Marcella Bonnici, M.D.
Patient Registration Form
This information is necessary for our files and will be considered confidential.
Patient Nawme:
(Last) (First) (M)
Adodress:

C’Lt@: State: Z,L‘P Coole:
Howe Phowne: Cell:

Preferved # Home or Cell
Blrth date: Age: Gender: Male  Fewale

Soclal Security: Language:
ewmalil:

Marital Status: Single Married Widowed Separated Divoreed
Race: caucasion  Afr. Am.  Asian  Native Am.  Pac islander  Other / Multl
Ethnicity: Hispanic / Now - Hispanic (Circle owne)

qugLog ment nformation:

Patient EmpLoger: Occupat’ww:
work Phowne: Ext:

ln case of Bmergency:
Pr’ummg contact:
Phowne#: Retat’wwshlp:
2 Contact:

Phone#: Relationship:

Pharmacg Nawme: Phowe #:

Address:

lnsurance lwformat’ww: Medicare PPO HMO Tviw Nowne

Primarg INS:

Subscriber Nawme: Subscriber DOB:
D #
Group #: Copay At

rRelatlonship of Patient to Insured: Self Spouse Child (Civele One)

If insurance is Through Employer: Bmployer Nawne:
Are You covered by another insurance: Yes  No (Circle One)
Secondary INS:
ID#
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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 presceription refills and
seheduling office visits. Any urgent matter should still be communicated vin
telephone, as messages via the portal may take 42-72 hours to be veceived and
responded to.

If You are interested in this portal, please provide us with your email address,
and we Will provide You with a user name and temporary password which You will
change upown Your initial Log in. we will also need a security question for the rave
oceasion that You may forget Your password.

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

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

**email:

(Please write DECLINE if desired)

web view sgcuritg Ruestions: Please choose owne.

1. What is your Mother's matden name:
2. What High school did yow attend:

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

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

Assignment of Benefits and Authorization to Release nformation:

| hereby authorize paywment of any medical insurance benefits arising from services
rendered by Marcella Bonnict, M.D. and to be made divectly to Marcella Bonnicl,
M.D. | understand that | am {mmamug responsible for all charges incurred bg the
above patient for medical services whether or wot they are covered by tnsurance. |
hereby authorize Marcella Bonwnlcl, M.B. to release all information necessary to
secure the payment of benefits from my insurance company. | further agree that a
photocopy or facsimile of this agreement shall be as valid as the original.

Nawe: Slogwnature: Date:

FINANCIAL POLICY IS PAYMENT AT THE TIME OF SERVICE UNLESS PRIOR
ARRANGEMENTS HAVE BEEN MADE.
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Marcella Bonnicl, MD
ACKNOWL EDGEMENT OF PRI\/ACY PRACTICES AND INSTRULTIONS
FOR RELEASE OF PERSONAL HEALTH INFORMATION

PATIENT NAME: DATE OF BIRTH

tacknowledge that 1 have veceived a copy of the Dr. Marcella Bonnicl’s Notice of Privacy Practices.

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

Nane: Remtéowship:
Noame: Relationship:
Nawme: Relationship:

L give permission to Marcella Bonnicl, M.D. to communicate messages regarding appolntments as follows:
__You wmay leave a wessage on my answering maching / Cell Phone
__You wmay leave a message with:

Name: ReLatLowsMLp:
Nowme: Relationship:
Name: ReLatLowsth:

| glve permission to Marcella Bownici, M.D. to communicate messages reaarding refervals to another physiciawn as

follows:
__You may leave a message on my answering machine / Cell Phone
__You may send a letter via U.S. mail

__Youwmay send an email to:

| give permission to Mavcella Bownicl, M.D. to communicate messages regarding Lab results, x-rays, and other tests
as follows:

__You may leave a wmessage on my answering machine / Cell Phone

__Youwmay send o letter via UL.S. wmail

__Youwmay send an emall to:

Other nstructions for the release of personal health information:

Patient/ quardion's Name

Signature of Patient or Legal quardian: Date:

ReV: 10/01/201%



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 medication bottles or an accurate List of every
medicine You are taking
*  Werequire that a parvent or legal guardian accompany all minor patients. n case of
an emergency, please fill out consent for minor treatment. This form may be found
on www.marcellabonmnicimd.com or You may call our office for a copy of this form.

® Please 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 are Late
arviving for Your appolntment, and still expect to be seew, every patient scheduleot
after you will be delayed as well.
cancellation/No Show Policy: $50.00 fee

o Cancellations nuust be 24 busiiness hours tn advance

®  Noshows ave patients who fail to show for appointients without notifying the
physician’s office at least 24 business hours in advance
Laboratory/Radiology/Other Test Results:
* Our office policy regarding all test results is to notify the patient by telephone, Letter
or email
* if you have not recelved Your test vesults after 30 (thivty) days please contact us
* You wmay be asked to schedule a follow up visit to discuss results
Prescription Refill Policy:
e No prescriptions will be provided after hours or weekendls
e No refills of anti-biotics will be provided without an appointment
o Please contact Your pharmacy for all prescription vefill requests. The pharmacy should
contact us directly.
o Some medication refills may require an office Visit, so please don't wait until yow are
almost out to call these in.
Telephone Calls/Messages:
® Phone calls § messages may take up to 24 hours to return.
o If it is 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 t will abide bg these policies.

Patient’'s Nawme: DOB:

Signature: Date:

10f2 Nawme: D.O.B. Rev: 10/01/1F




Marcella Bonnici, MD
Financial PoLicU

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

It is your resp_owsibattg to be aware of your benefits.

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

This office is not in the practice of changing or re-coding claims once they have beew billed.
This constitutes fraud; this will not be done 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 seem on a
cash basis.

understand that if | provide false insurance information | can be helo accountable and
prosecuted as law provides.

Copay ts due in full at time of sevvice

® 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
® (f more than two statements need to be sent, a $10.00 fee is assessed

e f Money is owed it will be collected prior to seeing the physician. f unable to provide
paywment, thew your appointiment may have to be rescheduled

e Noshow’s or Cancellations are assessed a $50 fee
o All 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 name, insurance coverage,
Restoence, and/or phone number.

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

Patient Nawe: Slgnature: Date:

202 Nawe: D.O.B. Rev: 10/01/1F




Authorization/Request for Medical Records
Marcella Bownict, MD
36320 nwland valley Drive, Suite 201
wildomar, CA 92595
Office 951-816-3233  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 specific

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

Patient information:

Patlent’s Name: DOB:
Address: thU:

State: Zip Code: Phowne:

Requested Records From: Records Released To:
Name: Nane:

Address: Address:

Phowne: Phowne:

Fax: Fax:

Reason for request/disclosure of recoras:

Reason for Request: Recovds to be bncluded:

__ Changing of PhUchLaw __ All mecords *

__ Insurfnce Request ___tmumunization Records
__ Moving out of Geographical Avea . ___Progress Notes

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

__ Other: __ Other:

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

The undersigned hereby authorizes and consents to the disclosure by the above naned clinic to the above named
CoMpanL or persons, or their representatives, or the bearer of this instrument of any and all information,
records, documents, reports, clinical abstracts, nistories, and charts, of every kind and description relating to
my condition, care, confinement and treatment, and consent to the furnishing them of photo static copies or
other coples of same.

BE IT FURTHER KNOWN that this consent is subject to revocation at any time except to the extent that action
has been takew in reliance thereon. 1f personally requesting a copy of complete medical records, there will be a
425 fee. Recordls to other phyjsicians will be sent as a free courtesy for the first copy. Subsequent copies may
incur a $25 fee.

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

Sigwnature: Date:

ReV 10/10/1F



Marcella Bonnici, MD

Adolescent Medical Hlstorg Form,
Ages 13-17

AS You maRre the transition from pediatric to adult health care, you will be asswuming more responsibility for your health
care. When you go to your new adult doctor (or other health care provider), Yow will be asteed about major health events in
Your Life. Have a parent help you fill out this form and take it with You when You go to Your new adult care doctor (or
other health care provider) and you will be prepared for the questions that you will be asteed.

Nawe: D.O.B. Age: Sex: M F

Chief Complaint
what brings you to our office?

Present Statys:
1. Are You ln good health at the present time to the best of your knowledge?  Yes  No

2. Are you under a doctor’s care at the present time? Yes  No
if yes, for what?

3. Are You taking any wmedications at the present time? (nclude OTC meds, Supplements)

Yes No
what: Dosaoe:
what: Dosage:
What: bosage:
what: Dosage:
wWhat: Dosage:

4. Any allergies to any medications, foods, Latex, adhesive tape, bee stings, ete.? Yes No

what: Reactlon:
what: Reactlon:
what: Reaction:

Past Medical History:
1. Dld Your mother have any problems with her pregnancy or delivery of you? Yes No
what were they?
2. Were You hospitalized at the the of your birth?  Yes No

How many days? weeks?
3. Did you have any problems at birth?  Yes  No
what were they?
4. As a child or teenager, where you diagunosed with any wajor health problems? Yes No
Specify: Date:
Specﬁﬂj: Date:
Specﬁﬁj: Date:
5. Serlous tnjuries, including loss of consclousness: Yes No
Speclfg: Date(s):
SPechg: Date(s):

Page 1 of 4 Nawe: D.OB. ReV10/01/17




6. AnYy surgery: Yes  No

Spec’L{g: Date:

Speci‘fg: Date:

Specify: Date:
F. Any Hospitalizations:  Yes  No

Speciﬂj: Date:

Speciﬁﬂ: Date:

g. Have you ever had the following? (Circle that apply)

Allergies Blood Transfusion DVT Lung Disease
Aleohol Abuse Blood Pressure Eating Disorder Nenous Breakodown

Anemin cancer Headaches/Migraine/Tenslon Prneumonia
Anxiety Chicken Pox Heavt valve Disorder Psychiatric lLness
Avrthritis Depression High Cholesterol Rhewmatic fever
Asthwa Drug Abuse Kidney Disease Thyroid Disease

Bleeding Disorder Dinbetes Liver Disease Tuberculosis

Cther:

If the answer is yes to any of the above conditions, please use this space to make any
additional comments about the conditions. For individuals with seizures, describe the seizures and
include how often the seizures oceur, how long they Last, and when was your Last one.

What tests have previously been done for these conditions? (MRI, CT, EEG, EKG, Genetic
Testing, Blood Tests, Psychological Testing, ete...)

what were the results?
Where/When were they done?
Ave the conditions: the some lmproving getting worse (circle one)

Social Historgl:
1. Nawe of school:

2. qrade in school:
3. How are you doing in school: Excellent  Good  Falr  Poor (please circle one)
4. Have You ever sRipped a grade? Yes  No
5. Have You ever been held back a grade for any reason?  Yes  No
6. Areyour parents: Marvied  Separated  Divorced
F. Who do you live with: Parents Father  Mother  Other:
2. Do Yyou have any brothers/sisters? Yes  No
How Mawny?
Older?
Younger?

Page 2 of 4 Name: D.O.B. REV10/01/1F




9. Do You Drink Alcohol?  Yes No
# of drinks per day week, month year

10. Do You swmoke cigarettes? Yes No
Whew did you start?
# of clgarettes per doy
11. illiclt Drug Use:  Yes No
Date of Last Use:
How oftew:
Type:
Modie of lngestion:
12. Are You sexually active?  Yes No
12, How would You rate Your diet? Good Fair Poor
14. How many glasses of soda do you drink per day?
Do you drink Regular or Biet Soda?
15. Ave You satisfied with your weight? Yes No

Eawmily History:
7 7

FAMILY MEMBER: LIVING/DECEASED MEDICAL PROBLEMS

FATHER

MOTHER

BROTHERS

SISTERS

PATERNAL GF

PATERNAL GM

MATERNAL GF

MATERNAL GM

Has any blood relative ever had any of the following?

Asthwaa: Yes No o Who:
Epltepsgz Yes No o Who:
High Blood Pressure: Yes No  who:
médweg Disease: Yes No wWho:
Diabetes: Yes Noo who:
Tuberculosis: Yes No who:
Psychiatric Disorder: Yes No who:
Heart Disease: Yes No wWho:
Stroke: Yes No wWho:
Breast Cancer: Yes No Who:
ovarian cancer: Yes No Who:
Uterine Cancer: Yes No who:
colon Cawncey: Yes No wWho:
Prostate Cancer: Yes No Who:
Other Cawncer: Yes No o Who:

aynecological History: (females only)

Page 3 of 4 Nawme: D.O.B.
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Menstrual: Age of Onset (menarche):
Duration:
Are they Regular: Yes  No
Avethey: Light  Moderate  Heavy
Pain Associated: Yes No
Last Menstrual Period:

Blrth Control: Yes  No
TWD@:
Pregnancies: Number: Dates:
vaginal DeLLvend or C-Sectlon (speciﬁj):
Miscarriages:
Abovtions:

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

Dtap 1. 2. 2. 4. 5.
1=a% 1. 2. 3. 4.
Hepatitis A 1. 2.

Hepatitis B 1. 2. 3

Hib 1. 2. 3 4.
RV 1. 2. 3

PCV 1. 2. i 4.
MMR 1. 2.

varicella 1. 2.

Meningococeal | 1. 2.

HPV 1. 2. =.

T/Tdap 1.

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