Astrid Mendoza, D.O.
4201 Torrance Blvd. Suite 780
Torrance, California 90503
Phone: (310) 543-2532 Fax: (310) 540-9707
PATIENT INFORMATION 
Last Name: ______________________________________ First Name: ____________________________________ Middle: ______
Is this your legal name? (Circle one of the following)         Yes            No
If not, what is your legal name? __________________________________________________________________________________
Marital Status: (Circle one of the following)         
Single            Married             Divorced             Separated             Widowed
Date of Birth: ______/______/__________ Age: ______ Social Security Number: ______________________________ Sex: ________
Street Address: ______________________________________________________________________________________________
City: __________________________________________________ State: __________ Zip Code: ______________________
Cell Phone: (           )                      				Home Phone: (           )         
How would you like us to contact you for your appointment? (Circle one of the following)         Cell Phone            Home Phone             
Preferred Language: _____________________________________  Secondary Language: __________________________________
Translator Needed? (Circle one of the following)         Yes            No
Email Address: _______________________________________________________________________________________________
Pharmacy for Prescriptions/Medications (Name, Address, and Phone Number): ___________________________________________________________________________________________________________
INSURANCE INFORMATION
Person Responsible for Bill: _________________________________________________ Date of Birth: ______/______/__________ 
Is this person a patient here? (Circle one of the following)         Yes            No 
Is this patient covered by insurance? (Circle one of the following)         Yes            No
Primary Insurance: (Circle one of the following)  Blue Cross PPO/HMO           Blue Shield PPO/HMO           Aetna PPO/HMO
Cigna PPO/HMO           Healthnet PPO/HMO           ILWU           United Healthcare PPO/HMO           Medicare           Medi-cal
Other: ______________________________________________________________________________________________
Subscriber’s Name: ___________________________________________________________________________________________
Subscriber’s Social Security Number: __________________________________________ Date of Birth: ______/______/__________
Member ID #: ___________________________________________________ Group #: _____________________________________
Patient’s Relationship to Subscriber: (Circle one of the following)         Self           Spouse           Child           Other: ________________
Name of Secondary Insurance: (If applicable) _______________________________________________________________________
IN CASE OF EMERGENCY
Name: _________________________________ Relationship to Patient: _________________ Cell Phone: (           )                      
The above information is true to the best of my knowledge. I authorize my insurance benefits to be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize my insurance company to release any information required to process my claims.
_________________________________________________________________                                ______/______/__________
                                        Patient/Guardian Signature                                                                                                 Date
Astrid Mendoza, D.O.
4201 Torrance Blvd. Suite 780
Torrance, California 90503
Phone: (310) 543-2532 Fax: (310) 540-9707
PATIENT PERSONAL HISTORY
NAME: ______________________________________________________________ DATE OF BIRTH: ______/______/__________
HEIGHT: ___________________________ WEIGHT: ________________________ DATE OF LAST EXAM: ______/______/______
WHY ARE YOU HERE TODAY: _________________________________________________________________________________
___________________________________________________________________________________________________________

PAST HISTORY 
DIAGNOSES / ILLNESSES                  YEAR              Circle if you have had:                          SURGERIES                             YEAR              
___________________________      ________        Stroke                                            ___________________________      ________
___________________________      ________        Heart Attack                                   ___________________________      ________
___________________________      ________        Cardiac/Coronary Stent                 ___________________________      ________
___________________________      ________        Artificial Heart Valve                      ___________________________      ________
___________________________      ________        Bypass Surgery                             ___________________________      ________
___________________________      ________       Sleep Apnea                                   ___________________________      ________
___________________________      ________       Dialysis/Kidney Failure                   ___________________________      ________        
___________________________      ________                                                               ___________________________      ________          
___________________________      ________                                                               ___________________________      ________   
ALLERGIES
                                   Medicine / Food                                                                                    Type of Reaction
___________________________________________________          ___________________________________________________
___________________________________________________          ___________________________________________________
___________________________________________________          ___________________________________________________
___________________________________________________          ___________________________________________________
[bookmark: _Hlk49951091]Circle “YES” or “NO” to the following questions:
Do you regularly smoke?                                                                                                                                                            YES      NO
If yes, how much?  ___________ packs per day     How long? ________________    Quit Date ______/______/______
Do you drink alcohol?                									               YES       NO
	If yes, how much?  ___________ drinks per day
Do you or have you used recreational drugs?     								YES      NO
	If yes, what type? _____________________________________________________________________________________
FAMILY HISTORY
Circle “YES” or “NO”
Liver Disease/Cancer		YES      NO       			Colon Cancer				YES      NO
Breast Cancer			YES      NO     			Esophagus Cancer			YES      NO
Pancreas Cancer			YES      NO     			Stomach Cancer				YES      NO
REVIEW OF SYSTEMS
Circle “YES” or “NO”
Fever				YES      NO       			Heartburn				YES      NO
Weight Loss			YES      NO     			Nausea					YES      NO
Chills				YES      NO     			Abdominal Pain				YES      NO
Night Sweats			YES      NO       			Rectal Pain				YES      NO
Ear Pain				YES      NO     			Burning/Painful Urination			YES      NO
Hoarseness			YES      NO     			Blood in Urine				YES      NO
Dental Problem			YES      NO       			Vaginal Discharge				YES      NO
Difficulty/Painful Swallowing		YES      NO     			Muscle Aches/Pain			YES      NO
Snoring				YES      NO     			Back Pain				YES      NO
Chest Pain			YES      NO       			Arthritis					YES      NO
Shortness of Breath		YES      NO     			Depression				YES      NO
Chest Pressure			YES      NO     			Anxiety					YES      NO
Cough				YES      NO       			Cold/Heat Intolerance			YES      NO
Wheezing			YES      NO     			Easy Bruising/Bleeding			YES      NO
Anorexia				YES      NO     			Rash/Itching				YES      NO
Constipation			YES      NO     			Headache				YES      NO
Diarrhea				YES      NO       			Seizure					YES      NO
Rectal Bleeding			YES      NO     			Last Period ______/______/______
Vomiting				YES      NO     			# of Pregnancies ___________# of Deliveries ___________
	# of Miscarriages ___________
Patient Signature ___________________________________________________________		 Date ______/______/______
Astrid Mendoza, D.O.
4201 Torrance Blvd. Suite 780
Torrance, California 90503
Phone: (310) 543-2532 Fax: (310) 540-9707

Acknowledgement and Credit Card Authorization

I authorize Dr. Mendoza to release to my insurance carrier(s) any medical or other information needed to process a claim for services provided while pursuing medical care at her office. I understand that I am financially responsible for all services received regardless of insurance payment or denial. I also understand that if I fail to obtain any required referral or authorization that I will be responsible for payment of all charges. 

This authorizes Dr. Mendoza’s office to charge the credit card listed below for any balances due on my account. I understand that I will always be advised of any charge made to my credit card via this authorization. I also acknowledge that Dr. Mendoza’s office will contact me by telephone if the amount to be charged exceeds $500 or if the date of service to which it relates is greater than six months.


Patient Name: ________________________________________________________________	       Date: ______/______/______
Name on Card: ______________________________________________________________________________________________
Credit Card Type: (Please check one- we only accept these three)
	Master Card ______	Visa ______	Discover ______
Check One:	Credit Card ______	Debit Card ______
Credit Card Number: __________________________________________________________________________________________
Expiration Date: ______/______
Code: __________
Billing Address to which this card’s statements should be sent to:
	Street Address: _______________________________________________________________________________________
	City: ______________________________________ 	      State: ____________ 	      Zipcode: _______________________



Signature ______________________________________________________ 			 Date: ______/______/______

Astrid Mendoza, D.O.
4201 Torrance Blvd. Suite 780
Torrance, California 90503
Phone: (310) 543-2532 Fax: (310) 540-9707


ATTENTION:

Any scheduled appointment that is rescheduled or canceled less than 24 hours in advance from the appointment date will be billed to the patient. 

The fee is $35.00. Please make a note of this.

Thank you in advance,
Astrid Mendoza, D.O.





I _____________________________________________________________________ understand I will be charged a fee of $35.00 if no notification is given to the office within 24 hours of a scheduled appointment that needs to be rescheduled or canceled.





Patient Signature






Astrid Mendoza, D.O.
4201 Torrance Blvd. Suite 780
Torrance, California 90503
Phone: (310) 543-2532 Fax: (310) 540-9707


ELIGIBILITY GUARNTEE

Member Name:	_________________________________________________________________
Health Plan:	_________________________________________________________________
Effective Date:	_________________________________________________________________
Medical Group:	_________________________________________________________________

I hereby certify that I am eligible for coverage as of the date indicated above with the physician and/or medical group indicated. 
I understand that my eligibility with my health plan as stated above cannot be verified at this time. I understand that if the above is not true or if I am not eligible under the terms of my employers/health plan agreement, I am responsible for all charges for services rendered. Also, if the above is not true, I agree to pay in full for all services rendered within 30 days of receiving a bill for my physician. I understand that failure to pay amounts owed by me may result in my account being placed in collections.


Signature of Patient/Guardian


Signature of Office Personnel



Astrid Mendoza, D.O.
4201 Torrance Blvd. Suite 780
Torrance, California 90503
Phone: (310) 543-2532 Fax: (310) 540-9707

LABORATORY WAIVER
If the doctor orders laboratory services to be done, the laboratory to be used is based on the current insurance information in your chart.

Quest – Torrance Hospital IPA (All Plans), Health Net HMO Direct Network, Tricare, Meritain Health, United Healthcare
West Pacific – Medi-cal, Medicare, UMR, PPO

If your insurance company has notified you to use a specific laboratory, please inform the Medical Assistant.
If the wrong lab is used for your type of insurance, the lab will bill you and you are responsible for those charges. Please notify the Office Manager if there are any changes to your insurance.




Type of Insurance:       HMO	 PPO 	    EPO 		Insurance Company: ________________________________________




I have read the above information and will be responsible for any laboratory bills.

Patient Name: _______________________________________________________________________________________________

Signature: __________________________________________________________________________   Date: ______/______/______

Medical Assistant: _________________________________________________________________________________________________


Astrid Mendoza, D.O.
4201 Torrance Blvd. Suite 780
Torrance, California 90503
Phone: (310) 543-2532 Fax: (310) 540-9707

TO OUR PATIENTS:
Like many other medical offices, this practice utilizes the “superbill” concept of medical insurance billing to facilitate the reimbursement process. The superbill serves as an itemized statement of charges for medical services rendered in the office. It provides detailed records enabling your insurance company to expedite their payment.

YOU ARE RESPONSIBLE FOR KNOWING EVERYTHING ABOUT YOUR INSURANCE AHEAD OF YOUR APPOINTMENT. IF YOUR INSURANCE IS AN HMO, YOU MUST KNOW IF YOU NEED AN AUTHORIZATION TO BE SEEN BY DR. MENDOZA BEFORE YOUR APPOINTMENT. YOU ARE RESPONSIBLE FOR YOUR ENTIRE BILL IF YOU DO NOT HAVE THE REQUIRED AUTHORIZATIONS IN ORDER. OUR OFFICE STAFF IS NOT RESPONSIBLE FOR YOUR AUTHORIZATION REQUIREMENTS. 

As a courtesy we will bill your insurance company. If you have supplemental insurance please give us this information and we will bill your 2nd insurance as well. 

LAB TEST & FEES: Laboratory charges are not included in our charges to you. Our office will send your insurance information to the lab so they can bill your insurance company. Any balance from the lab needs to be paid directly to the lab, not to us. 

If you have questions or problems regarding billing or insurance, please ask to speak to our office manager before you see the doctor.




I have read and understand my responsibility on all the above information.

___________________________________________________________________________________________________________
Patient Signature


NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
This notice takes effect on 01/01/2020 and remains in effect until we replace it.
1. OUR PLEDGE REGARDING MEDICAL INFORMATION
The privacy of your medical information is important to us. We understand that your medical information is personal and we are committed to protecting it. We create a record of the care and services you receive at our organization. We need this record to provide you with quality care and to comply with certain legal requirements. This notice will tell you about the ways we may use and share medical information about you. We also describe your rights and certain duties we have regarding the use and disclosure of medical information.
2. OUR LEGAL DUTY
Law Requires Us To:
1. Keep your medical information private.
2. Give you this notice describing our legal duties, privacy practices, and your rights regarding your medical information.
3. Follow the terms of notice that is now in effect.
We Have the Right To:
1. Change our privacy practices and the terms of this notice at any time, provided that the changes are permitted by law.
2. Make the changes in our privacy practices and the new terms of our notice effective for all medical information that we keep, including information previously created or received before the change.
Notice of Change to Privacy Practices:
1. Before we make an important change in our privacy practices, we will change this notice and make the new notice available upon request.

3. USE AND DISCLOSURE OF YOUR MEDICAL INFORMATION
The following section describes different ways that we use and disclose medical information. Not every use or disclosure will be listed. However, we have listed all of the ways we are permitted to use and disclose medical information. We will not use or disclose your medical information for any purpose not listed below, without your specific written authorization. Any specific written authorization you provide may be revoked at any time by writing to us.
FOR TREATMENT: We may use medical information about you to provide you with medical treatment or services. We may disclose medical information about you to doctors, nurses, technicians, medical students, or other people who are taking care of you. We may also share medical information about you to your other health care providers to assist them in treating you.
FOR PAYMENT: We may use and disclose your medical information for payment purposes.
FOR HEALTH CARE OPERATIONS: We may use and disclose your medical information for our health care operations. This might include measuring and improving quality, evaluating the performance of employees, conducting training programs, and getting the accreditation, certificates, licenses and credentials we need to serve you.


NOTICE OF PRIVACY PRACTICES
Victims of Abuse, Neglect, or Domestic Violence: We may disclose medical information to appropriate authorities if we reasonably believe that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may share your medical information if it is necessary to prevent a serious threat to your health and safety or the health and safety of others. We may share medical information when necessary to help law enforcement officials capture a person who has admitted to being a part of a crime or has escaped from legal custody.
Workers Compensation: We may disclose health information when authorized and necessary to comply with laws relating to workers compensation or other similar programs.
Health Oversight Activities: We may disclose medical information to an agency providing health oversight for oversight activities authorized by law, including audits, civil, administrative, or criminal investigations or proceedings, inspections, licensure or disciplinary actions, or other authorized activities.
Law Enforcement: Under certain circumstances, we may disclose health information to law enforcement officials. These circumstances include reporting required by certain laws (such as the reporting of certain types of wounds), pursuant to certain subpoenas or court orders, reporting limited information concerning identification and location at the request of a law enforcement official, reporting death, crimes on our premises, and crimes in emergencies.
4. YOUR INDIVIDUAL RIGHTS
You Have a Right To:
1. Look at or get copies of your medical information. You may request that we provide copies in a format other than photocopies. We will use the format you request unless it is not practical for us to do so. You must make your request in writing. You may get the form to request access by using the contact information listed at the end of this notice. If you request copies, we will charge you $20 for each copy, and postage if you want the copies mailed to you. Contact us using the information listed at the end of this notice for a full explanation of our fee structure.
2. Receive a list of all the times we or our business associates shared your medical information for purposes other than treatment, payment, and health care operations and other specified exceptions.
3. Request that we place additional restrictions on our use or disclosure of your medical information. We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in the case of an emergency).
4. Request that we communicate with you about your medical information by different means or to different locations. Your request that we communicate your medical information to you by different means or at different locations must be made in writing to the contact person listed at the end of this notice.
5. Request that we change your medical information. We may deny your request if we did not create the information you want changed or for certain other reasons. If we deny your request, we will provide you a written explanation. You may respond with a statement of disagreement that will be added to the information you want changed. If we accept your request to change the information, we will make reasonable efforts to tell others, including people you name, of the change and to include changes in any future sharing of that information.
6. If you have received this notice electronically, and wish to receive a paper copy, you have the right to obtain a paper copy by making a request in writing to the Privacy Officer at your office.

5. QUESTIONS AND COMPLAINTS
If you have any questions about this notice or think that we may have violated your privacy rights, please contact us. You may also submit a written complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your complaint with the U.S. Department of Health and Human Services. We will not retaliate in any way if you choose to file a complaint.

Astrid Mendoza, D.O.
4201 Torrance Blvd. Suite 780
Torrance, California 90503
Phone: (310) 543-2532 Fax: (310) 540-9707

PRIVACY PRACTICES ACKNOWLEDGEMENT


I have received the Notice of Privacy Practices and I have been provided an opportunity to review it.


Patient Name: _____________________________________________________________ Date of Birth: ______/______/___________

Signature: ________________________________________________________________________________________________________

Date: ______/______/______

2

