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6425 Lynch Canyon Dr. Voice: (760) 379-8630
Lake Isabella, CA 93240 Fax: (760) 379-7658





PATIENT INFORMATION:
Last Name: _______________________​​​​​​​​​_______________First: ________________________________Middle: ____​​​​​​​​​​_______________________
Mailing Address: ____________________________________________Physical Address: _____________________________________________
City: ____________________________________County: _____________________State: ___________________ Zip Code: _________________

Date of Birth: _____________________________Age: ________SSN: _________________________  
Sex: 
M
F

Home Phone: _________________________________________ Work Phone: _________________________________________
Cell Phone: ___________________________________ Email Address for Patient Portal: ______________________________________________  
                               □ send mobile text notifications                                                                                     □ send email notifications                                                                   

Preferred method of communication:

    □ email                                 □ mail                              □ home phone                            □ mobile phone
Ethnicity:   
□ non-Hispanic
□Hispanic   


Preferred language: _______________________________ Race(s): _________________________________

EMERGENCY CONTACT INFORMATION:


Emergency contact: ___________________________________Relationship: ______________________ Phone number: ____________________
INSURANCE INFOMATION: 
Primary Insurance Company: ________________________________________ID# ________________________Group#_____________________

Policy Holder’s Name: ______________________________________Employer: ___________________________DOB: _____________________

Secondary Insurance Company: _____________________________________ ID# ________________________Group# ____________________
Policy Holder’s Name: ______________________________________Employer: ___________________________DOB: _____________________
We will need a copy of your insurance card and form of picture ID.

All payments, co-payments, and deductibles will be due at time of visit. 
New Patient Registration – page 2 of 4
Patient’s Name: _____________________________________________________DOB: ______________________
MEDICATIONS:  List all prescription and over-the-counter drugs, their strength (mg) and # of tablets/day you are currently taking. Attach list is needed.
	Drug
	Strength (mg, mcg )
	Directions
(How do you take it? When? How often?)
	How long have you been taking medication

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


ALLERGIES:  List all known allergies, including medications, and reactions.

	Allergy:
	Reaction:

	
	

	
	

	
	

	
	


New Patient Registration – page 3 of 4
MEDICAL HISTORY:  Indicate if you have ever had any of the following:

	
	Yes
	No

	High Blood Pressure
	
	

	Stroke
	
	

	TB
	
	

	Heart Problems
	
	

	Cancer
	
	

	Mental Illness
	
	

	Hepatitis
	
	

	STD Infections
	
	

	Shortness of Breath
	
	

	Obesity
	
	


	
	Yes
	No

	Arthritis
	
	

	Ulcers/Wounds
	
	

	Diabetes
	
	

	Bleeding Disorders
	
	

	Gout
	
	

	MRSA
	
	

	Vascular Disease
	
	

	HIV
	
	

	Broken Bones
	
	

	Other (list)
	
	


CURRENT MEDICAL PROBLEMS: Please list any current medical problems you are currently being treated for.
	Current Medical Problem
	Name of Treating Doctor

	
	

	
	

	
	

	
	


SURGICAL HISTORY: Please list any surgeries and hospitalizations you have had and when.

	Surgery/Hospitalization
	When

	
	

	
	

	
	

	
	


FAMILY HISTORY:  Please list any illnesses that run in your family.
Father: _______________________________________________________________________________________________________________

Mother: _______________________________________________________________________________________________________________

Brother: ______________________________________________________________________________________________________________

Sister: ________________________________________________________________________________________________________________

New Patient Registration – page 4 of 4

SOCIAL HISTORY:  
Current tobacco use? _______ Previous tobacco user? _______Type of tobacco? ______ #packs/cans/bowls per day: _______________________ 

Do you drink alcohol? ______ Did you previously drink alcohol? _______When was your last drink? ________________________

How active are you? (circle) 
vigorous
   moderate      sedentary
What type of exercising do you do? __________________________________

How frequently do you exercise?    # times per week _______ or   
# hours per week ______________
How do you describe your diet? (circle)
   healthy
    standard     junk food      other _____________________________________________

Confidential:  Do you use any recreational drugs? (circle)
   
yes
no     formally


Type of drug(s) _________________________________________________________________________________ Used needles? ___________
PREVENTATIVE CARE: Date of most recent health maintenance:
Mammogram 
Date: ________________________

Colonoscopy

Date: _____________________________

Prostate

Date: ________________________

Eye Exam

Date: _____________________________

Physical

Date: ________________________

Dexa Scan (bone scan)
Date: _____________________________

Questions or concerns:
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
This is a confidential record and will be kept within this facility. Information contained here will not be released to anyone without your written authorization to do so.
_______________________________________________________________________________/______________________________________

Patient/Guardian Signature







   Date

_______________________________________________________________________________/______________________________________

Sienna Wellness Institute Staff Signature





   Date
Authorization to Release Medical Information
I, ___________________________________________________/__________________________,


(Patients name)






        (Date)
do hereby authorize Sienna Medical Corporation dba Sienna Wellness Institute and/or Dr. Holly Spohn-Gross, to furnish my medical information (including but not limited to: prescriptions, lab requests, test results, medical records, procedure, reports, etc.) to:

Name(s)




Relationship



Telephone Number

_________________________/_________________________________/_____________________

_________________________/_________________________________/_____________________

_________________________/_________________________________/_____________________

_________________________/_________________________________/_____________________

I understand that I have a right to revoke this authorization at any time. I understand that my revocation must be in writing and presented to the Health Information Management Department at Sienna Wellness Institute. I understand that the revocation will not apply to information that has already been released in response to this authorization. Unless otherwise revoked, this authorization will not expire.

Neither treatment, payment, enrollment nor eligibility for benefits will be conditioned on my providing or refusing to provide this authorization. I understand that any disclosure of information carries with it the potential for an unauthorized redisclosure and the information may not be protected by federal confidentiality rules. I understand that I have a right to receive a copy of this authorization.

__________________________________________________/_____________________________



Patient's Signature






Date
OFFICE FINANCIAL POLICY

Patient Name: _____________________________________________ Date of Birth: ______________________________________
Basic Policy:   Payment for services is due in full at the time of service. There will be a $30.00 service charge for returned checks.
For Patients with Insurance:  As a convenience to our patients, we will most insurance carriers for you.  We will also bill most secondary insurance companies for you.  Co-payments and deductibles are due at the time of service.  If an insurance carrier has not paid within 60 days of billing, payment is due in full from you. 

Surgery Fees:  All co pays, deductibles and payments for non-covered surgical procedures are due prior to your surgery.  Prior authorization may be required by your carrier. 

Worker’s Compensation:  If your injury is work-related, we will need the case number and carrier name prior to your visit in order to bill the worker’s compensation insurance company. 

Yearly Health Checks:  Periodic preventive health checks may or may not be covered under your health insurance policy; however, they may be required by your physician. 

Missed Appointments:  In fairness to other patients and the physicians, we require at least 24 hours notice to cancel or reschedule appointments.  We will directly charge the patient $30.00 for appointments cancelled with less than a 24 hours notice. We will also directly charge the patient $30.00 for every “no show” (missed) appointment.
PATIENTS SIGNATURE ON FILE:  I request payment of authorized medical benefits be made on my behalf to Sienna Wellness Institute for any services furnished me. I 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 to related services. 

I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claims.  If “other health insurance” is indicated on other approved claim forms or electronically submitted claims, my signature authorizes releasing of the information to the insurer or agency shown.  In Medicare assigned cases, the provider or supplier agrees to accept the charge determination of the Medicare carrier as the full charge, and the patient is responsible only for the deductible, coinsurance, and non-covered services.  Coinsurance and the deductible are based upon the charge determination of the Medicare carrier. 

ASSIGNMENT OF INSURANCE BENEFITS: 

I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, private insurance, and any other health plans, to SIENNA WELLNESS INSTITUTE.  This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as an original.  I understand that I am financially responsible for all charges whether or not paid by said insurance.  I hereby authorize said assignee to release all information necessary to secure the payment. 

I have read, understood and agreed to the above financial policy for payment of professional fees.  The patient is ultimately responsible for all professional fees. 

____________________________________________________________________/_______________________________________




Patient’s Signature






Date

____________________________________________________________________/_______________________________________


Sienna Wellness Institute Representative Signature





Date

AUTHORIZATION TO USE OR DISCLOSE HEALTH INFORMATION

I authorize__________________________________________________________________________________________________
                             (Name and address of physician or health care provider authorized to use or disclose information)

To furnish to ________________________________________________________________________________________________


                (Name and address of person/organization to which disclosure is made)

Health information described below on: _________________________________________________________________________






     (Patient name)


For the purpose of: __________________________________________________________________________________________
This information is limited to the following type and amount of information. (Use dates where appropriate).

□
Progress Notes



□   Immunization Records

□
Consultation Reports


□   Any and all records for the last 2 years

□
Laboratory, Pathology Reports



□
Radiology Reports/Imaging Reports



□
Medical Records relating to injury



□   Other: ____________________________________________________________________

DISCLOSURES REQUIRING SPECIAL CONSENT:

My signature below specifically authorizes the release of healthcare information relating to the testing, diagnosis or treatment for: (initial appropriate area)

  HIV/AIDS virus_______________________
Mental Health/Psychiatric Disorders_____________

  Sexually Transmitted Diseases__________
Drug, Alcohol Abuse/Treatment________________

I understand that I have a right to revoke this authorization at any time.  I understand that my revocation must be in writing and presented to the Health Information Management Department.  I understand that the revocation will not apply to information that has already been released in response to this authorization.  I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.  Unless otherwise revoked, this authorization will expire on the following date event or condition: ___________________________________________________________________________________________________________  

If I fail to specify an expiration date, event or condition, this authorization will expire in six months.

Neither treatment, payment, enrollment nor eligibility for benefits will be conditioned on my providing or refusing to provide this authorization.  I understand that I may inspect or copy the information to be used or disclosed, as provided in CFR 164.524.  I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal confidentiality rules.  If I have questions about disclosure of my health information, I can contact the Director of Health Information Management.  I understand I have a right to receive a copy of this authorization.

________________________________________________________________/
________________________________________


Signature of Patient, Parent or Legal Guardian 




Date

_______________________________________/_________________________
_________________________________________


Patient Date of Birth 






Patient Address

_______________________________
____________________________/
__________________________________________


If signed by other than patient, indicate relationship 



Patient telephone number

_______________________________________________________________/________
___________________________________


Witness signature







Date     
Required Email Address

In an effort to comply with Medicare compliance, and to better serve our patients, we are required to provide each and every patient with access through email to their individual electronic health records.

Please provide your email address below. If you do not have an email address, we will provide one for you.

It is not required for you to access your electronic health records, but it is required that we provide you with access to them. 
Your privacy and online security are very important to us. If you provide your own email address, you will receive an email with a password and instructions on how to access your electronic health records.

If we create an email for you, you can call 760 379-8630 ext. 23 after 2 business days and we will provide a password and instructions on how to access your electronic health records.

Patient Printed Name:__________________________________________________
Date of Birth:_____________________________________

□
My email address is: ______________________________________________
□
Please create email address for me.

Patient’s Signature__________________________________ Date ______________
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