
DATE:

PATIENT

Mr

lvlrs

t\4s

BIRTHDATE:

LAST (t\,4AtDEN)

DL#:

CIRCLE ONE: SINGLE SEPERATED DIVoRCED WIDoWED MARRIED

NAME OF PERSON LEGALLY RESPONSIBLE (IF PATIENT IS A MINOR)

N/AILING ADDRESS

HOME ADDRESS

PATIENT'S HOME PHONE #

PATIENT EMPLOYED BY

WORK PHONE#

OCCUPATION

BUSINESS ADDRESS

NAME OF SPOUSE

SPOUSE EI\,4PLOYED BY

BUSINESS ADDRESS

OCCUPATION

PHONE#

EMERGENCY CONTACT: FULL NAME

ADDRESS PHONE NUMBER

DO YOU HAVE MEDTCARE? YES

INSURANCE COMPANY NAME

NO

MEMBERSHIP #

ARE YOU BENEFICIARY? YES

GROUP #

NO DEPENDENT ? YES NO

Here by authorized Dr. Emdur or Dr. P. Tiruviluamala and Dr. Bao to furnish to the above insurance
company(s) or to a designated attorney, all information which paid insurance company or attorney may request. I

hereby assign to the above mentioned doctor all moneys to which lam entitled for medical and/or surgrcal
expense relative to the service rendered by him, but not to exceed my indebtedness to said physician and/or
surgeon lt is understood that any money received from the above name insurance company, over and above my
understanding, I am financially responsible to said docto(s) for charges not covered by this assignment. I further
agree in the event of non-payment, to bear the cost of collection, and/or court cost and reasonable leaal fees
should this be required.

Name Date



NAME

HEALTH HISTORY

DATE

ADDRESS

TELEPHONE # MARITAL STATUS DATE OF BIRTH

MAIN PROBLEM

RECENT HOSPITALIZATION OR SURGERIES

M EDICATIONS
DOSE FREQUENCY

ALLERGIES
LAST MENSTRUAL PERIOD
BIRTH CONTROL

NORMAL? NOYES

LAST DATE OF THE FOLLOWING
ELECTROCARDIOG RAM
TUBERCULOSIS TEST
PAP SMEAR
MAM I\4OGRAM
PROSTRATE EXAM
BLOOD
TETANUS SHOT

URNINE

HABITS:
DRUGS, type

TOBACO, #/day

OTHER PROBLEMS

DIABETES
HIGH BLOOD PREASSURE
TUBERCULOSIS
SEIZURES
ASTHMA BRONCHITIS A
KIDNEY OR BLADDER
CANCER
HEPATITIS
ANEM IA
ARTHRITIS
INTESTINAL PROBLEMS
EMOTIONAL PROBLEMS
ULCER DISEASE
GONORRHEA, SYPHILLIS
GLAUCOMA
STROKE
RHEUMATIC FEVER
GALLBLADER STONES
KIDNEY STONES
PARASITES
OTHER PROBLEMS

SIGNATURE

EXAMS OR TESTS: PLEASE CIRCLE
NORMAL? YES

YES
YES
YES
YES

NORMAL?
NORMAL?
NORMAL?
NORMAL?

NO
NO
NO
NO
NO

STOOL

YOU FAMILY

ALCOHOL, drinks/day

HAVE YOU HAD

WEIGHT LOSS
SKIN LESIONS
VISUAL PROBLEMS
HEARING PROBLEMS
FREQUENT COLDS
DENTAL PROBLEMS
HOARSENESS
BREAST DRAINAGE
BREAST LUMPS
DIFF. BREATHING
PALPITATIONS
CHRONIC COUGH
CHEST PAIN
SWALLOWING PROBLEM
DIARRHEA / CONSTIPATION
BLOOD IN STOLL
NAUSEA / VOMITING
PAINFUL URINATION
CHRONIC HEADACHES
DIZZINES / WEAKNESS
SEXUAL PROBLEMS
SLEEPING PROBLEMS
REVIEWED BY

YES NO



.Authorization For Use or Disclosure of Protected Health
Information

Lany I. Emdur, D.O., Ph,D., F.C.C.P., INC,
Diplomate American Board Of Intemal Medicine

Specialty Board In Pulmonary Medicine

Maria F. Baumann ( Privacy Officer )

619-286-8803

As required by the Health Information Portability and Accountability Act of 1996
(HIPAA) and Caffirnia law, this practice maj not use or disclose your individually
identifiable health information except as provi.ded in our Notice of Privacy Practices
without your authorization. Your completion of this form means that jou are givittg
permission for the uses and disclosure described below, Please review and complete
this form carefully. It may be invalid if not fully completed. You may wish to ask the
person or entity you want to receive your information to cornplete the sectiotts detailing
tlze information to be released and the purposes for the disclosure.

I hereby authorize this medical practice to use and disclose health information concerning

Q)atient name and address) as follows:

Health information to be used or disclosed (check only one box): *

[l Any and all health information other than psychotherapy notes may be released,

including, but not limited to, mental health records protected by the Lanterman-Petris-
Short Act, drug and/or alcohol abuse records and/or HIV test results, ifany, excapt as

specifically provided below:

I I All psychotherapy notes may be released, except as specifically provided below:



Effect of Refusal to Sign Authorization [Note: Physician Practice must include one
of the following, as appropriate:l

I understand that my health care treatment or benefits will not be affected whether I sign
or do not sign this form.l ar

II understand that if I do not sign this form:l

u cannot participate in this research-related treatment.l

[A health plan may not enroll me or make me eligible for benefits.]

[My physician will not perform the expert, employment, life insurance or other physical
or medical evaluation which would otherwise be performed solely for the purpose of
disclosure to a third party.l

This authorization is effective now and will remain in effect until

(.Expiration event or
date).

I understand that I have the right to receive a copy of this authorization.

Signed: Dated:

Print Name:

If not signed by the patient, please indicate:
Relationship:

! parent or guardian of minor patient (to the extent minor could not
have consented to the care)

n guardian or conservator of an incompetent patient

tl beneficiary or personal representative of deceased patient **

tJ spouse or person financially responsible (where information
solely for purpose of processing application for dependant health
care coverage)

Name of patient:

*Signed: Dated:
Treating Physician

* For the release of records ( I ) protected by the Lanterman-Petris-Shon Act (LPS) or (2)
containing HIV test results, a separate authorizatiott is requiredfor each separate
disclosure. Further, the LPS Act often requires that both the patient's treating phlsician
and the patient sign the authorization form before information may be released. Under



PHYSICIAN-PAIIENI ARBITRATION AGREEMENT

Article I : Agreement lo Arlcittole: lt is understood thot ony dispuie os to medicol molproctice, thqt is os to whether
ony medicolservices rendered underihis controct were unnecessory or unouthorized or were improperly, negligently,
or incompetently rendered, will be deiermined by submission to orbitrotion os provided by Colifornio low, ond not
by o lowsuit or resori io couft process except os Colifornio low provides for judiciol review of orbitrotion proceedings,
Both porties to this controct, by enlering into it, ore giving up their constituiionol rights to hove ony such dispute
decided in o courf of low before o jury, and insteod ore occepting the use of orbitrotion,
Article 2: All Cloims Musl be Abilroled: lt is the intention of the porties thot this ogreement bind oll porties whose
cloims moy orise out of or relote to ireotmenl or service provlded by the physicion including ony spouse or heirs
of the potient ond ony children, whether born or unborn, ot the time of the occurrence giving rise to ony cloim.
In the cose of ony pregnont mother, lhe term "potieni" herein sholl meon both the mother ond the mother's
expected child or children.
All cloims for moneiory domoges exceeding the jurisdictionol limit of the smoll cloims court ogoinst the physicion,
and the physicion's pofners, ossocictes, ossociotion, corporotion or portnership, ond the employees, ogents ond
eslotes of ony of them, musl be orbitroted including, without limilotion, cloims for loss of consortium, wrongful
deoth, emotionol distress or punitive domoges, Filing of ony oction in any court by the physicion to collect ony fee
from the potient sholl not woive the right to compel orbitrotion of ony molproctice cloim.
Article 3r Procedules ond Applicoble Low: A demond for orbitrotion must be communicoted in writing to oil
porties. Eoch porty sholl seleci on orbitrolor (porty orbitrotoD within thirty doys ond o third orbitrator (neutroi
orbitrotor) sholl be selected by the orbitrotors oppointed by the pcrrties within thirty doys of o demond for c
neutrol orbitroior by either porty. Eoch poriy to the orbiirotion sholl poy such poriy's pro rolo shore of the expenses
ond fees of the neutrol orbitrotor togelher with other expenses ot the orbitrotion incurred or opproved by the
neutrol orbilroiot not including counsel fees or witness fees, or other expenses incurred by o porty for such porfy's
own benefit The porties ogree ihot the orbitrotors hove the immunlty of a judiciol officer frorn civil liobility when
octing in the copacity of orbilrotor under this controci This immunity shcll supplement, not supplont, ony other
opplicoble stotutory or common low,
Either porty sholl hove ihe obsolute right io orbitrote seporotely the issues of liobilily ond domoges upon written
request to the neutrol orbitrotor.
The porties consent to the iniervention ond joinder in this orbitrotion of ony person or entity which would otheMise
be o proper oddiiionol porly in o couri cclion, ond upon such intervention ond joinder ony existing coud ociion
ogoinst such oddilionol person or entity sholl be sioyed pending orbitrotion.
The porties ogree thot provisions of Colifornio low opplicoble to heollh core providers sholl opply to disputes
wthin thls orbltrotion ogreement, including, but not limited lo, Code of Clvil Procedure Sections 340.5 and 66/.7
ond Civil Code Sections 3333.1 ond 3333.2. Any porty moy bring before the orbitrotors o motion for summory
judgment or summory adjudicotion in occordonce with the Code of Civil Procedure. Discovery sholl be conducled
pursuoni to Code of Clvil Procedure section 1283.05, however, depositions moy be token without prior opprovol
of ihe neutrol orbitrotor,
Article 4i Generol Provisions: All cloims bosed upon the some incidenl, tronsoclion or reloled circumstonces sholl
be orbitroted in one proceeding, A clolm shoil be woived ond forever borred if (l) on the dote notice thereot is

received, the clcim, if osserted in o civil oction, would be borred by the opplicoble Colifornio stolute of limitotions,
or (2) the cloimant fqils to pursue the orbiirotion cloim in occordonce with the procedures prescribed herein wilh
reosonoble diligence. Wllh respect to ony motter not herein expressly provided for, the orbitrotors sholl be governed
by the Colifornio Code of Civil Procedure provisions reloting to orbitrotion.
Arlicle 5: Revocolion: This ogreement moy be revoked by wriften notice delivered to the physicion within 30 doys
of signoture, lt is ihe intent of this ogreement to opply to oll medicol services rendered ony time for ony condiiion.
Article 6: Rekoqclive Effect: lf potient intends this ogreement io cover services rendered before the dote it is

signed (including, but not limited to, emergency treotmenf) potient should initiol belowi
Fffective os oF the dote ol First rnedicol setuices 

poient.s or potient Representotive,s n,tiors

lf ony provision of this orbitrotion ogreement is held involid or unenforceoble, the remoining provisions sholl remoin
in full force ond sholl not be offecled by the involidity of ony other provision.

I understond thot I hove the right to receive o copy of this orbitrotion ogreemenf. By my signoture below, I

ocknowledge thoi I hove received o copv,
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 ARTICTE I OF THIS CONTRACT.

Potient's or Patient Representotive's Signoture (Dote)
By:

By:

Byr
Physicion's or Authorized Representotive's
Signoture

(Dote)

Print Polient's Nome

Print or Stomp Nome of Phvsicior,,
lvledicol Group or Associotion Nome

(lf Representotive, Print Nome ond Relotionship to Potieni)

A signed copy of this document is to be given to the Potient. Originol is to be filed in Patient's medicol records.


