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

Patlent Nawe:
(Last)
Address:

(Flrst)

State:

Citgj:
Howe Phowne:

Z,ip Codle:
Cell:

Preferved # Howme or Cell

BLrth date:

Age:

Genoer: Male Fewale

Law@uﬂge:

Soclal Secwitg:
Ewmatll:

M)

Marital Status: Single Married Widowed Separated  Divorced

Race: caucasian  Afr. Am. Aslan  Native Am. Pac lslander

Other / Multl

Ethwicitgz Hispanic / Now - Hispanic (Clrcle One)

EmpLog ment nformation:

patient Employer:
Work Phowne:

Occvq)atiow:
Ext:

In Case ot Emergency:

Prima Y contact:
Phownett:

R@Latlowsmp:

2 Contact:

Phowne#:

Pharmacg Nawm.e:

Rﬁ(,atiowgl/lﬁp:

Phowne #:

Address:

msurance nformation: Medicare

Primarg INS:

PPO HMO Triw Nowne

Subscriber Namee:

Subsceriber DO®B:

D #

Group #:

Oopag At

Relationship of Patient to nsured:

If Insurance is Through Ewmployer: Employer Name:
Are You covered by another nsurance: Yes

secowolarg INS:

Self Spouse Child (Circle One)

No (Circle one)

ID#:

Page 1 of 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 vesults 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 4€-72 hours to be received and
respondled to.

If Yyou are interested in this portal, please provide us with Your email adoress,
anol we will provide you with a user name and tewmporary password which you will
change upon Your initial Log tn. wWe will also need a security question for the rare
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 UP*E*

*Ematl:

(Please write DECLINE if desired)

web view securitg Ruestions: Please choose one.

1. what Ls Your Mother's maiden name:
2. wWhat High school did you attend:

3. wWhat was the Street name you grew up ons
4

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

Assignment of Benefits and Authorization to Release Information:

| hereby authorize payment of any medical insurance benefits arising from services
rendered by Marcella Bonnict, M.B. and to be made directly to Marcella Bonnicl,
M.D. | understand that | am financially responsible for all charges tneurved 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 paywent of benefits from my insurance company. | further agree that a
photocopy or facsimile of this agreement shall be as valid as the original.

Nawe: Signature: Date:

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

Page 2 of 2 Rev 10/01/201F
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Marcella Bonwnict, MD
ACKNOWLEDC, EMENT OF PRIVACY PRACTICES AND INSTRULCTIONS
FOR RELEASE OF PERSONAL HEALTH INFORMATION

PATIENT NAME: DATE OF BIRTH:

t acknowledge that | have veceived a copy of the Dr. Marcella Bonnicl’s Notice of Privacy Practices.

Lgive permission to Marcella Bownicl, M.B. to release and discuss my personal health information to/with:

Name: RﬂLatLOVLSMLP:
Nawe: RgLatLowsth:
Nanee: Rﬁl,atf,owsl/\tp:

L give permission to Marcella Bonnict, M.B. to communicate messages regarding appointments as follows:
__You may leave a message on my answering machine / Cell Phone
__You may leave a message with:

Name: Retatiowship:
Nome: Relationship:
Name: ReLatLowslan:

I give permission to Marcelln Bonnicl, M.D. to communicate messages regarding referrals to another physteian as
follows:

__You may leave a message on vy answering machine / Cell Phone

__You may send a letter via U.S. mail

__Youmay send an emaail to:

[ give permission to Marcella Bonmic, M.D. to communicate messages regarding Lab results, x-rays, and other tests
as follows:

__Youwmay leave a wmessage on my answering machine / Cell Phone

__Youwmay send a letter via U.S. mail

__You may send an email to:

Other Instructions for the release of personal health information:

Patlent/ quardian’s Name

Signature of Patient or Legal Guardian: Date:

ReV: 10/01/201F



Marcella Bonnlict, MD
Office Policies

**Policies are subject to change without notice**
welcome to our office. We are honored You have chosen us as your healtheare provider.
Office Visits:
* Please bring bn all of your curvent medication bottles or an accurate List of every
medicine You are taking
*  Werequire that a parent or Legal guardian accompany all minor patients. in case of
an emergency, please fill out consent for minor treatment. This form may be found
on wiw 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 appointment, and still expect to be seen, every patient scheduled
after You will be delayed as well.
Ccancellation/No Show Policy: $50.00 fee

o Cawncellations must be 24 business hours Ln advawncee

® Noshows are patients who fail to show for appointuents without notifying the
physician’s office at least 24 business hours in advance
Laboratory/Radiology/Other Test Results:
* Our office policy regarding all test vesults is to notify the patient by telephone, Letter
or email
® I you have not received Your test results after 30 (thivty) 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 weekenols
e No refills of anti-biotics will be provided without an appointment
o Please contact Your pharmacy for all prescription refill vequests. The pharmacy should
contact us divectly.
o Sowme wmedication 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 (fitis an urgent matter, please schedule an appointment so the doctor may address it.
| have reviewed and the read the above office policies and do hereby acknowledge

that | will abide bg these policies.

Patient’s Nawme: DOB:

Signature: Date:

10f2  Name: D.O.B. Rev: 10/01/1%




Marcella Bonnici, MD
Financial PoLicg

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

It is your resgowsibaitg to be aware of your benefits.

Exclusions, pre-existing conditions, and terminated benefits may nullify insurance
coverage and transter full responsibility to the patient. if You are unclear of Your insurance
benefits, you will need to contact your insurance carvier for clarification 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 done or tolerated.

ALl tnsurance cards must be p_ro\/wled at the time of service.

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

Lunderstand that if 1 provide false insurance information | can be helol accountable and
prosecuted as law provides.

Copay ts due in full at thme 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
e If more than two statements need to be sent, a $10.00 fee is assessed

o If Money is owed it will be collected prior to seeing the puysician. if unable to provide
paywment, then your appointment may have to be rescheduled

® Noshow’s or Cancellations ave assessed a $50 fee
o All paperwork needing to be filled out by provider is $25 fee with or without an appt

It is yYour responsibility to notify our office if there is a change of name, insurance coverage,
Residence, and/or phone number.

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

Patient Nawe: Signature: Date:

20f2  Nawme: D.OB. Rev: 10/01/1F




Authorization/Request for Medical Records
Marcella Bonwnici, MD
36320 nland valley Drive, Suite 201
wildowmar, 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 consent of the person to whowm it pertains, or as otherwise permitted by such regulations. A general
authorization of the release of wmedical or other information is NOT sufficient for this purpose.”

Patient nformation:

Patient’s Name: DOB:
Address: CLtH:

State: Zip Code: Phowne:

Requested Records From: Records Released To:
Nawe: Nam.e:

Address: Address:

Phowne: Phowne:

Fax: Fax:

Reasown for request/disclosure of records:

Reason for Request: Records to be included:

__ Changing of Physician __ All Records *

__ Insurance Request __lmumunization Recorols
__ Moving out of Geographical Aven - __ Progress Notes

___ Specinlist Request for Treatment __ Lab rReports

__ Parent/Legal Gquardian’s Copy L Raoléow@g Reports

__ Other: __ Other:

*AlL records to be disclosed will lnclude communicable disease information, €.g. AIDS lnformation or others.
This information gives consent to inspect and copy medical records whose confidentiality is protected by
Federal Laws which Lnclude special authorization to release medical information under the Drug Abuse Office
and Treatment Act of 1972 (P.L. 92-255) and the comprehensive aleohol abuse and aleoholic prevention,
treatment and rehabilitation act amendments of 1974 (9.L. 93-2€2).

The undersigned hereby authorizes and consents to the disclosure by the above named clinic to the above named
company or persons, or their representatives, or the bearer of this instrument of any and all information,
records, documents, reports, clinical nbstracts, histories, 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 (s subject to revocation at any tivme except to the extent that action
has beew taken in reliance thereow. f personally requesting a copy of complete medical records, there will be a
425 fee. Records to other physicians will be sent as a free courtesy for the first copy. Subsequent copies may
incur a $25 fee.

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

Signature: Date:

ReV 10/10/1F



Marcella Bonnict, MD

Adult Medical H’Lstorg Formu (12 and older)

Nawmwe:

D.OB.

Chief Complaint

Age: Sexs M F

what brings you to our office?
Present Status:

1. Are You tn good health at the present time to the best of your knowledge?  Yes  No

2. Ave You under a doctor’s cave at the present time?

if yes, for what?

Yes No

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

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

4. Any allergies to any wmedications, foods, Latex, adhesive tape, ete.?

Yeés MNo

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

Past Medical Hi,storg:

Allergies cancer
Alcohol Abuse Chicken Pox
Anegmia COPD
Anxiety/Depression  Drug Abuse
Arthritis Dlabetes
Asthwman DVT

Bleeding Disorder Eating Disovder

Blood Transfusion Galloladder Disorder

Blocd Pressure Gout

Othey:

(Circle all that apptg)

Headaches/Migraine/Tension
Heartburn/Ulcers

Heart valve Disorder

Heart Attaclke

Heart Disease

High Cholesterol

K'w(v»ekj Stowes

Kidney Disease

Liver Disease

Lung Disease
Preunonia
Prostate Problewms
Psgchiatvic ilness
Rhewwmatic Fever
Sleep Apnea
Stroke

Thyrotd Disease
Tuberculosis

Page1of 4 Nawme:

ReV:10/01/201F




5. bate of Last Colonoscopy):
Result? Normal PoLgP (s) other:
Recommended Re test bn: Thee

Flve

6. Date of Last Bone Density Test (DEXA):

rResult? Normal OSteopewm

F. Vaccines (put approxbmate year): Tetanus:

Tewn Yc&ws?

Osteoporosis

Preumonta ( PReumovax/Prevndr)

othey:

/

Q. C@wecoLo@LcaL H’Lstoqj: (females ong)

Pregnancies: Number:
vaginal DeLL\/erH or C-Section (speci{g):

Miscarriages:

Dates:

Shingles:

; nfluenza vaccine: ;

Abortions:

Menstrual: Age of Onset (menarche):

Aot at Menopause:

Hormone Replacement Thempgz Yes  No
what:
Birth Control: Yes  No
Tgpe:
Last 'Pap Senr:
History of Abnormal Pap smear? Yes  No
whewn:
Treatment:
Date of last mammogram: Normal? Yes  No
Any Surgery: Yes  No
Specify: Date:
Specify: Date:
Speciﬂj: Date:
Spec'L{g: Date:
Any Hospitalizations:  Yes No
Speeity: Date:
Specify: Date:
s]:eclﬁj: Date:
5}3501{5: Date:

Page20f 4 Nawe:

D.O.®B.

ReV:10/01/201F



Family History:
A 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?

Asthwa:

Dlabetes:
Tuberculosts:
Heart Dlsease:
Stroke:

Breast Cawncer:
ovaritan cawncer:
Uterine Cancer:

Colon Cawncer:

Prostate Cancer:

Other Cawncer:

Pagez of 4  Nawme:

Yes No Whor
High Blood Pressure: Yes No  Wiho:
Kidwney Disense: Yes No wWho:
Yes No Who:
Yes No Who:
Yes Noo Who:
Yes No Who:
Yes No Wit
Yes No wWho:
Yes Noo Who:
Yes No Who:
Yes Mo who:

Yes No o Who:

D.O®B.

ReV:10/01/2017



Soclal/lifestyle History:
Marital status: Single  Partner Marvied  widowed Divorced
Spouses/Partners Nave:
Childrven: (wavnes/ages)
Who Lives at howe with you:
occupation: (full time/part thnme)
Education : Elementary High School 2-yr College 4-yr College
qraduate School  (Cirele the highest Level achieved)

Do You Drink Aleohol?  Yes No
#of drinks per day weer month year
F. Swoking Habits: (check all that apply)

__You have never smoked cigarettes, clgars or a pipe.

__You quit smoking years ago and have not smoked since.

*How many ppd did you smoke? How many years did you smoke?

____You curvently smoke 10 clonrettes per dmd (172 pack); 20 cigarettes per daU (1pack); 30

cigavettes per day (1-1/2 packs); 40 cigarettes per day (2 packs); more (Clrcle the

appropriate vesponse)

____You smoke clgars or a pipe

—___You chew tobacco

Ave You nterested tn quitting?  Yes Mo

Have you ever tried to quit before? Yes No

g. Ilicit Drug Use:  Yes No

Date of Last Use:

How often:

Tm:c:

Mode of Ingestion:

9. Activity Level: (answer only one)

___lnactive—no regular physical activity with a sit-down job

__Light activity—wno organized physical activity during leisure time

__Moderate activity—occasionally tnvolved in activities such as weekend golf, tewnis,
Joaging, swimming or cycling.

__Heavy activity—consistent Lifting, stair climbing, heavy construction, ete., or regular
participation in jogging, swimming, cycling or active sports at least three times per
weer.

___Vigorous act’witg—pa rticipation in extensive phgsicat exercise for at least eo
minutes per session 4 tinmee per week.

10. How would You rate your diet? qood Faly Poor
11. Have You completed a Living will or a durable power or attorney for health care?
Yes No

F

oo W

®

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

Page 4 of 4  Nawme: D.OB. ReLVi10/01/201F



