICE: BY SIGNING THIS CONTRACT, YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT.

By:								By:
Physician’s or authorized Representative’s Signature		Date		Patient or Patient representative’s signature	Date
							
								By:
								Print Patient’s Name


Escondido Dermatology Inc.

								(If representative, print name and relationship to patient)
ESCONDIDO DERMATOLOGY INC.
504 W. Mission Ave, Ste. 101
Escondido, CA 92025
Ph: (760) 747-1980
Fax: (760) 747-2045

FINANCIAL POLICY
Dear Patient:

Thank you for choosing us as your health care provider. The following is our financial policy. Our main concern is that you receive the proper and optimal treatments needed to restore your health. Therefore if you have any questions or concerns about our payment policies, please do not hesitate to ask our staff.

We ask that all patients read and sign our financial policy as well as complete our patient information form prior to seeing the doctor.

Due to the increases in costs and decreases in reimbursements from insurance companies, we will only bill primary and secondary insurance companies for whom we are providers, and for which the payment are made to us directly. Our patients must provide us with the proper billing information. Payments for services are due at the time services are rendered, unless we have accepted the assigned insurance. We accept cash, check, and for your convenience, Mastercard, Visa, Amex, and Discover.

WE DO NOT BILL FOR ANY COSMETIC SERVICES. THESE ARE THE PATIENTS’ RESPONSIBILITY AND ARE PAYABLE AT THE TIME OF SERVICE.

We will be happy to give you what you need to process your own insurance claim, but you must understand you are responsible for determining your coverage and your eligibility and whether you have a deductible to meet. If your insurance sends us the money on a claim you have already paid, it will be endorsed and refunded to you by mail when it is received. Your insurance policy is a contract between you, your employer, and the insurance company. We are NOT a party to that contract. Our relationship is with you, not your insurance company.

(1) WE ARE MEDICARE PROVIDERS – which means that Medicare will pay us directly 80% of what they deemed a reasonable fee. Medicare patients are ALWAYS RESPONSIBLE FOR THE REMAINING 20% and their yearly deductible. We will bill secondary insurance ONLY if we are participating providers. 
(2) Medicare also now considers certain growths and procedures such as COSMETIC OR MEDICALLY UNNECESSARY. If you wish these growths removed or these procedures done, then you will personally be responsible for the full fee which is due at the time of service.
(3) All charges are your responsibility whether your insurance company pays or not. Not all services are a covered benefit in all contracts. Some insurance companies arbitrarily select certain services they will not cover. Fees for these services, along with unpaid deductibles and co-payments are due at the time of treatment.
(4) If the insurance company does not pay your balance in full within 30 days, we ask that you contact the carrier to help speed things up. California Health and Safety Code section 171 requires the insurance company to respond to a claim no later than 30 working days from receipt of the claim.
(5) If the insurance company does not pay your balance in full within 45 days, we require you to pay the balance due with cash, check or major credit card.
(6) Returned checks and balances older than 45 days may be subject to additional collection fees and interest charges of 2% per month. If the claim for fees is unattended to by the end of 90 days, it will AUTOMATICALLY be turned over to a collection source.
(7) If you require record copies for insurance purposes, there will be a record copy fee of $35.00.
(8) Please note that, unless cancelled at least 24 hours in advance, you will be charged $25.00 for each missed appointment. Please call during office hours if you need to reschedule.

We understand that temporary financial problems may affect timely payment of your balance. We encourage you to communicate any such problems before you are traded so that we may assist you in the management of your account. If there is any concern as to the COST of the procedure, please inquire BEFORE the procedure is done.
	
Again, thank you for choosing us as your health care provider. We appreciate your trust in us, and we appreciate the opportunity to serve you.



Patient Signature:								Date:

Patient Responsibility

It is the responsibility to furnish this office with correct or new insurance information. Any unpaid balance for services due to incorrect insurance information furnished will be the responsibility of the patient, and the patient or person responsible for the patient will be billed.


Signature:									Date:







Notice of Privacy Practice

I hereby acknowledge receipt of a copy of the Notice of Privacy Practices from Escondido Dermatology Inc. I have been given the opportunity to read and if I wish, retain a copy of the notice.


Name (print):


Signature:									Date:
