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Patient Information Sheet:

Patients Name:

Social Security No.

- Date of Birth:

Address:

Sex: M / F (Circle One) Married /Single /Divorced /Widow

Home:( )

(City/State/zip)
E-mail Address:

Preferred Language:

Ethnicity: [ ] Hispanic/Latino [ ] Not Hispanic/Latino

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

{Patients Employer Name)

(Acktress) {City/stata/Zip}

{Telephone)

Person Responsible for Patient {Camplete ONLY if Different from Patient):

Guarantor Name:

Social Security Number:

Relationship to Patient: (please check): [ JSelf [] Spouse [ ] Parent Date of Birth;

Address: Phone Number: { )

(Employers Nama) {Address) (City/State/zZip) {Telephone)
Emergency Confact:

(Lost Name, First Name) {Relatinship)

{Telephone Number)

Brimary Insurance Comp:

Insurance Information:

Policy Number:

Group Number:

Subscriber Name:

Secondary Insurance Comp:

Group Number:,

Subscriber Name:

Plan Code:
DOB: SS No.
Policy Number:
Plan Code:
DOB: S5 No.

How did you hear about our clinic: (Please check to indicate which method?)

[ ] Newspaper [ ] Radio []Media [TV [ ] Employer [ ] Eamily/Friend [] Other:

My signature below hereby authorizes the absclved name, insurance company to pay for all medical service rendered. 1, understand that I am

financigily responsibie for all changes not covered by my insurenca company. I autherized release of medica! information to said Insurance

company. Additionally, my signature provides willing consent to procedures which may be performed inciuding emergency treatment and services,

and which may include but not to laboratory procedura, x-ray exams, medical or surgical freﬁt‘menf ar procedures, anesthesia, or services

rendered to the patient under The general and special instruction of the patient’s physician or designate.

Signature:

A B . s £ pme e D e -

(If not Patient, Relationship) Date:



Medication List:

Please list ev»‘ery prescription and over-the-counter drug ydu are currently taking. Be sure to

include the strength and dosage of each medication, and how oftfen it taken.

Medication Name and Strength

Direction, How Taking Medication
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Medical History:(Child)

Patients Name; DOB;

Date; Sex: [ ] MALE { ] FEMALE
Is Patient Allergic to Any of The Following?
[] Aspirin [ ] Penicillin [ JCodeine [] Acrylic [] Metat [] Latex [] Local Anesthetics

[ ] other please explain:

Any foed allergy? If Yes, please explain:

Is Patient currently under a physicien’s care? [ ] YES [ ] NO If No, piease explain:

Has patient ever been hospitalized or has major operation? (] YES [ ] NO If Yes, please explain:

Has patient ever had any surgeries? [ ] YES [ ] NO If Yes, please explain:

How’s your child have any serious injuries or accidents [ ] Yes [ ] No Explain?

Does your child have any serious itinesses or medical conditions { ] Yes [ ] No Explain?

Has patient ever had a serious head and neck injury? [ 1 YES [ ] NO If Yes, please explain:

Is patient on a special diet? [ ] YES [ ] NO If Yes, please explain:

Do you consider your child to be in good health [ ] Yes [ ] No
Is your child vaccinations up-to-day [ ] Yes [ ] No Explain?

Please list all those living in the child’s home:

Name Relationship fo Patient Birth Date Any Health Problems

Birth History:
Birth Weight. Was the delivery [ JVaginal [ ]Cesarean if cesarean, why?

Was the baby at [ ] Term { ] Early [ ] Late if early, how many weeks gestation?

Did mother have any any illness or problems with her pregnancy [ 1 NO [ ] Yes Explain?

During pregnancy did Mother smoke [ ] NO [ ] YES What2 When?
Use drugs or medication [ ] NO [ ] YES What? When?

What is your babies initial feeding? { ] Breast [ ] Bottle
Did you baby go home with mother from the hospital [1NO [ ]Yes Explain?

Development

Are you concerned about your children’s physical development [ ] Yes [ INo Explain?

Are you concerned about your children’s mental or emotional development { J¥es [ INo Explain?

Are you concerned about your children’s attention span [ | Yes { ) No Explain?

If your children is in school how is he/her behaving in school?

Has he/she failed or repeated a grade in schoo! [ ] Yes [ 1 No

Is he/she in a special or resource classes ] Yes [ ] No Explain?



Patient Responsibility Form

1. INDIVIDUAL'S FINANCIAL RESPONSIBILITIES ’
0. 1understand that | am financially responsible for my health insurance deductibles, co-insurance ar * -

non-covered services. Co-poyments are due at time of service.
b. if my plan requires a referral, | myst obtain it prior to my visit. In the event that my health plan
determines a service to be “not poyable”, | will be responsible for the complete char__ge. and agree to
pay the cost of all service provided. o
. Iffamuninsured, | agree to poy for the medical services rendered to me at the time of services.”
2. INSURANCE AUTHORIZATION FOR ASSIGNMENT OF BENIEFITS ‘
a. !hereby authorize and direct payment of my medical benefits to Shima Hadidchi, MD on my behalf o
of any services furnished to me by the provider(s). | ) | -
3. AUTHGORIZATION TO RELEASE RECORDS
0. | hereby authorize Shima Hadidchi, MD to release to my insurer, governmental agencies, or any
other financiolly responsible for my medical core, all information, fngfuding diagnosis(s) and the -
records of ony medical ¢are, ofl rendered to me needed to subjsta_n_tidre payment for such medical
services as well as information required for precertifica tfc;ﬁ; authorization or referrals to other
medical provider(s)
4. MEDICAL REQUEST FOR PAYMENT .
a. Irequest payment of outhorized Medicare benefits to me or on my behalf for any sémices_ furnished
me by Shima Hadidchi, MD ‘ B '

b. 1authorize ony holder of medical or other information about me renewed to Medicare ond its”
agents any information needed to determine these benefits for related services.

{Slgnhtﬁre of patient, authorized répresentative or responsible party) {Date)

(print name )
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PHYSICIAN-PATIENT ARBITRATION AGREEMENT _

Artitie 17 Agreament to attribwte it {s understood that any dispute as 3 medical malpractice, that is asked to whether any medical service tendered undar this
contract were unihetessary of unauthorized or were lmyroperly, negligently of Incemplately rendered, Will ba determined by submisslon to atrrihution ss.

prm'rfded fry California law, and not by o lawswit or resort to court process except as Callfosnla law provides for judicial review for attribution proceeding. Parties
te this cantract by entering into an argurnent of the constitutional rights Yo have any such dispute dectded in @ court of law Before a Jury, and instead are . ‘
exctntjng 10 usa of arbvitrated Article 2: AH claims must be attsibuted it is in intantion of the parties the disagreement blnd all pertics wha clalms’ may arise out of
or refate to treatment or services provided by the physieian including any spousa or hairs of the patient any children whether born o untom at thetime of the
otcurrence given rise to any dalm in the case of any pregnant mother the tenm "Patient” hesein show me what and the mathars expected chl}d of chiltdron, Al(
datms for monetary damage exceading the judlcial Bmit the small cdaims court 2gainst the physin.m m the physicians partier assoclates, association, cotpmatlon
of partnership, and the employees, agents and a state of any of them, must be attribute Included, without limitations, claims for loss of consortium, wrongful’
desth, emotional distress or punitive damages, Hling of any action I any court by the physician to collect ary fees from the 6aﬁem shafl wave right to cumpavl'
attribution of aay malpractice claim Article 3: procedures and AppHeation law: a demand for retribution must be communicated in writing tn all parties. Each
party shaif selectan arbitrator “party attribution” within 30 days 2oy third arbitrator {neutra! asbitrator) shall ba selacted by the attribute wun appointed by lhe-

party within 30 days of 3 demand for a peutral attritsution by aither partles. Each party to the arbitratar shall pay such party’s pro tata share the expenses and
fees of the neutral arbitrater, together with ether expenses of annhutmn incurred or apgroved by the neutra! arhltrator, not indudfng counset feas or wetness
{eas, pr other expenses Inturred by & party for such party’s own benem. The parties agree that the attribute or has the Immunity of a Judicial office from chwil
Hability when atting in the capacity of atiribution urder this contract, Thils ‘immunity shall supplement, not supplant, any other applitable statuary ar commum
taw. Eithet party shall have the absslute fight to attribute separately the lssues of liability and damages upon writing requast tothe neutraf arbitrator. The parties
consenit to the Interveation and joinder In this attribution of any person or entity In which what otherwise be 3 proper addittanal party i a court action, and up .
on such intervention and joinder any exlsting court action against heredity shall be stayed pending arbitration. The pantles agran that provision of Cal fornia taw
applicable to health care provides shall spply to dispiste within this activation agreement, inciuding, but not limited 1o, code of Givil Procedura section 340.5 and
667,7 in civil court section 3333.1 and 3333.2, Any party may bring before arbitrators a motion for wmmafy judgmient or summary arbitration in accordanca with
the cade of dvil procedures. Biscovery shall be conducted pursuit to code of civil procedure section 1283.05, howaver the position may be taken without priar
approval of the neutral arbltrator. Article 4: General provision; ¥ clalms based upon the same incident, the transaction or related circumstance shall be attribitte
itin ene praceading. A clean shatl ha waived and forever barred if {1) oo the date notice thereof i§ recelved, the dlalm, W assorted in a chvil action, would be buried
by the appficable Californis statute of fimitations, or{2) the claimant feels to pursue that attribution claim In accordance with the procedutre prescribed hearin
with reasonable dillgence. With respect to any matter not herein express provided for, the arhbitrarar shall be governed by the Califoria cade of civit procedures
previzlon relating to afbltratlon Article 5:Revocation: thls agreement maybe revoked permit natice detlwered to.the physician within 36  days of signatura. Itis
intended of this agresment ta apply to all medical senvices rendered anytime for any conditien, Article & Retreactive Effect: a patient Intengds this agreemenl o
cover sarvices rendered before the date it Is signed {inctuding, but not limited to, emerpency traatment] patiant should initlal belows:

Effective as of the date of the first medical service: Patients ar patient representatives and initlals

H any provision of this arch vision agreement is heltf invalid running forcibie, the remaining provisions shali rernain in full forte and should not be atfertod by the
Invalidating of any other provision. | understand that § have the right to receive a copy of this attribution agreement. By my signature balow [acknowledze that!
have received tha copy. * Notice: By slgning this contratt you're ggreed to have any Issue
of medical malpractice decided by the neutial attribution that you're giving up your right to jury toce traft the article {1] of this contract

By
Patiant ar Patient Reptesentative Signstore l Date s
8y: By: .
Povithons or suthotred yepresentative Sgnature Dass Patlents N'a"me Printed
WD Shima Hadidehi
frint or steg narne ¢ physiclan dr. Shima Hadigohi By,

is representative print name ang relationship to patient

H signed copy of this documentation Is to be piven to the patient. Griginals to be filed in patient's medical record

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

12740 HESPERIA RD, SUITE A VICTORVILLE, CA 92395
" PHONE: (760) 998-1999 FAX: (760) 881-3555




