Marcella Bonwnici, M.D.
Patient Registration Form
This information is necessary for our files and will be considered confidential.

Patient Nawe:
(Last)
Address:

(Filrst)

State:

C’Ltg:
Home Phowne:

Zip Code:
Cell:

Preferved # Home or Cell

BLrth date:

Aoe:

Gewder: Male Female

Soclal Seaw’utg:
Emall:

(M)

Lawguﬂ@ﬁ:

Marital Status: Sinale Married Widowed sepamted Divoreed

Race: Caucasian  Afr. Am.  Asian  Native Am.  Pac tslander

EthLthg: Hispanic / Now - Hispanic (Circle One)

qugLog ment Information:

Occuq:atiow:

Patlent EmpLoger:
Work Phowne:

Other / Multl

Ext:

In Case ot Emergency:

Privan Yy contact:
Phownet:

ReLatLowsM’Lp:

wd Contact:

Phowne#:

Pharmacg Name:

Retat’wwslnip:

Phowne #:

Adodress:

surance information: Medicare
Primary INS:

PPO HMO Triw Nowe

Subscriber Name:

Subsceriber DO®B:

D #

Group #:

Copag At

rRelationship of Patient to nsured:

I tnsurance is Through Bmployer: Bmployer Name:
Are You covered by another Insurance: Yes

sccowdarg INS:

Self Spouse Child (Circle One)

No (Clrcle one)

(D4

Pagetof 2
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web View Patient Portal

Due to popular demand, we are now offering a Patient portal to send Letters,
reminders § test results to our patients. You may use this portal to communicate
with our office for any non-urgent matters such as prescription refills and
scheduling office visits. Any urgent matter should still be communicated via
telephone, as messages via the portal may take 48-72 hours to be recelved and
responded to.

If You are interested in this portal, please provide us with Your email addvess,
and we will provide you with a user name and tewporary password which you will
change upow Your initial log in. we will also need a security question for the rave
oceaston that You may forget your password.

This is just one of the many ways to communicate with Your doctor’s office. (f
You have any questions, please feel free to ask!

**% EMAIL ADDRESS IS REQUIRED IN ORDER TO SIGN UPH**

**ematl:

(Please write DECLINE Lf desived)

web view securi,tg Ruestions: Please choose one.

1. what is your Mother's matden name:
2. what High school did you attend:

3. What was the Street name You grew up on:
4

. What was\is your favorite Pet’s name:

Assignment of Benefits and Authorization to Release formation:

| hereby authorize payment of any medical insurance benefits arising from services
rendered by Marcella Bonnicl, M.D. and to be made directly to Marcella Bonnict,
M.DB. L understand that tam financially responstble for all charges tneurred by the
above patient for medical services whether or not they are covered by tnsurance. |
hereby authorize Marcella Bonnicl, M.D. to release all information necessary to
secure the paywment of benefits from my insurance company. | further agree that a
photocopy or facsimile of this agreement shall be as valid as the original.

Name: Slgnature: Date:

FINANCIAL POLICY IS PAYMENT AT THE TIME OF SERVICE UNLESS PRIOR
ARRANGEMENTS HAVE BEEN MADE.

Page20f 2 ReV 10/01/201F
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Marcella Bonwnict, MD

ACKNOWLEDGEMENT OF PRIVACY PRACTICES AND INSTRUCTIONS
FOR RELEASE OF PERSONAL HEALTH INFORMATION

PATIENT NAME: DATE OF BIRTH

tacknowledge that t have received a copy of the Dr. Marcella Bonnici’s Notice of Privacy) Practices.

L give permission to Mavcella Bownicl, M.D. to release and discuss my personal health information to/with:

Nawe: Relationship:
Name: Relationship:
Nane: Retatéowsmp:

L give permission to Marcella Bonnicl, M.D. to communicate messages regarding appotntments as follows:
___You may leave a message on my answering maching / Cell Phone
—_You may leave a message with:

Nane: Relationship:
Nawe: ReLatLowsth:
Name: ReLat'Lowsth:

l glve permission to Marcella Bonnict, M.D. to communicate messages regarding refervals o another physiciawn as
follows:

__Yow may leave a message on my answering machine / Cell Phone

__Youmay send a letter via U.S. wmail

—_You may send an emall to:

l give permission to Marcella Bonnict, M.D. to communicate messages regarding lab results, x-rays, and other tests
as follows:

__Youwmay leave a message on my answering machine / Cell Phone

__You may send a letter via U.S. mail

__You may sendt an email to:

Other tnstructions for the release of personal health information:

Potient/ quardion's Nawe

Signature of Patient or Legal Guardian: Date:

ReV: 10/01/201F



Marcella Bonnict, MD

Office Policies
**Policies ave subject to change without notice**
welcome to our office. we are honored you have chosen us as your healtheare provider.
Office Visits:
* Please bring in all of Your curvent wedication bottles or an accurate List of every
medicing Yyou ave taking
®  Werequire that a parent or legal guardian accompany all minor patients. (n case of
an emergency, please fill out consent for minor treatiment. This form wmay be found
on www.marcellabonmnicimd.com or You may call our office for a copy of this form.

® Plense be on time for Your office visit. if You can not make Your appointed time, please
advise us as soow as possible so that we may reschedule your visit. if you ave Late
arriving for Your appointiment, and still expect to be seen, every patient scheduled
after you will be delayed as well.

cancellation/No Show Policy: $50.00 fee
o  Cancellations must be 24 business hours tn advance

® No shows are patients who {ail to show for appointuents without notifying the
physician’s office at least 24 business hours in advance
Laboratory/Radioclogy/Other Test Results:
* Our office policy regarding all test vesults is to notify the patient by telephone, letter
or email
* If you have not received Your test results after 30 (thirty) days please contact us

* Youwmay be asked to schedule a follow up visit to discuss results
Prescription Refill Policy:
e No prescriptions will be provided after hours or weekends

e No refills of anti-biotics will be provided without an appointment
o Please contact Your pharmacy for all preseription vefill requests. The pharmacy should
contact us dirvectly.
o Sowme wmedication refills may requive an office visit, so please don't wait until yow are
almost out to call these in.
Telephone Calls/Messages:
o Phone calls § messages may take up to 24 hours to return.
o fitis an urgent matter, please schedule an appointiment so the doctor may address it.
[ have reviewed and the read the above office policies and do hereby acknowledge

that ( will abide btd these policies.

Patient’s Nawme: DOB:

Signature: Date:

10f2  Nawme: D.OB. Rev: 10/01/1F




Marcella Bonwnict, MD
Financial PoLicg

Please carefully vead the following statement of our financial policy prior to
treatment. Feel free to speak to our financial personnel if Yyou have any
questions.

tt is Your responstbility to be aware of your benefits.

Exclusions, pre-existing conditions, and terminated benefits may nullify insurance
coverage and transfer full responstbility to the patient. if you are unclear of Your insurance
benefits, You will need to contact Your insurance carrier for clavification of coverage.

This office is not in the practice of changing or re-coding elaims once they have beew billed.
This constitutes fraud; this will not be downe or tolerated.

All insurance cards must be provided at the time of service.

If the insurance information is not provided at time of service the patient will be seen on a
cash basis.

Lunderstand that if | provide false insurance information | can be helad accowntable and
prosecuted as law provides.

Copay is due in full at time of service
*  For any returned checks a $50.00 returned check fee will apply.
®  Your first and second billing statements will be sent to You at no charge

o i wmore than two statements need to be sent, 1 $10.00 fee is assessed

o If Money is owed it will be collected prior to seeing the physician. f unable to provide
paywment, then Your appointment may have to be rescheduled

e Noshow’s or Cancellations are assessed a $50 fee

o Al paperwork needing to be filled out by provider is $25 fee with or without an appt

It is your responsibility to notify our office if there is a change of nawme, insurance coverage,
Restdence, and/or phone number.

[ have read the above Financial Policy. [ understand and agree to abide by the terms of this
policy.

Patient Nawe: Signature: Date:

20f2 Nawe: D.O.B. Rev: 10/01/1#




Authorization/Request for Medical Records
Marcella Bonwnicl, MD
36320 nland valley Drive, Suite 201
wildomar, CA 92595
Office 951-816-3232  Fax 951-816-3240
“This information has been disclosed to you from records whose confidentiality is protected by federal Law.
Federal regulation (42DFR Part 2) prohibits you from making any further disclosure of it without the speeific

written consent of the person to whom it pertains, or as otherwise permitted by such regulations. A general
authorization of the relense of wmedical or other information is NOT sufficient for this purpose.”

Patient nformation:

Patient’s Nawe: DOB:
Adolress: cihd:

State: Zip Code: Phone:

Requested Records From: Records Released To:
Nave: Nawe:

Address: Adolvess:

Phowe: Phowne:

Fax: Fax:

Reasow for request/disclosure of records:

Reason for Request: Recovols to be tncluded:

__ Changing of Physician __ All records *

__ Insurance Request _lmmunization Records
___ Moving out of Geographical Aren - __Progress Notes

__ Specialist Request for Treatment __ Lab Reports
__Parent/Legal quardian’s Copy o RadioLogH Reports

___ Other: __ Other:

*AlL vecords to be disclosed will include communicable disease information, e.g. AIDS tnformation or others.
This information gives consent to inspect and copy medical records whose confidentiality is protectead by
Federal Laws which include special authorization to release medical information under the Drug Abuse Office
and Treatment Act of 1972 (P.L. 92-255) and the comprehensive alcohol abuse and aleoholic prevention,
treatment and renabilitation act amendments of 1974 (9.L. 93-282).

The undersigned hereby authorizes and consents to the disclosure by the above named clinic to the above named
company or persowns, or thelr representatives, or the beaver of this nstrument of any and all information,
records, documents, veports, clinical abstracts, histories, and charts, of every kind and description relating to
wy condition, care, confinement and treatment, and consent to the furnishing them of photo static coples or
other copies of same.

BE IT FURTHER KNOWN that this consent is subject to revocation at any time except to the extent that action
has beew takewn tn reliance thereon. If personally requesting a copy of complete medical records, there will be a
425 fee. Recordls to other physicians will be sent as a free courtesy for the first copy. Subsequent copies may
ineur a $25 fee.

[, (patient, pavent or legal guardian), am authorizing release of
wedical vecords as specified. This request is in effect for one year unless otherwise stated.

Sigwnature: Date:

ReV 10/10/1F



Marcella Bonnict, MD
Consent for Treatment for a Minor

Patient Nawe: D.O®B: Today's Date:
1) 1, the undersigned parent/guardian of a minor, do hereby authorize and
direct Mavcella Bownict, MD and the staff at Dr. Bounicl’s to provide ongoing routine and emergency
health care. This consent shall vemain tn effect until or until revoked in writing.
Parent’'s/Guardian’s Name Signature Date
witness’ Nawme: Signature: Date:
2) i, the undersigned parent/guardian of a minor, do hereby authorize

to bring my child to their doctor’s appointments. This consent
shall vemain tn effect until or until revoked tn writing.
Parent’'s/Gquardian’s Nawme Signature Date
witness” Name: Signature: bate:

2) The patient has been deemed qualifieo to consent to his/her own health care services. Emancipation
or legal exceptions have beew established based on the following:

___ Emancipation, self-supporting, free or parental cave, custody and control

_ Marvled, or pve\/iousLU married minor

___ Family Planning Services

___ Dingwnosis/treatiment for venereal disense

___ Under the influence of a dangerous drug or narcotic

_ Meets mature malnor criterin

___ Other (explain):
Clinician’s Nawme: Signature: Date:
Patlent’s Nawue: Signature: Date:

4) Due to the following situation, adwinistrative/legal approval has been obtained for
(treatvment/procedure), by Adwministrator.
__ Unavailable parents/guardion

____Abandoned Minor

5) Telephone Consent

1. Consent by telephone may be obtained when prompt treatment ts needed or destrable if an adult
patient is wnable to give consent, or the patient is a minor.

2. Telephone consents require two witnesses.

2. Whenever possible, telephone consent should be follow up with a signature or fax. The fax should be
attached.

Consent obtained from: Namwme Relationship:

bate: Telephone #:

witness’ Name: Siognature: Date:
Witness’ Nawme: Signature: Date:

ReV. 10-01-201F



Marcella Bonnicl, MD

Pediatric Medical H'Lstorg Form
Ages: 0-12

Name: D.O.B. Age: Sex: M

Person filling out form: Relationship to pt:

F

Chief complaint:
what brings yousthe child to our office?

Birth l;tistorg:

1. Birth Weight: Length: Head Clreuumference:

2. wWas the birth: on Time Early (how many weeks) Late (how Mmany weers)
2.Was the deLLverH: Natuwral C-Section
4. Any Complications during Pregnancy:

5. Any Cowmplications during deLLverM:

&. Did the baby go home with mom? Yes No
if no, how many days/weeks did the baby stay in the hospital:

Past Medical History:
1. 1s the child in good health at the present thme?  Yes  No
2. Any Diagnosed Medical Problenes: Yes No
Specify: Date:
Specify: Date:
Specify: Date:
2. Any Medications taken on a regular basis: Yes No
what: Dosage:

what: Dosage:

what: Dosage:

4. Any allergies to any medications, foods, Latex, adhesive tape, bee stings, ete.? Yes
what: Reaction:

what: Reaction:

what: Reaction:

5. Serious njuries, tncluding loss of consclousness: Yes  No
Speciﬁj: Date(s):
Specéﬂj: Date(s):
Spec'u{g: Date(s):

6. Awg Surgery: Yes Mo
S‘P@ci{w: Date:
SPCCL{M: Date:

7. Any Hospitalizations:  Yes  No
Specify: Date:
S}secéﬂj: Date:

No

1of 3z Nawe: D.O.B. Rev 10/01/1F




Has the child ever had any problems with the following? (1f Yes, Please explain)

Eldes/visiow: Yes  No

Feet: Yés No

Digestion/Nutrition: Yes  No
Ears/Hearing: Yes No

Urine/Kidneys: Yes No

Joinks: Yes  No

Skin: YCS No

Lungs: Yes  No

Teeth: Yes  No

Heart: Yes  No
Seizures: Yes No

Repeated nfections: Yes No

Soctal H’Lstorg :

1. Please List all of the people Ln the household:

Nawme: Age: Relationship:
Name: Age: Relotionship:
Nawee: Age: Relationship:
Nawe: Age: Relationship:
Nawe: Age: Relationship:

2. Does the child go to a baby sitter, day care, or pre-school regularly: Yes No

3. Is the child Ln school? Yes  No

Nawme of school:

4. Htave theve been any recent stressors/changes in the child’s Life: Yes No

Please explain:

Grade:

Famtily History:
\y A

FAMILY MEMBER.: | LIVING/DECEASED

MEDICAL PROBLEMS

FATHER

MOTHER

BROTHERS

SISTERS

PATERNAL GF

PATERNAL GM

MATERNAL GF

MATERNAL GM

20f3 Nawme:

ReV 10/01/17




Past Medical l—r’ustorg : (Cirele all that apptg)

Allergies Cancer
Awnemia Chicken Pox
waietg/bepressiow blabetes
Asthwma Heart valve Disoroler
Bleeding Disorder Puewmonia
Blood Transfusion Rhewmatic fever

Development:
Do You have any concerns about the following: (If Yes, Please Explain)

Development: Yes  No
Behavior: Yes  No
Eating Habits: Yes  No
Sleeping Habits: Yes  No
School Experience: Yes  No
Bathroom/Tollet Habits: Yes  No
Discipline: Yes  No
Other (explain): Yes  No
FEMALE ONLY- Menstrual: Age of Onset (menarche):

Duration:

Ave they Regular: Yes  No

Arethey: Light  Moderate  Heavy

Pain Associated:  Yes  No

Last Menstrual Period:

mmunizations: (please fill out below or attach a copy of Your liwmunization record)

Dtap 1. 2. =. 4. 5.

PV 2. 4.

Hepatitis A

Hepatitis B

Hib

RV

PCV

| w|w|w
NN

MMR

vartcella

Meningococcal

plofpinpipipvp]|L

HPV

NEEEREEEEEE

TD/Tdap

This information will assist us in assessing your particular problem areas and establishing
Your wedical management. Thank you for Your time and patience in completing this form.

30f= Nawe: D.O.E. RevV 10/01/17




