Patient: MASTER, COPIES DOB: Jan 1, 2020

Patient Information Sheet:

Patients Name; Social Security No.
Date of Birth: . Sex: M / F {Circle One) Married /Single /Divorced /Widow
Address:
{Street) [Caty/StatefZip)
Home:{ } E-mail Address:
Preferred Languaga: Ethnicity: [ ] Hispanic/Latino [ } Not Hispanic/Latino

Race: [ ] White [ ] Black [ ] Asian [ ] Middle Eastern [ ] Other:

(Patlents Employer Name) [Address) {Gity/State/Tip) [Telephons)

Person Responsible for Patient (Complete QNLY if Different from Patient):

Guarantor Name: Social Security Number:
Relationship to Patient: (please check): [ 1Self [ ] Spouse [ } Parent Date of 8irth:

Address: Phone Number:( ]}
[Employers Name) (Aaddrest) [City/state/Lp] {Tetephone)

' Emergency Contact:

L2t Name, First Name] - {Relationship] {Telephone Number]

Insurance Information:

Primary Insurance Camp: Palicy Number:
Group Number: Pian Code:

Subscriber Name: Do8: 55 No.

Secondary Insurance Comp: Policy Number:

Group Number: Plan Code:

Subscriber Name: . DOB: 55 No.,

How did you hear about our cfinic: (Please check to indicate which method?}
[ 1 Newspaper [] Radio [ | Media [JTV () Employer [] Family/Friend [] Other:

My signature below hereby authorizes the absoived name, insurance company to pay for all medical service rendered. I, understand that 1 am flnancially
responsible far all changes not covered by my Insurance company. | authartzed release of medical information 1o said insurance co mpany. Additionatly,
my signature provides willing consent to procedures which may be performed Including emergency treatment and services, and which rnay Include but
not t¢ labaratory procedure, x-ray exams, medical or surgical treaiment ar procedures, anesthesia, or setvices rendered to the patient under the general
and spegial instruction of the patient's physician or designate.

Signature: {Mf not Patient, Relationship) Date;
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Patient: MASTER, COPIES DOB: Jan 1, 2020

Medication List:

Please list every prescription and over-the-counter drug you are currently taking. Be sure to include the strength
and dosage of each medication, and how often it taken.

Medication Name and Strength Direction, How Taking Medication

wlm e
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Patient: MASTER, COPIES DOB: Jan 1, 2020

Medical History:

Are you currently under anather physician’s care or specialist? [ ] YES { ] NO If No, please explain:

Have you ever been hospitalized or has major operation? { ] YES [ ] NO If Yes, please explain:
Have you ever had any surgeries? [ ] YES [ ] NO If Yes, please explain:

Have you ever had a serious head and neck injury? [ ] YES [ ] NO If Yes, please explain:
Are you on a speciai diet? [ ] YES [ | NO If Yes, please explain:
Do you use controlled substance? | ] YES | [NO

Do you use tobacco and/or smoke? [ | YES [ | NO f Yes, please explain:
Do you drink? { ] YES [ ] NO If Yes, please explain (how much and how often):

Are you currently in any pain: (1-10 with 10 being the worst pain)

WOMEN: [ ] Pregnant/trying to get pregnant? [} Nursing? [ ] Taking any type of contraceptives?
LAST PAP SMEAR? LAST MAMMOGRAM?

LAST TENANUS VACCINATION? LAST INFLUENZA VACCINATION?

Are You Allergic to Any of The Following?

|1 Aspirin | ] Penicillin [ JCodeine [} Acrylic [ ] Metal [] Latex { | Local Anesthetics { } ather If Yes, please explain;
[ I Any food altergy? If Yes, please explain;

FAMILY HISTORY:

Living status Diabetes High 8lood Heart Disease ental Disorder Cancer {specify)
Pressure

Mother

Father

Siblings

Maternal

Grandmother

Maternal

Grandfather

Paternal

Grangmother

Paternal

Grandfather

Do you have, or have you had, any of the following?

0 AIDS/HIV POSITIVE i} ALZHEIMERS DISEASE £l ANAPHYLACTIC 1 ANEMIA

2 ANGINA 3  ARTHRITIS/GOUT {1 ARTIFICIAL HEART-VALVE 1 ARTIFICIAL JOINT

.4 ASTHMA i BLOOD DISEASE 1 BLOOD TRANSFUSION {3 BREATHING PROBLEM

71  CANCER 1 CHEMOTHERAPY 3 COLD SORES/FEVER BLISTERS ' CHEST PAIN

{3 ‘CONTENGINAL HEART ' CONVULSION 3 DIABETES (7  DRUG ADDICTION
DISEASE

1 EASILY WINDED [3 EPILEPSY OR SEIZURE T EXCESSIVE BLEEDING 5 EXCESSIVE THIRST

1 FAINTING SPELLS/ ' FREQUENT COUGH i1 FREQUENT DIARRHEA 3 FREQUENT HEADACHE
DIZZINESS

£} GENITAL HERPES o GLUCENIA 7 HAY FEVER O HEART ATTACK/FAILURE

3 HEART MURMUR 1 HEART PACE MAKER {1 HEART TROUBLE/DISEASE C  HEMOPHILIA

7 HEPATITIS A 0 HEPATITISBORC b HERPES C  HIGH BLOOD PRESSURE

3 HIVES/RASH i} IRREGULAR HEARTBEAT LI KIDNEY PROBLEM 1 LEUKEMIA

i1 LIVER DISEASE {1 LOWBLOOD PRESSURE T) LUNG DISEASE 01 PAIN IN JAW JOINTS

-t PARAMECIUM DISEASE '  RADIATION TREATMENT 1] RECENT WEIGHT LOSS 1 RENAL DIALYSIS

1 RHEUMATIC FEVER 2 SCARLET FEVER 21 RHEUMATISM 1 SHINGLES

o SICKLE CELL DISEASE L. SPINA BIFIDA 2 SINUS TROUBLE ] STROKE

L SWELLING OF LIMBS Z  THYROID DISEASE 1 TONSILITIS T TURERCULOSIS

71 ULCERS il VENEREAL DISEASE 7 YELLOW JAUNDICE i HIGH CHOLESTERQL
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Patient: MASTER, COPIES DOB: Jan 1, 2020

Patient Responsibility Form

1. INDIVIDUAL'S FINANCIAL RESPONSIBILITIES

a. I understand that I am financially responsible for my heaith insurance
deductibles, co-insurance or non-covered services. Co-payments are due at
time of service,

b. If my plan requires a referral, I must obtain it prior to my visit. In the event
that my heaith plan determines a service to be "not payable”, I will be
responsible for the complete charge and agree to pay the cost of all service
provided.

¢. IfI am uninsured, I agree to pay for the medical services rendered to me at
the time of services.

2. INSURANCE AUTHORIZATION FOR ASSIGNMENT OF BENIEFITS

a. I hereby authorize and direct payment of my medical benefits to Shima

Hadidchi, MD on my behalf of any services furnished to me by the provider(s).
3. AUTHORIZATION TO RELEASE RECORDS

a. I hereby authorize Shima Hadidchi, MD to release to my insurer, governmental
agencies, or any other financially responsible for my medical care, all
information, including diagnosis(s) and the records of any medical care, all
rendered to me needed to substantiate payment for such medical services as
well as information required for precertification, authorization or referrals to
other medical provider(s)

4. MEDICAL REQUEST FOR PAYMENT

a. I request payment of authorized Medicare benefits to me or on my behaif for
any services furnished me by Shima Hadidchi, MD

b. I authorize any holder of medical or other information about me renewed to
Medicare and its agents any information needed to determine these benefits for
related services.

{Signature of patient, authorized representative or responsible party) {Date)

{print name )
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Patient: MASTER, COPIES DOB: Jan 1, 2020

PHYSICIAN-PATIENT ARBITRATION AGREEMENT

Article 1: Agreement to attribute It is understood that any dispute as a medical matpractice, that i§ ashed t0 whether any medical service rendered
under this contract were unnecessaty or unauthorized or were improperiy, negligently or incompletely rendered, Will ber delermined by submission
o attribution as provided by Catifornla [aw, and pot by a lawsdit or resort to court process except as Callfornia law provides for judicial review for
attribution proceeding. Parties lo this contract by entering into an argument of the constitutional rights to have any such dispute decided in a
court of law befare a jury, and Instead are excepting to use of arbitraled Article 2: All ¢laims must be aliributed it is In intention of the parties the
disagreement kind all parties who clalms may arise out of or relate to treatment or services provided by the physiclan includ ing any spouse or
heirs of the patient any children whether born or unborn at tho time of the eccurrence Qlven rise ko any ctalm In the case of any pregnant mother
Lhe Lerm “Patient™ hereln show me what and the mothers expected child or children, All clalms for manetary damage exceeding the Judicial Dmit
the small clalms court against the physician in the physicions partner assoclales, aasociatlon, carparation or parinership, and the employees,
agents ond 5 state of any of Yheny, must be attribule included, without limltations, ctaims for loss of consortium, wrongful death, emotional
distress or punitive damages. Filing of any action in any court by the physidan to collect any fees from the patient shall wave right to compel
atiribution of any malpractice clalm Articie 3: procedures and Application law: a demand for retribution must be communicated In writing to all
parties. Each party shall select an artitrator “party attribution™ within 30 days any third arbitrater (ncutral arbitrator) shall be sclected by the
attsijute yours appointed by the party within 30 days of a demand for a neutral atiribution by either parties. Each party to the arbitrator shall pay
3uch party’s pro rata share the cxpenscs and fees of the reutrnl arbitrator, together with other expenses of attributlon incurred or approved by
the neutral arbitrater, not induding counsel fees or witness lees, or olher expenses Incurred by a party for such pa rty’s own benafit. The parties
agres that the attribute or has the immunity of a judiclal office from dvit ligbllity when acting in the capacity of attribulion undar this contract.
This Immunity shall supplement, nol supplant, any other applicable statuary or commaon-law, Either party shall have the absolute right to attribute
separately the Issuss of Labllity and damages upon writing request to the neutral arbitrater. The parties consent 1o the Intervention and loinder In
Lhis attribulion of any person or entity in which what otherwlse be a proper additienal party in & court action, and up on such Intervention and
jolnder any existing court action against heredity shall be stayed pending arbitration. The parties agree that provision of California law applicable
to health care provides shall apply 10 digpute within this activation agreemeant, inctuding, but net Ilmiled to, code of Civil Froced ure section 340.5
and 667.7 In civil court section 3333.1 and 3333.2. Any parnty may bring before arbitrators a motion for summary Judgment or summary arbliration
in accordance with the code of civil procedures. Discovery shall be conducted pursuit to code of clyil procetdure section 1283.05, howaver the
position may be taken without prior appraval of the asutral srbitrator. Article 4: General provision: all claims based upon the same Incident, the
transaction or refated circumstance sghall be attrbtute Itin one proceeding. A clean shall be walved and forever barred If (1) on the date notlce
thereof is recelved, the clatm, If assorted in a civll actlon, wouid be buried by the applicable Californla statute of llmltnions, or(2) Ltha claimant
feals to pursue that attridbution ciaim In accordance with the procedure proscritteéd hearin with reasonable diligence. WHh respect to any matter not
herein express provided for, the arbitrator shall be governed by the California code of civil procedurea provision retating ta arbitration. Articic
S:Revocation: this agreement maybe revoked permit notlce deflvered to the physician within 30 days of signalure, T\ is intended of this agreemant
ta apply to all medical cervices rendared anytime for any condition, Articla 6 Ratroactive Effect: a patient intends this agreement to covar services
rendered befare the date It I3 signed {Including, but not limiled to, ameargancy ireatment) patient should inltial below:

Effective as of the date of the first medical service: Pallents or patlent representatives and Inltial:

If any provision of this arch vislen agreement is held Invalid renning forcitile, the remaining prowislons shall remain In full force and should not be
affected by the invatidating of any other provision. I understand (hat 1 have the right to receive a copy of this attribution agreement. By my
slgnature below I acknowliedge that 1 havg received tho copy.

Notice: By signing this contract you're agreed o have any lssue of medical matpractice decided by the neutral attribution that you're giving up
your right to jury core trall the articte (1) of this contract

By
Patlent ar Patlent Representative Signature Date
By: By:
Pasitionst or sutherized representstive signature Date Patients Name Printed
WD Shima Hadidehi
Print or step name a physician dr. Shima Madidchl By

Is representative print name and relaticnship to patient

It signed copy of this documentation Is to be given to the patient. Originals to be filed in patient’s medical record

SHIMA HADIDCHI MD, A PROFESSIONAL GROUP
INTERNAL MEDICINE, FAMILY PRACTICE

7=2740 HESPERIA RD, SUITE A VICTORVILLE, CA 92395

t‘\\\\\PHONE (760) 998-1999 FAX: (760) 881-3555

D
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