General information

.Name
LAST

P
Valley View Wellness
Medical Center

caring for yenerations

Patient Registration Form

(Please Print)

DATE OF BIRTH

SOCIAL SECURITY NUMBER _

SEX Qam

MARITAL STATUS: O Married U Single

PARENT/GUARDIAN NAME

QF "bmvsns LICENSE #

FIRST MIDDLE

STATE

Q Widowed
RELATIONSHIP

D Divorced

Addresses
Home Address
STREET ADDRESS

HOME PHONE .

EMAIL ADDRESS

CITY____ ___STATE____2ZIP

CELL PHONE

EMPLOYER

- OCCUPATION

WORK ADDRESS

cITY STATE ... ZIP

WORK PHONE

IN CASE OF EMERGENCY CONTACT

Primary Insurance )
NAME OF PRIMARY INS CO

EMAIL ADDRESS

PHONE

PHONE

ID/POLICY NUMBER

- .GROUP NUMBER__

SUBSCRIBER/INSURED

RELATIONSHIP i SEX

DATE OF BIRTH

SOCIAL SECURITY NUMBER

EMPLOYER NAME _

EMPLOYER PHONE

Secondary Insurance
. NAME OF SECONDARY INS CO

PHONE

ID/POLICY NUMBER

SUBSCRIBER/INSURED

GROUP NUMBER ‘
RELATIONSHIP SEX

DATE OF BIRTH;

SOCIAL SECURITY NUMBER

EMPLOYER NAME

EMPLOYER PHONE

|, the undersigned, assign directly to Valley Vi
" to me for services rendered, | understand thal
the medical center to release all information n

Signature

ew Wellness Medicai Center, all surgical and/or medical benefits if any, otherwise payable
t | am financially responsible for all charges whether or not by insurance. | hereby authorize
ecessary to securs payment of benefits. B

Date

(if the patient is a minor, signature of parent or guardian authorizing treatment)

12495 Véiley View Street Garden Grove, CA 92845 Phone: (714) 897-9355 Fax: (714) 897-5117 www.vvwellness.com
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Valley View Wellness
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Patient Authorization to Use or Disclose Protected Health Information

L ' , understand Valley View Weliness Medical Genter Is

not authorized by me to use or disclosure my protected health information for a purpose other than treatment,
payment, or health care operations. | have read this authorization and understand what information will be used or
disclosed, who may use and disclose the information and the reciplent{s) of that inforrnation. | specifically authcrize any
current employee or owner of Valley View Wellness Associates, or any other individual listed below to disclose my
protected health information as described on this form to the recipients listed below. | understand that when the
information is used or disclosed pursuant to this authorization, it may be subject to redisclosure by the recipient and
may no longer be protected health infdrmatibn. | further understam_:i that I retain the right to revoke this authorization,

if done so according to the steps set forth below. '

Names of person(s) other than myself authorized by this form to use and disclose my pratected health informatiqr]
{family members, etc) :

Description-of the information to be used or disclosed {check all that apply)
U The patient's entire medical record (NOTE: This requires an explanation why the entire record may be disclosed).
The patient's demographic information (check all that apply) ‘
1 Name
0 Address
U State/Zip Code only
Q Telephone
Q Age
Q Gender
3 Race
1 Other:

Medical Data / Information as related to
U Specific condition(s)

Q Specifié professional service(s)

0 Specific med ication(s) '

2 Other

I authorize Valley View Wellness Associates to contact me by mail, fax or phone regarding Information or services that
may be helpful or beneficial to you:

Signature: Date:

12495 Valley View Street Garden Grove, CA 92845 Phone: {714) 897-9355 Fax: (714) 897-5117 www.vvwellness.com



-
£-7
Valley View Wellness
Medical Center

curing for genevations

Health History Checklist

Patient Name - _ , Date - _
History of Past Iliness: Please mark on “yes” or “no” to indicate of you have had any of the following:

Childhdod - - o

Measles OYes ONo Tuberculosis Qves UNo Other serious diseases DYes‘ D No
Mumps QYes CONo Venereal Disease {Yes ONo -

Chickenpox OYes ONo Rheumatic fever or

Strokes QYes QNo heart disease QYes ONo

Cancer QOYes ONo . Congenital Abnormmalities QYes 0ONo

Adult, - S . _ -

Have you ever had any Have you ever been o if yes, for what reason?

serious illness? QYes ONo hospitalized? QYes DNo

Operations’ , T T o

Have you ever had.any Please list

surgery? OYes ONo

injuries ) ' , o .

Have you ever had any Have you ever had any head Have you ever been

broken bones? QYes ONo concussions or injuries? OYes ONo knocked unconscious? WYes QNo
Family History . ‘ |

Relative Their General Heaith Condition

Father living? QYes UNo

Mother living? GYes QNo

Brother/Sister living? QYes ONo

Husband/Wife living? QOYes ONo

Son/Daughter fiving? QYes ONo
Has any biood relative ever had
Cancer OvYes ONo High Blood Pressure  QYes ONo Bleeding tendency UYes UNo
Tuberculosis OYes ONo Stroke OYesQNo . Merital lliness UYes ONo
Diabetes OYes ONo Convulsions QOYes ONo Suicide OYes QNo
Heart Trouble QYes ONo Gout or Arthritis QYes ONo
* Social History. .- o ' | ‘ _ o
Please check as appropriate [ Single Q Married Q1 Separated O Divorced 0 Widowed
. Are you living with your husband, wife, or significant other? LYes OO No
Do you have dependents at home? QYes ONo
Do you drink aicoholic beverages? U Never L Rarely Q Moderately 2 Daily
Systemic Review ‘ S
General _ Skin Frequent infections .
Good health most Skin disease QYes ONo or boils. QYes QNo
of your life? QYes CNo Jaundice OYes ONo )
Recent weight - Hives, eczema or rash CTyes ONo Abnormal pigmentation LYes JNo
change? OYes ONo .
Head, eyes, ears, nose & throat Glaucoma QYes ONo Dizziness or
Eye disease orinjury QYes ONo ltching eyes ornose  OYes ONo unconciousness QYes GNo
Do you wear glasses? QOYes ONo Sneezing or runny nose QYes ONo Impaired hearing QYes UNo
Doubile vision QOYes ONo Nosebleeds OYes ONo Ear disease QOYes UNo
Headaches QYes ONo Chronic sinus trouble  Yes ONo Continuedss

12495 .\‘laltey View Street Garden Grove, CA 92845 Phone: (714) B97-9356 Fax: (714) B97-5117 www.vvwellness.com



Neck .

Stiffness
Thyroid trouble
Enlarged glands

Cardiovascular
" Chest pain or
angina pectoris
shortness of breath
with walking or
lying down
Difficulty walking

2 blocks

Heart trouble or
heart attacks
Genitourinary
Loss of urine
Frequent urination
Nighttime urination
Bright's disease
Burning or painfui
‘urination

Blood in urine
Kidney stones
Kidney trouble

Hematologic: ’

Slow to heal after cuts

Blood disease
Anemia

Phlebitis

Excessive bleeding

after a tooth extraction

or surgery .
Bruising or bleeding

Drugs taken recently

QYes ONo
{OYes DONo
OYes UNo

OYaes DNO

QYes ONo
QYes ONo

QOYes ONo

‘ Yes UNo

OYes ONo
OYes ONo

QOYes ONo -

OYes ONo
UYes ONo
LiYes ONo
UYes QNo

CIYes'DNno ‘

QYes ONo
IYes ONo
QYes UNo

Q@Yes ONo

- QdYes QONo

CYes QNo

Cortizone

ACTH CYes ONo
Anticoagutants OYes ONo
Tranquilizers QYes ONo
Blood pressure

medicines CYes ONo
Treatment for asthma QYes ONo
Aspirin OYes QNo
Other.

12495 Valley View Street Garden Grove, CA 92845 Phone: (714) 897-
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Valley View Wellness
Medical Center -
caxing for generations
Hespiratgry
Respiratory infection  GYes QNo
Spitting up biood QYes ONo
Constantor _ ‘
frequent cough Yes ONo
Géstrolntestlﬁal.
Swelling of hands,
feet, ankles QYes ONo
Heart murmer UYes OiNo

Awakening in the night DYes ONo-

Peptic ulcer (stomach) QYes QNo
Vomiting blood or food DQYes ONo

Gallbladder disease ~ QYes ONo
Liver trouble LlYes ONo
Hepatitis OYes DONo

Locomdtor—Musculoskeletal

Varicose veins " QYes ONo
Weakness of muscies

or joints OYes ONo
Any difficulty walking OYes ONo
Pain in calves or

buttocks QYes ONo
Endocrine ‘ .
Thyroid disease UYes ONo
Hormone therapy QYes DNo
Changes in hat or

glove size QvYes ONo
Change in hair growth QYes ONo
Skin is colder than '

before or dryer QYes UNo

Gynecological (Women only)

OYes IﬁNo
Yes ONo

Asthha or wheszing
Difficulty breathing

Does food stick in throat OYes ONo
Painful bowel movements OYes JINo
Black stools CiYes ONo
Hemorrhoids or piles . QYes ONg
Recent change in

bowei habits QYes ONo
Cramping or indigestion QYes DNo
Frequent diarrhea {JYes ONo

Heartburn or indigestion QYes ONo

Neuro-Psychiatric
Have you ever'had

psychiatric care OYes UNo

Have you ever been

advised to see a )

psychiatrist OYes ONo

Do you ever have or.

had fainting spells QYes UNo

Convulsions QYes ONo

Paralysis OYes ONo
. Allergles & Sensitivities

Peniciliin or other

antibictics OYes ONo

Morphine, codeine, :

demerol, or other

narcotics OYes Oo

Aspirin, empirin, etc.  CYes @No

lodine or merthiclate  QYes ONo

Other drug or

‘medication

Age periods started._
How long do
periods last

Number of pregnancies_

Number miscarriages

Date of last cancer
smear & results

Any pain with
your periods

Number of children____Ages.

9355 Fax: (714) 897-5117 www.vvwellness.com



v
L~
- Valley View Wellness
Medical Center

caring for generations

FINANCIAL POLICY AND AGREEMENT
SELF-PAY & HEALTH INSURANCE COVERAGE

Our office is committed to providing excellent, affordable medical care. You have the right and responsibility of knowing
the cost of your medical treatment. Should you be a cash patient, we may not ask for full payment at the time of service,
although you will remain responsible for the full payment of all fees for services provided. if you have heglth insurance
and even if we bill your insurance company directly, you may be responsible for copaymient, coinsurance, deductibie, .
and noncovered amounts, For your convenience, our office accepts personal checks, credit cards; and cash, and when
appropriate, can provide you with mutually agreed upon. payment plan. It's.also important to note that all cosmetic
treatments are not covered by any health insurance plan and are.due at the time of service, Please read the following -

carefully, as it outlines our financiai policy.

It is important that insurance patients understand how insurance billing works. Insurance companies require us to break
down every component of your office visit into universal, numerical procedure codes, and charge for each code. The
insurance companies will arbitrarily change, combine, and disallow procedure codes, and then apply their company’s -
individual fee schedule. The result is the insurance company’s determination of “reasonable and customary” changes

- the amount they are willing to cover. The insurance company usually reduces the actual reimbursement further by the
individual policy’s annual deductible, copayment or coinsurance, ' '

This method of billing, designed by the insurance industry, forces us to bili at full price procedure codes that the
insurance company will likely reduce, combine, or simply deny. This system in fact, has the insurance company
determining our fees. If we have a contract with your insurance company, we writeoff the amount over the “reasonable
and customary”, and bill you for your coinsurance and deductible, If we do not have a contract with your insurance
carrier, you are responsible for that amount as well as any deductible and coinsurance.

We are required by all insurance carriers to collect from patients any deductible and copayment or colnsurance amounts.
These fees can be reduced oniy in those cases where true financial hardship can be demonstrated. If you feel that you
are in a position of financial hardship, please discuss your financiaf hardship with our patient account supervisor. In the
untikely event you stop payment; are notified of NonSufficient Funds or your account is turned over to Collections, you
will responsible for:all related costs.

I have read and understand Valley View Wellness Medical Genter financial policy as outiined above. The foilpwing
constitutes an agreement between the undersigned patient/guarantor and Valley View Wellness
Medical Center,

in the event Valley View Wellness Medica! Center agrees to seek payment initially from my insurance company, ! request
payment to be made directly to them of all medical benefits otherwise payable to me for services rendered. | understand
any final obligations for payment are mine. Any portions of my bill not paid by insurance are my responsibility and are
due and payable upon demand. | hereby authorize Valley View Wellness Medical Center to release alf information
necessary to secure payment of benefits, o

Patient Legal Name (please print clearly)

Patient Signature__

Date

., 12455 Valley View Street Garden Grove, CA 92845 Phone: (714) 897-9355 Fax: {714) 897-5117 www.vvweliness.com



-y ’ ' o

o
Valley View Wellness
Medical Center

caring for generations

STANDARD PATIENT/PHYSICIAN
- ARBITRATION AGREEMENT

1) It is understood that any dispute as to medical malpractice, that is, as the whether any medical services rendered
under this contract were Unnecessary or unauthorized or were improperly, ‘negligently, or incompetently rendered, will be
determined by submission to arbitration as provided by California law, and not by a lawsuit or resort to court process

‘except as California law provides for judicial review of arbitration proceedings. Both parties to this contract, by entering
into it, this arbitration agreement, are giving up their constitutional right to have any such dispute decided in a court of
law before a jury, and instead are accepting the use of arbitration, :

2) ALL CLAIMS MUST BE ARBITRATED. | understand that all claims for damages arising from medical services
rendered by Valley View Weliness Medical Center, and/or associate or substitute physicians, nurses or employees must
be arbitrated. This includes any claim of a spouse, helr, child (porn or unborn), or other successor in interest to any such
claim. . o - -

3) ARBITRATION PANEL. Within 30 days of a demand to arbitrate a dispute, which must be made in writing, the parties
shall agree of three medical arbitrators, Each party will bear the costs for their own legal counsei, and other expenses
incurred for their own benefit, as well as their. pro rata share of arbitration expenses.

4) APPLICABLE LAW. | agree that the Catifornia Code of Civil Procedure relating to arbitration shall apply without any
exception. : ‘

5) REVOCATION OF THE AGREEMENT, This agreement may be revoked and canceled by written notice dellivere‘d to
Valley View Wellness Medical Center within 30 days of the signing of this agreement. If notice of revocation of this
agreement is not received within 30 days of its signing, the right to cancel the agreement is forever waived.

6) RETROACTIVE EFFECT. If the signing party intends this agreement to cover all services rendered before the date qf_
the signing of this agreement (including, but not limited to, prior consultations or treatment), the signing party must initial
here: '

7) ACKNOWLEDGEMENT, By signing this agreement, the signing party acknowledges he/she discussed to his/her
satisfaction any questions he/she may have had regarding the arbitration agreement with Valley View Wellness Medi-
cal Center, Inc. an associate physician, or authorized fegal representative of Valley View Wellness Medical Center, and
he/she has freely negotiated all terms herein set foith.

8) If any provision of this arbitration agreement should be held invalid or unenforceable, the remaining provisions shall
remain in full force and shall not be affected by the invalidity of any other provision.

NOTICE: YOUR SIGNATURE INDICATES YOU AGREE TO HAVE ANY ISSUE OF MEBIGAL MALPRACTICE,
DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL.

Dated:

'

Patient, Parent, Guardian, or Authorized Representative

If signed by someone other than the patient, indicate relationship:

Physician's agreement to arbitrate: Inconsideration of the foregoing execution of the Patient F'hysibian Arbitration
Agreement, Valley View Wellness Medical Center and Staff likewise agree to be bound by the terms set forth in
agreement,

"\ . 12485 Valley View Street Garden Grove, CA 92845 Phone: (714) 897-9355 Fax: (714) B97-5117 www.vwwellness.com



2021 Insurance Changes and Law Disclaimer

Dear Valued Patient,

Insurance Disclaimer; “A quote of benefits and/or authorization does not always guarantee payment or
eligibility. Payment of benefits is subject to ail terms, conditions, limitations, and exclusions of the
member’s contract at time of service. ' '

Insurance Liabllity of Payment: Your health insurance company will only pay for services that they
determine to be “reasonable and necessary under your agreed health b'aﬂ-” Every effort will be made
by our office to have all services and procedure covered by your health insurance company. If your
health insurance company determines that a service is not reasonable or hecessary, or that a service is
not a covered benefit under your plan, then the patient becomes responsible for the amount due.

No Show Fee: Effective 01/01/2020 we will charge a $25.00 no show fee for any appointments that are
not cancelled within 24 hours of appointment time.

Sincerely,

Michael Z. Kurtz D.O.
Tiffany Nguveﬁ PA-C
Michael Farlejr PA-C

Print Name: . Signature: Date:
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Complete care for your family

ATTENTION PATIENTS!!

Please be advised that your blood work may be sent to laboratories that may be
“OUT OF NETWORK” with your insurance.

We have access to three different labs here:
o Pacific Medical Lab
o Quest
o Labcorp

Please advise which lab you would like to have your bloodwork to go to below. If
at any time you need to change this information, please let your Medical
Assistant or Provider know.

If you have a specific laboratory that is designated to your insurance that is not
on the list above, we are happy to provide you with a lab order to take to that lab.

Please be advised that if you choose one of our labs and receive a statement
from them, it is your responsibility to handle that bill with them. We do not have
access fo their billing information or have the authority to handle any issues.
Please call them directly.

I would like my bloodwork to go to

(List lab from above)

Patient Name -

Date -

Signature -
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Complete care for your family
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Preventive Blood Work / Physicals

Every insurance carrier has their guidelines on what they deem as preventative lab work.
It is the patient’s responsibility to-find out what is covered under their current insurance
plan. Please see below a list of our standard preventative blood work. Please let the
provider know in advance if you do not want any of these done.

e CBC :
s COMPREHENSIVE METABOLIC PANEL
s LIPID PANEL

NOT COVERED BYALL INSUMNCES:

ISH

FREE T3

FREE T4

HORMONE PANEL (MALE OR FEMALE) .
PSA FREE AND TOTAL (MEN ONLY)
ANEMIA PANEL

If you have any questions regarding any of these tests above, please ask your provider, I
understand I will be held responsible for any charges not covered by my insurance
plan for blood work I have asked for during my visit today.

Patient Name -

Date -

Signature - _




@ %% Valley View Wellness
“®® > Medical Center

Complete care for your family

Patient Name Date of Birth

12495 Valley View Street
Garden Grove, CA 92845-2006
714.897.9355

Covid-lQSCfeening Form

1. Have you received your complete vaccination for the Covid-19 virus?

If yes, please sign the bottom of this form and provide
a copy of your vaccination card to the front. If no, please continue
answering remainder of questions. '

. Have you tested positive for Covid-19 in the past 14 days?
If yes, do you have a negative Covid-19 test?

- Have you traveled outside the state within the last 14 days?
If yes, do you have a negative Covid-19 test?

- Have you had a fever (99.0 or higher), dry cough, sore throat, or sinus
congestion either currently or within the last week?

If you have answered “YES” to any of these questions other then
question 1, please let the front office know immediately.

Patient Signature ' Date




