


Pacific Coast Physicians Patient History

Name: Age: Date:

Medical:
Doctors you see now

Doctors you have seen in the past

Current Medical Problems

Other Medical Concerns you would like to discuss with the doctor

Medications:
List prescription medicines you take now (include dose, reason you take it & who prescribed it)

List over-the-counter medicines, vitamins and food supplements you take:

Allergies: Sensitivities:
Medical History:
Do/did you exercise? How much? hrs/wk, # of years Year quit
Do/did you smoke? How much? packs/day, # of years Year quit
Do/did you drink alcohol?  How much? drinks/week, # of years
Year quit Previous/Current problems with alcohol? AA?
Do/did you use (circle): caffeine NutraSweet Marijuana  Cocaine  Chewing Tobacco  diet pills
Do you wear seatbelts? Do you wear sunscreen? Ride a motorcycle/bicycle

List Surgeries you have had (include year, surgeon, and hospital)

Describe Hospitalizations/Illnesses not included above (include year, hospital):

Have you had (circle)
1. Migraines 8. Drug Addiction 15. Psoriasis 22. Depression
2. Hepatitis 9. Gallstones 16. Heart Murmur 23. Gout
3. Mono 10. Tuberculosis 17. Rheumatic fever 24. Mental Illness
4. Ulcer 11. STDs 18. Polio 25. Alcoholism
5. Bleeding Problems 12. Seizures 19. Shingles 26. Hemorrhoids
6. Blood Clots 13. Memory Trouble 20. Hearing Trouble 27. Other:
7. Head Injury 14. Arthritis 21. Vision Trouble

WOMEN
Age of first period Date of last normal period #of pregnancies
# of live births # of children living with you Birth control method

Date of last Pap Done where Date last Mammo Done where




Pacific Coast Physicians Patient History

Do you have (circle):

1. Irregular periods 5. Hot flashes 10. Pelvic pain 14. Vaginal odor
2. Female trouble 6. PMS 11. Vaginal Discharge 15. Abnormal Pap
3. Vaginal Itching 7. Heavy periods 12. Abnormal smear
4. Bad Menstrual 8. Vaginal Dryness Mammogram
cramps 9. Breast Problems 13. Infertility
Family History:

List diseases that run in your family

Who in your family has/had (circle if cause of death and write age at death)

Heart Disease Genetic Disorder
Diabetes Cancer

Thyroid Disease Alcoholism

Mental Illness Arthritis

Glaucoma Asthma

Allergies Stomach Problems
Tuberculosis High Blood Pressure

Personal Information:
Who lives in your household?

Where do/did you work?

Describe your education/upbringing, etc.

How much do you weigh? How much would you like to weigh? Heaviest Weigh?
When was your last:

1. Tetanus 5. Flu Shot 9. EKG

2. TB Test 6. HIV Test 10. Sigmoidoscopy

3. Chest X-ray 7. Pneumonia Shot 11. Hepatitis Vaccine
4. Rectal Exam 8. Blood Test

Describe your diet:

Describe your skin problems:

Describe lung and breathing problems:

Describe heart problems:

Describe problems with your stomach, intestines, colon, digestions, bowel movements:

Describe any urinary trouble:

Describe sexual concerns:

Describe any bone, muscle or joint problems:

Describe and hormone problem:

Describe any problems with your thinking, concentration, moods, energy level, interest in life, etc.:

Describe any problems with strength, sensations, coordination, Neurologic function:

Anything else?

Sign: Date:




Today's Date PACIFIC COAST PHYSICIANS

689 Tank Farm Road #220, San Luis Obispo, CA 93401 (805) 541-1177 Fax (805) 541-4973
Patient Information - Please Print

Full Legal Name (First) (Middle) (Last) Name normally used (Nickname)
Address (Street) (City) (State) (Zip)

Social Security Number Email Address Cell Phone Home Phone
Date of Birth Age Sex Marital Status Occupation

Employer Name Employer Street Address City State Zip
Business Phone Ext Your Driver's License # State

Nearest Relative (Name, Address, Phone Number)

Spouse's Information

Full Legal Name (First) (Middle) (Last) Occupation
Address (If different from above) City State Zip Code Home Phone
Employer Name Street Address City State Zip Code Business Phone Ext

Insurance Information

Primary Insurance Company Name Group # ID/Certificate #
Subscriber Name Subscriber Birthdate Where to Send Claim
Secondary Insurance Company Name Group # ID/Certificate #
Subscriber Name Subscriber Birthday Other Insurance Info

Emergency Information

Person to Contact in Case of Emergency (NOT LIVING WITH YOU) Relationship
Address (Number) (Street) (Apt #)

City State Zip Code Home Phone

Other Information

Other Doctors you see

How did you hear about us?

Assignment of Benefits - Financial Agreement

Insurance will be billed for all PPO's, HMO's and EPO's with which you are contracted. Co-pays are payable at the time of service. PLEASE
NOTE THAT YOU ARE RESPONSIBLE FOR PAYMENT OF ALL FEES FOR PROFESSIONAL SERVICE EVEN THOUGH YOU MAY HAVE

INSURANCE COVERAGE- this means that should the insurer fail to pay any sums due, you are responsible for payment.

I understand that I am responsible for all laboratory, radiology or other outside costs including Pap smears, blood tests, pathology and
cultures. I understand that if my insurance requires special handling or specific locations for testing, it is my responsibility to notify you

before my exam or before going to the lab.

I HAVE READ AND UNDERSTOOD THE ABOVE

Signature Date




PAYMENT OF SERVICES

| realize that | am responsible for payment of all medical services rendered to me and/or my
dependents, regardless of the decision regarding reimbursement made by my insurance carrier.

PATIENT SIGNATURE (OR PARENT FOR MINOR) DATE

INSURANCE BENEFITS AND INFORMATION RELEASE AUTHORIZATION

| hereby authorize the Doctor to release any and all information necessary concerning my diagnosis
and treatment for the purposes of securing payment from my insurance company; and herby
authorize payment of the insurance benefits directly to the Doctor for any services rendered that are
not paid for directly by me.

PATIENT SIGNATURE DATE

MEDICARE AUTHORIZATION

HEALTH INSURANCE #

I request that payment of authorized Medicare benefits be made either to me or on my behalf to
physician/provider for any services furnished me by that
physician/provider.

| authorize any holder of medical information about me to release to the Health Care Financing
Administration and its agents any information needed to determine these benefits or the benefits
payable for related services.

PATIENT SIGNATURE DATE

AUTHORIZATION TO TREAT MINOR

As the parent/quardian of the above named child/minor, | hereby give permission to the Doctor above
to treat the child/minor in the event that a medical emergency arises and | am unable to personally
consent to the treatment. | also agree to be responsible to the Doctor for charges for medical services
rendered.

PARENT/GUARDIAN SIGNATURE DATE



Pacific Coast Physicians

689 Tank Farm Road #220, San Luis Obispo CA 93401
T 805-541-1177 F 805-541-4973 E pcpslo@aol.com

A MESSAGE TO OUR PATIENTS

The attached contract is an arbitration agreement. By signing this
agreement we are agreeing that any dispute arising out of the medical services
you received is to be resolved in binding arbitration rather than a suit in court.
Lawsuits are something that no one anticipates and everyone hopes to avoid.
We believe that the method of resolving disputes by arbitration is one of the
fairest systems for both patients and physicians. Arbitration agreements
between health care providers and their patients have long been recognized
and approved by California courts.

By signing this agreement you are changing the place where your claim
will be presented. You may still call witnesses and present evidence. Each
party selects an arbitrator (party arbitrators), who then select a third, neutral
arbitrator. These three arbitrators hear the case. This agreement generally
helps to limit the legal costs for both patients and physicians. Further, both
parties are spared some of the rigors of trial and publicity which may
accompany judicial proceedings. Our goal, of course, is to provide medical
care in such a way as to avoid any such dispute. We know that most problems
begin with communication. Therefore if you have any questions about your
care, please ask us.

Pacific Coast Physicians



Frequently Asked Questions on the Arbitration Agreement

Q. What is arbitration?

A. Arbitration is an alternative form of handling disputes. The California Legislature
made the use of arbitration agreements in medical Malpractice disputes legal since
1975. ltis the legal alternative to a jury trial in resolving such cases. It is quicker, and
less public than a jury trial. You select your attorney; the physician will have his/hers.
These two attorneys will pick two arbitrators who will in turn pick a third, neutral
arbitrator. These three arbitrators will hear your case.

Q. Can I still sue the doctor?

A. You may still file a suit. The arbitration agreement only changes the forum in which
the dispute is heard from a jury to arbitration panel. Both you and the doctor are
agreeing to waive the right to a jury trial.

Q. Why are you asking me to do this now?

A. Our professional liability (malpractice) company has requested this. It is our
opinion that it is a fair request. Trials by jury are time consuming, expensive, and can
take years before there is any resolution. We feel the advantages for arbitration are
mutual and a fair venue for such disputes.

Q. Do | have to sign the arbitration agreement to be seen?

A. Our office policy is to present the arbitration agreement to all our patients. Patients
may decline this agreement, but the doctors in the office may request in the future that
all our patients sign the agreement. It is our opinion that this is a mutually beneficial
agreement.

Q. Do other professions use arbitration?

A. Arbitration resolution is used in many businesses; stock brokerage, real estate,
sports... to name a few. Most HMOs and health insurance companies have an
arbitration agreement for their enrollees.

Q. Can | take the agreement home to review before | sign it?

A. The agreement allows for you to have 30 days to revoke the agreement. We prefer
to have your paperwork completed. You will be given a copy of the agreement to review
at home and are encouraged to contact a lawyer.



PHYSICIAN-PATIENT ARBITRATION AGREEMENT

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to
whether any medical services rendered under this contract were unnecessary or unauthorized or were
improperly, negligently, or incompetently rendered, will be determined by submission to arbitration as
provided by California law, and not by 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. Filing of 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 a
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
officer from civil liability when acting in the capacity of arbitrator 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 this arbitration agreement, including, but not limited to, Code of Civil Procedures 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 if (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 the arbitration claim in accordance with the procedures
prescribe 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 to 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.
| understand that | have the right to receive a copy of this arbitration agreement. By my signature below, |
acknowledge that | have received a copy.

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE TO 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  Date Patient’s or Patient Representative’s Date
Signature Signature
By:
Pacific Coast Physicians Print Patient’s Name

689 Tank Farm Road #220
San Luis Obispo, CA 93401

(If Representative, Print Name and Relationship
To Patient)

A signed copy of this document is to be given to the Patient. Original is to be filed in Patient’s medical records.



Medical Records Release (Sending Records TO Pacific Coast Physicians, Inc)

Name: Phone
Last First Middle
Address:
Date of Birth: / /
Purpose: (check one) L] Transfer of primary care physician L] Consultation [ Personal

Information Requested:

____Recent progress notes (last two years)

___ Most recent history and physical and discharge summary
___ Recent Lab Results (last two years)

_ Cardiac testing (EKG, Treadmill, Echo)

____Endoscopy Report
____ Other (Specity):

I authorize the release of all information indicated and I am aware that the records released may contain information
relating to psychiatric or psychological testing, physical abuse, or drug and alcohol abuse.

I authorize the release of HIV/AIDS test results YES NO

I understand that I am entitled to a copy of this upon request.
I have received a copy of this request. YES NO

[ understand that California Law permits me to inspect or obtain copies of my medical records. I further understand that I
may be charged for copies provided.

Signature of patient, guardian, conservator, Date
Parent of minor or patient’s representative

Complete previous physician information below so we
may request your previous medical records.

Please Send Information TO: (with this attached) Requesting records from previous physician:

Physician Name:

. . DO NOT :
Pacific Coast Physicians FAX Address
289 {al.lkg;.rm Rg&xl,g g:&) iZO More than Address:

an Luis 1Spo, 20 Pages Ph :
Phone: (805) 541-1177 2 one
Fax: (805) 541-4973 Fax:

*Use if this information for any other than the stated purpose is prohibited. This information is for the use of the
designated recipient only. It cannot be provided to any other agency.



Pacific Coast Physicians
689 Tank Farm Road #220, San Luis Obispo CA 93401

E ! T 805-541-1177 F 805-541-4973 E pcpslo@aol.com

Notice of Fees Not Covered By Insurance Companies

Due to rising practice expenses, and the demands on our staff of increasing
paperwork and telephone calls, we charge for the following medical services
which are not covered by insurance:

1. Missed appointments or cancellations with less than 24-hour notice will result in a
$25.00 charge.

2. Telephone calls concerning medical conditions require documentation, and
physician consultation. These calls will usually generate a charge, depending upon
the length and the complexity of the problem.

3. Completion of forms and letters requested by patients, insurance companies, and other
agencies. Fees vary depending upon the form or letter, please ask for a fee list.

4. Prescriptions between office visits are time consuming and will incur a $10.00
charge. This includes telephone and fax prescriptions generated by your pharmacy.
* To avoid these charges please check your prescription needs in
advance, and request all refills during your office visits.

5. We routinely send a monthly patient statement which reflects your portion due of all
medical charges. If this bill is not paid within 30 days, a $5.00 charge will be added
for each rebilling.

A stamped, self-addressed envelope is required for us to mail prescriptions and copies of
lab tests. In order to comply with confidentiality requirements, please specify your
request in writing, with your signature.

We value your confidence in our physicians and our office, and thank you for selecting
our practice for your health needs.

Pacific Coast Physicians
- Please See Other Side -



Pacific Coast Physicians

689 Tank Farm Road #220, San Luis Obispo CA 93401
T 805-541-1177 F 805-541-4973 E pcpslo@aol.com

Fee Schedule

Outside Office Fees

Statement

Missed Appointments

Refills

Form Fees
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