ENTBRNAL MEDICINE ASSOCIATES MEDICAL GROUP OF SAN INEGO, INC.
3260 THIRD AVENUE, SAN DI8Go, CA. 92303 (619) 297-3737

DATE: - PHONE # CELL# DATE OF BIRTH

PATIENT'S LasT NaME: FirsT: INITIAL: e
ADTHIRSS: Crrv: STATE: A i1 .

584 | e AGE_ 0 ETHNICITY RACE, LANGUAGE SFOKEN
MARITALSTATUS: O SINGLE O MARRIED D WIopweD O SEPARATED & BrvogeEp 0 DOMESTIC PARTNER
EMPLOVER: OCCUPATION;

EMPLOYER'S ADDRESS: PHONE:

SrousE NAME: Seaust SOCIAL SECURITY NUMBER

PERSON TO NOTIRY INCASE OF AN SMERGENCY: RELATIONSHIP:,

EMERGENCY PHONE NUMBER:

STREET ADDRESS: Crivy STATE! Zp:

PRIMARY INSURANCE COMPANY:

ADDRESS:

SUBSCRIBER'S NUMBER: GROUP NUMBER:

RELATIONSHIP YO SUBSCRIBER: O SPOUSE O SELF O DOMESTIC PARTNER O OTHER

SECGNDARY INSURANCE COMPANY?

ADDRESS:

BUBSCRIBER’S NUMBER: ‘ GROUP NUMBER;

‘RELAT:DNSHIPTD SUBSCRIBER: [ SPOUSE ¢ BELF O DOMESTIC PARTNERC OTHER

Medicare and private instrance sompanics may rot pay for your services, They moy deny 6 a8 ry" service. I have been notified by
this offiee that incase Medicare or my private insurance deems the servics as “unnecessary” that I will be responsible for the payment, In most cases,
understaid that Internal Medicine Assoofates, (“IMA™, i billing my insueance company but renlize that at “times” the bill may no! be paid end or delayad,
in that case T will be personally responsible Tor payment to IMA, and seek payment from the Insurance contpany, ‘
2. Intenaf Medicine uses autside vendors that may o may not be participating with my Health Insurance Company. | understand that it s my tespongibility

1o knaw it vendors are participating or nat, | understand that { am responsible 1o know my benefits and or restrictions. 1 know that 1 have the right to refuse

any type: of services or disenss reatment type with the Physician, _
3. Iauthorize the rolerse of any medical or other information necessary to process my claims. | understand that | have dehts sssacisted with the 1996 HIPPA

Law. Ihave been given IMA'S Privacy Netics and | understand that should | heve any questions that I may vpeak with the privacy officer at IMA.
4. . Talso request puyment of govermments’ benefits either to myseil or Internat Medivine Associales who accepts assignments. I awthorize payment of medicat
benefits o the undersign physisian or supplier for services rendered today and or during my ongoing treatmient with Internal Medicine, "This sulhorization
is 19 remain in efeet untit otherwise notificd in writing,

3. 1 authorize the practice to review my external prescription history

By my signature [ congent the ahove, “This authorization is to rernain in effect until atherwise notified In writing, T understand that 1 have the right to receive u
copy of this consent form:

Signature: Date:

Statf Signature; Date;




INTERNAL MEDICINE ASSOCIATES MEDICAL GROUP OF SAN DIEGO, INC.
3260 THIRD AVENUE
SaN DieGo, CA 92103-5697

DAV 1, SHaw, M.B, FACE. ' ' TELEPHONE
PAUL F. SPECKART, MDY, FACLE, GUARANTEE OF PAYMENT CONT. RACT {§19) W.3737
THERESA B, BORUM, M.12, ) ) FACSIMILE

BRia J, LENZRES, M.B. . (619} 297-0443
Raymoms G, o, M0, '
DEAMVA K. PRICE, MDY

POLICY, ON LRIOR AUTHORIZATION (OFFICE VISIT, SPECIALTY PROCEDURES, LAB TEST, IN-IOUSE SERVICES, ECT.)

It is the patient’s responsibility to notify this office if your primary and /for secondary insurance plans(s) requires you te gain
prior authorization before services are rendered. [f authorization is not obtained and one is required by your health insurance, it
will result in the claim being denied and your will be responsible for all charges incurred here at IMA. or outside services that may be
requested by your treating physician.

AL L P L AL L LA Pl bt by

POLICY FOR PAYMENT OF MEDICAL Bil.LY

PAYMENT FOR ALL PROFESSIONAL SERVICES RENDERED 1S THE RESPONSIBILITY OF THE PATIENT: Asa
courtesy to our patients, IMA will file an insurance claim on your behelf. However, your insurance might deny the claim for a
numerous reasons. We will do our best to help pet the claim paid, if all means are exhausted on our end, you will be ultimately
responsible for payment of the ingurance claim. You are responsible for all charges and services and or medical procedures/supplies
not paid by your insurance carrier, subject to the conditions of our contract with your insurance company. TMA accepts many plass
and is contracted with MPMG as our HMO IPO Group. 1f you fall under one of these plans, we will bill your insurance according to
the insurance contract.  If you are not eligible with the insurance at time of service or assigned to another physician, vou will be billed
for al} services incurred at IMA. 1 understand that T will only be billed for my co-inflrance and or co-payment if covered under the in-

Network Plan or an BMO.

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION REGARDING CLAIM PAYMENT

L, HERERY AUTHORIZE, Dr. to apply for
benefits on my behalf for services rendered at IMA. [ request payment from the insurance company provided By miysell, under
Insarance Information be made directly to the above-named physician (or in the case of Medicare Part B benefits, to miyself or the -

party who accepts agsignment.)

5

I certify that the infonmation 1 have provided w1th regzud to my insurance coversge is correct and further authérize the release of any
necessary information, including medicsl information for this or any related service related to services performed at IMA or referral
sources related to my medical care in order to obtain payment by my insurance company. At times I understand that my doctor will
refier me out for specialty services and those doctors will be inquiring inte my medical record and or need medical insurance
information, 1 authorize IMA, to release all necessary information that may be requiired,

L understand that by signing this contract that I agree fo the above in its entivety, Iunderstand that I have the right to revoke this
authorization; I must do so in writing via US mail or tn person. If authorkzation is revoked, I understand that IMA may noi be
able to bill my medical insurance and I will personally puarantee pavinent of services.

SIGNATURE, OF PATIERT O8 BENEITCIARY!

FLEASE PRINT NAME: BaTE:

STAFF WITNESS! DATE:



Confidential Channel Lommumcation Request
Internal Medicine Associates Medical Growp of Sant Diego, Tne,
3200 Third Ave San Diepo CA4 92103
619.297-3737 Privacy Officer: Office Administrator

As required by the Healeh Information Portabilizy and Accountability Act of 1996 you have u right 1o request that cammunications
concerning pour prrsaral health information be made through confidentiol channels, Thiv medical proceice will wor ask you wihp
Yo are miaking pour request, and will make reasonable afforts to accommadate all reasonable requeosis. Same peethod of comtaer
s be provided, and oy approprinte, information ay o haw paymean il be handled

i, (print name) hereby request the use of the following confidential
channels for the commumcation of iformation related to my personal health, treatment or

payment for treatment. This request supercedes any prior request for confidential channel
communications I may have made,

{Plense select afl that apply. Where you Uzt more than one commanication option, phease fidicate which you prefer.}

0 Phone (no charge)

I want you to contact me by telephone at

{1 Do {1 Do not leave messages on my answering machine.
Ll Do £] Do not leave messages with any other person,
L Mail: Patient to provide self-address self stamped envelope if information is to be

sent to you, (Lab results, physical form, special request, etc.)

I want you to contact me at the following address:

(] E-mail (if available)

T want you to contact me at the following e-mail address:

tl Fax (long distance calls 25 cents per page)

F'want you to contact me at the following fax number;

1] Other

{] Check here if you agree to pay for the costs associated with your request for an alternate
commurication channel, These costs have been explained to you.

Signed: Date:

Print Name:

I not sigrned by the patient, please indicate: Relationship:
[} parent or guardian of patient [ goardian or conservator of an incompetent patient
L1 beneficiary or personal mpchntatwc of deceased patient
{1 Name of Patient: _

©20037 by PrivaPlan Associates, Inc and the California Medical Association
FPatent Pending-All rights Resarved.
9-30-02



INTERNAL MEDICINE ASSOCIATES MEDICAL GROUP OF SAN DIEGO, INC.
3260 THIRD AVENUE
SaN DIEGO, CA 92103-5697

PALL B SFECKART, MO, M ACYP TELEPHIONE
THERESA R. BORUN, M.12, (619 297-3737
BRIAM I LENZEES, M.D, FACSIVILE
RAYMOMN G, PIGEON, M.D, RACR (619) 247-0443

DEANNA K PRICE, M.,

CANCELLATION POLICY

Effective August 1, 2006 we ask that if you are unable to make your
scheduled appointment, please notify us 24 hours in advance or you may be
subject to a $25.00 cancellation fee.

Date

Signature

Witness




Acknowledgement of Receipt of Notice of Privacy Practices

INTERNAL MEDICINE ASSOCIATES MEDICAL GROUP OF SAN DIEGO, INC.
3260 THIRD AVE SAN DIEGO CA 82103
619-287-3737

PRIVACY OFFICER: Office Administrator

| hereby acknowledge that | received a copy of this medical practice's Notice of Privacy
Practices. | further acknowledge that a copy of the current notice will be posted in the reception
area, and that 1 will be offered a copy of any amended Notice of Privacy Practices at each

appointment,

e f would like to receive a copy of any amended Notice of Privacy Practices at my next

scheduled appointment:

Signed: Date:

Print Name: Telephone:

if ot signed by the patient, please indicate:

Relationship:
[0 parent or guardian of minor patient
1 guardian or conservator of an incompetent patient
[ beneficiary or personal representative of deceased patient

Name of Patient:

@002 by PrivaPlan Associates, Inc and the California Medicat Association

Patent Pending-Al rights Reserved.
9.30.62



