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COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS

Antimleroblal Stewardship * HIY Medicine * Infection Prevention * Telemedicine & Informatich Technology
18370 Burbank Blvd Suite 412 Tarzana, CA 91356-2843

Telephone: (318} 506-3384 Fax: {818) 774-2298 (818) 699-1278

E-PRESCRIBING CONSENT FORM

ePrescribing is defined as a physician's ability to electranically send accurata, errar free, and understandable prescription directly to
pharmacy from the point of care, Congress has determined that the ability to electronically send prescriptions is an important element in
Impraving the quality of patlent care. ePrescriblng greatly redsces medication errors and enhances patient safety. The Medicare
todernimtion Act (WA of 2003 llsted standards that have 1o be included in an ePrescribing pragram. These induda;

v Formulary and henefit transactions: Gives the prescriber Infarmation about which drugs are covered by the drug benefit plan.

V¥ Medicstion history transactions: Provides the physiclan with informatlon about medleations the patient is already taking to minimlze
the number of adverse drig events,

v Al status notiHications: Allows the praceriber to recelve an efecironic notice from the pharmacy telling them if the patient’s
preseription has bean plcked up, nox picked up, or partially filled,

By slgning this consent form you are agreeing that Comprehensive Infectious Disease Consultants may request znd vse your presoription
medication histary from other heatthcare providers andfor third party pharmacy beneflt payers for treatment purposes.

Understandlng all of the abeve, | hereby provide Infarmed cansent to Comprehensive infecticus Disease Consultarts to enrsll me in the
ePrescribe program. | Fave had an opportunity to ask questlons and alt of my questions have been answered to my satisfaction,

Print Patlent Mame Fatient Dote of Birth

Elgnature of Pattent ar Representative Dato

[If Representative, Print Mame and Relatipnskip to Patlent)



COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS

Antimicrabial Stewardship * HIV Medicine * Infection Prevention * Telemedicine & Informatian Technology

18370 Burbank Blvd Suite 412 Tarzana, CA 91356-2843

Telephone: (818} 506-3384 Fax: (818} 774-2298 (818) 699-1273

MEDICATION LIST

MName (Last, First):

BOB:

LIST YOUR FRESCRIBED DRUGS and OVER-THE-COUNTER DRUGS, SUCH AS VITAMINS AND INHALERS

=
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Name of Brug

Strength

Frequency Taken |Directions}

Prascribed By
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COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS

HEALTH HISTORY QUESTIONNAIRE

All guestions contained in this questionnaire are strictly confidential and will become part of your medical record,

Answer all questions to the best of your acknowledge and abilities,
Patient Name (Last, First, Middle) Date of Birth:

Date of Last Physical:

Marital Status: [ Single [0 Married O Partnered [ Divorced [ Widowler) O Separated

Childhood lllness: [0 Chickenpox [ Measles [J Mumps [ Rubella O Polic 0 Rheumatic Fever

R e R 2 e = PERSONAL HEALTH HISTORY

Immunizations and Dates:

Immun. Date Immun. Date Immun. Date Immun,

O Chickenpox O Influenza [ Pneumaonia [ Tetanus
[ Hepatitis [ MMA (Measles, Mumps, Rubella)

List any medical problems that other doctors have diagnosed.

Hospitalizations
Year Reason Hospital

Age:

Gender: OO M O F

Date

Have you ever had a blood transfusion? [ Yes O] Mo If YES, please provide date;

[0 see Medication List Form

OFFICE USE ONLY: Original Date: Revised Date: Updated By:

Health History Questionnaine - Pg 1 af 3 rev 10/15/2016




COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS
HEALTH HISTORY QUESTIONNAIRE

Patient Name: Date of Birth: Age:

Allergies to Medication. [ Mo Known Drugs Allergies (NKDA)
Mame of the Drug Strength Frequency Taken Prescribed By

= HEALTH HABITS AND PERSONAL SAFETY

Exisecls O Sedentary [Mo Exercise) [0 Occasional (work or recreation, less than d4x/week 30 mins.)
I Mild |climb stairs, walk 3 blocks, golf) [J Regular {work or recreation, 4x/week 30 mins.)
Are you dieting? [ Yes [J Mo If YES, are you on a physician prescribed medical diet? O Yes [ No
Diet ft of meals you eat in an average day?

Ranksaltintake: [0 Hi O Med O Low Rankfatintake: O Hi O Med O Low

Caffeine O Mone [0 Coffee [ Tea # of cups/cans per day?

Do you drink alcohol? [0 Yes [0 Me  If YES, what kind?

How many drinks per week?

Are you concerned about the amount you drink? O ¥es O No

Alcohol Have you considered stopping? O Yes O Mo
Have you over experienced black-outs? O ¥es [ No
Are you ever prone to "binge" drinking? O Yes OO Mo
Da you drive after drinking? O Yes [0 Mo
Tobacco Do you use tobacco? [ Yes [ Mo Ol Cigarettes - pks/day O Chew - #/day
O #ofyears O oryear quit O] Pipe #/day O Cigars - #/day
o Do you currently use recreational ar street drugs? [ Yes [0 Mo Drug Marme:

Have you ever given yourself street drugs with a needle? [ Yes [ Mo

Are you sexually active? [ ¥es [ Nolf YES, are you trying for a pregnancy? [ Yes [ No
If not trying for pregnancy, list contraceptive or barrier method used:

Any discomfort with intercourse? O ves O No

- lliness related to the Human Immunodeficiency Virus (HIV], such as AIDS, has become a major public health problem. Risk
factors for this iliness include intravenous drug use and unprotected sexual intercourse. Would you like to speak with your
provider about yaur risk of this illness? O ¥Yes [0 Mo
Do you live alone? [0 ¥es O No Do you have vision or hearing loss? O Yes [J Mo
Do you have frequent falls? [ Yes [ No Do you have an Advanced Directive or Living Will? O Yes [0 No

Pussons] Safety Would you like information on the preparation of Advanced Directive or Living Will? O Yes O Mo
Physical andfor mental abuse have also become major public health issues in this country, This often takes O Yes O Mo
the form of verbally threatening behavior or actual physical or sexual abuse. Would you like to discuss this
issue with your provider?

el MENTAL HEALTH

Is stress a major problem far you? [ ¥es [0 Mo Doyou have problems with eating or your appetite? O Yes O No

Do you feel depressed? [ ¥es [0 Mo Have you ever seriously thought about hurting yourself? O Yes O No

Do you panic when stressed? [0 ¥es [0 No Do you have trouble sleeping? O Yes O No

Do you cry frequently? [ ¥es [0 Mo Have you ever been to a counselor? O Yes O No

Have you ever atternpted suicide? O ves O Mo

Health History Questionnaine - Pg 2 of 3 rev 10/15/2016




COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS
HEALTH HISTORY QUESTIONNAIRE

Patient Name: Date of Birth: Age:
= FAMILY HEALTH HISTORY
AGE SIGNIFICANT HEALTH PROBLEMS AGE SIGNIFICANT HEALTH PROBLEMS
Father Children [ M I F
Mother Children [0 ™ 1 F
Sibling O M O F Children 0 M O F
Sibling I M O F Children 0 M O F
sibling O m O ¢ Children O O F
Sibling I M O F Grandmaother: Maternal
Sibling Om0OF Grandfather: Maternal
Sibling O M O F Grandmother; Paternal
Sibling O M [ F Grandfather: Paternal
- WOMEN ONLY
Age of onset of menstruation: Date of last menstruation: Pericd every days
Heavy periods, irregularity, spotting, pain, or discharge? O Yes OO No
Are you pregnant or breastfeeding? O ¥as [0 Mo MNumberof pregnancies:
Have you had a D&C, hysterectomy or cesarean? O Yes O Mo
Any wrinary tract, bladder, or kidney infections within the last year? O Yes OO Mo Mumber of live births:
Any blood in urine? 0O Yes O No
Any problems with control of urination? J ¥Yes [0 No
Any hot flashes or sweating at night? O Yes O e

Do you have menstrual tension, pain, bloating, irritability, or other symptoms at or around time of period? [ Yes O Ne
Experienced any recent breast tenderness, lumps, or nipple discharge? O Yes O No
Date of last pap and rectal exam?

2L Ak s AN MEN ONLY
Do you usually get up to urinate during the night? O ves O Mo
Do you feal pain ar burning with urination? O Yes O Mo
Any blood in your urine? O Yes [0 Mo
Do you feel burning discharge from penis? O ¥es O No
Has the force of your urination decreased? [ ¥es [0 No
Have you had any kidney, bladder, or prostate infections within the last year?[J Yes O No
0o you have any problems emptying your bladder complately? O ves O Na
Any difficulty with erection or efaculation? O ves O No
Any testicle pain or swelling? O Yes O Mo
Date of last prostate and rectal exam?

OTHER PROBLEMS
Check if you have, or have had any symptoms in the following areas to a significant degree and briefly explain
[ Skin 0 Bowel
[0 Head/Meck O Circulation
O Ears Recent Changes in:
O MWose O wWeight
[ Throat [ Energy Leval
O Lungs O Ability to sleep
[ Chest/Heart O Other
O Back
O Intestinal
[ sladder

Hralth Histony Quastionnaine < Fg 3 of 3 rew 1071572026




COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS

Antisicrobizl Stewardship * HIV iMedicine * Infection Prevention * Telemedicine & Information Technology
18370 Burbank Blvd Suite 412 Tarzana, CA 91356-2843

Telephone: (818) 506-3384 Fax: (818) 774-2298 {818) 699-1278
FINANCIAL RESPONSIBILITY INFORMATION

We hope that you understand that our credit and collection policies are 8 necessary part of assuring the financial resources
required to maintain health care service for our patients and community,

As a courtesy to our patients with private health care insurance we do camplete and file claims with the appropriate irsurance
companies; however, all patients are kindly reminded that the financial responsibility for our services still remains thelrs —the
patlents —and not theit insurance companies. Even though an insurance claim is filed an the patient's behalf, our office cannot
accept respansibility for collecting the clalm nor can we get involved in negotiating settlement on a disputed claim. Payment for
our services is at all times the sole responsibility of the patient.

Charges far medicat services are due and payable at the time services are rendered. This includes co-payments and/or
deductibles. In the event other arrangements are made with an office and/or our billing representatives, a staterment will be
sent to you with the payment due as indicatad on the statement.

Any and all unpaid balances over thirty (30) days are subject to charges of 1.50% per month.

If you have health insurance coverage, it should be understood that this is an agreement between you and your insurance
company to pay certain amounts for medical care. Your doctor’s bill is an agreement between you and your physician. You are
responsikle for the payment of your bill regardless of the status of yvour insurance claim. This also applies to Personal Injury
clairms.

If unwsual circumstances should make it impossible for you 1o meet our credit terms, we invite you te call or personally discuss
the matter with our billing office. This will aveid misunderstandings and enable yvau to keap your account in good standing. Any
and all eosts incurred with enforced collection will result in additicnal legal and/er court costs to you and may impair your credit
rating.

Additionally, charges for medical care rendered by this office will be billed through this office and should not be confused with
charges for care received in the haspital and/ar other facility.

Should yau have any questions, please feel frea to contact the billing offive as listed on your billing staterment or our office at the
telephone number listed above.

| have read and understand the Financial Responsibility Policy as owtlined above.

Patlent’s cr Patlent's Raprasentativa’s Signature Dake

Print Patient's Name

HF Reprosentative, Print Mame ard Relationship 1o Patient]
Financlal Rezpons bty nfarmatlon Form —mw, 10/15/2016



COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS

Antimicroblal Stewardship * HIV Medicine * Infection Prevention * Telemnedicing & Information Technology

18370 Burbank Bivd Suite 412 Tarzana, CA 91356-2843
Telephone; (818) 506-3384 Fax: (818} 774-2298 (818) 699-1278

GENERAL OFFICE POLICY

Flease note that insurance companies generally do not cover the services and charges listed below, therefore, the
patient will be responsible for the charges. Below is a list of our general fees*;

Medical Forms

Reguests to fill out any patient forms or documents such as FMLA, Workers Compensation, Disability, Letter of
Condition, ete. forms will be charged a minimum of $35.00 and payment is due in advance. Submit the form completion
request well in advance of when they are nesded. We will attempt to complete the forms as quickly as possible
however, in order to properly address them we need adequate time to review the patient's record.  You will be
contacted when the form(s) have been completed with the option to pick up, fax {if applicable} or U5 mail.

After Hours Prescription Refill
After hours telephone calls for routine prescription re-fllls may be billed at $35.00.

Telephone Calls To Discuss Issues Not Addressed by any Office Visit

Telaphone calls to discuss medical issues not addressed by any office visit within the prior month may be billed $35.00,
unless fallowed up by an office visit, if requested by the physician. However, as insurance rarely pays for
communications, the patient bears full responsibllity far any charges.

Madical Records Request
Requast far records In the office will be charged a minimum of 535.00. There will be no charge for medical records 1f
the requestor is another physician or medical group. [n either case, a written madical release is required,

By signing belaw, [ attest that | have read and understoad the above policies. | have been provided a copy of this
document for my records. :

| have read and understand the General Policy as outlined abave.

* Mot all fiaes are listed and fees are subject to change without notice.

Patient's or Patlent’s Representative’s Signatyure Date

Print Patlent's Meme

(If Representative, Print Name and Relationshlp tg Patient)
General Informatbon Form — rey, 10/15/2016



COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS

Antimicrabial Stewardship * HIY Medicine * Infection Prevention * Telemedicine & Information Technology
18370 Burbank Blvd Suite 412 Tarzana, CA 91356-2843

Telephone: (818) 506-3384 Fax: (818) 774-2298 {818) 692-1278

24 HOUR CANCELLATION & "NO SHOW" FEE POLICY

Our goal is to provide you, our patient, with quality services In a timely manner. With that being sald, we have
implemented an appointment cancellation palicy, including "no shaw" palicy, which will enable us to provide you with
guality care and the highest standards of medical care in a cost effective manner.

All appolntments require a minimum 24 hour cancellation notice to avoid a cancellation fee. For a missed appointment
or cancellaticn with less than 24 hour notice for an appointment scheduled, we reserves the right to charge a fee of
$50.00 for all missad appointmants ["no shows"). If you are more than fifteen (15) minutes late for any appointment, you
may be reguired to re-schedule and may be subject to the "no show™ poiicy. Please arrive at least 15 minutes prior to
your scheduled appointment.

"Na Show' feas will be hilled to the patient. This fee is not covered by insurance, and must be paid prior to your next
appointment. Multiple "no shows" in any 12 month pericd may result in termination from our practice.

How to Cancel Your Appaintment. To cancel your appointments, please call the office that you are scheduled to be seen
at the respective telephone numbers listed above.

Vialation or Akuse of Cancellation Palley. If vou forget to cancel or do net arrlve {a “no show™) for your appointment on
three cccasions and have not paid any and all cutstanding canceflation fees, we reserve the right of discharging you from
the practice with a 30 day notice and referral to other practitioners in the area.

ACKNOWLEDGEMENT OF RECEIPT OF CANCELLATION POLICY

I, the undersigned, acknowledge receipt of Comprehensive Infectious Disease Cansultants cancellation policy as outlined
above. If{ or tha patient, cancel the appointment with less than 24 hour notice, | understand that | may be billed for the
amount indicated above for each appeintment that | fail to cance| or show up.

Patlent’s or Paklent’s Representativa's Slgnature Date

Prink Patkent's Name

{If Rapresentative, Print Name and Relationship to Patlent)

Cifles Cencellakion Paliey — rev, 10/15/2015



COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS

PHYSICIAN-PATIENT ARBITRATION AGREEMENT

Article 1: Agrepment to Arbltrate: It is understood that any dispute as to medical malpractice, that |s a5 to whether any medical services rendered wunder this contract
Wens Unhetessany or Unadkhodzed or wore Improperly, negligently, or iccempotantly fendered, will be determined by submisslon ta arbitratlon as provided by Califemia
law, and rot by o lawsuit ar rezart to cawrt pracass except a5 Callfornia law provides for judiclal revlew of zrbltration proceedtngs. Bath parties to this contract, by
ertening into 1t, are giving up thelr constitubional rights ta have amy such dispute decided in a court of law befiare a jury, and instead are zccepting the use of arbiation.

Article 2: Al Clakms Must be Arbitrate: It is the Entention of the partles that this agreement bind all parttas whose catms may arlse out of ar ralate to treakrant ar
service provided by the physkcian Incduding any spouse o kalrs of the patiant and any childron, whether born ar unbom, at the bime of the occurrenee giving s e any
dzlm. In tha case of any progreant mother, the berm “patient” herein shalk mean bokh the mother and the mother's expectad critd or children.

All claims fior menetzry damages exceeding the jurlsdictlanal [imit of the small clalms court agalnst the physician, ond the physician's parners, assaciates, assoclation,
furporation or parmership, and the empleyees, agents znd extates of eny of them, must be arblerated including, without kmitation, clalms for lass of conzorgum,
wrangh:l death, emational distress or punitive damages. Filing of any zcthon Im any court by the ghysiclan gr patlent o collect or centest any medical fee shall npt waive
the sight ta compel arhitration of any malpractice clalm, However, following the assertion of any mzlpractice claims, any fee dispute, whether or not the suklect of any
axisking caurt action, shall 2lso be resohved by arbitration.

Artlcle 3: Proceduras and Applczble Law: A damind far arbitration must bo commun itited in wrlting to all parties. Ezch party shall select an arbitrabor [party
arbitrator] within thirty diys and a third arbitrator (eotel arbitrator) shall be salected by the arbitrators appointed by the parties within thirty days of 2 demand for a
newteal arbitrabar by eithar party, Each parky to the arbitratian shall pay sueh party's pro rata share of the expenses 2nd fees of the neutral arbétrator, together with
other spenses of the arbitration incurred ar appreved by the newutral arbitratar, nat incledlng counsel Fees or witness fees, or other expenses incumed by a party for
such party’s cwm berefit. The parties agree that the arbitratars kave the immunity of a Jedickal afficer fegm clvil Hablliby when acting In the czpaclty of arbitrator under
thlz conkract, This immunity shall supplement, not supplant, any otier appticable statutory or common Ew.

Elther party shall have the absoluta right to arbitrate separately the issues of |lability and dameges upon writken request to the neutral zrbltratsr.

The partles consent tathe Interventlon and Jolnder In this arbitration of any person ar entley which would Stherwisa be o propar additional gty In 3 court action, 2nd
upon such Imerventlon gnd joinder any exlsting court artion gpalnst sich additional person or entity shall be skaved pending arbliratton,

The partles agree that provislons of Califamtla law applicabla to haalth cire providers shall apply bo disputes within this arbitratlon agreement, Trcluding, but nat imited
to Code of Chvil Procedura Sections 330.5 and §67.7 and Clvll Cotler Sectians 3333.1 and 3332.2. Any party may bring kefare the arkitrators a motlon for summary
Judgmtant ar surmmzny adudicatban in zrvardance with the Code of Civil Procedur. Discovery shall be condected purseant to the Code of Chil Procedure Sectlon
12¥3.05; however, depositions may be taken without prior approvat of the newtral athitrateor.

Artlcle §: General Provislons: All claims bazed upon tha soma Tnehdent, transaceion o related o cumskznces shall be arbitrated In cne proceeding. A claim shalf b
waived and forever barred If (L) on the date notlce tharsof is racalved, tha clalm, If asserted in a eyl action, wauld be barred by the applicable Callfarnia statube of
limitatipns, or (2] the clalmant fafls to pursue the arbitration clslm | accordance with the pracaduras prestribod berein with reasonebla dilgence, Wikh respect ta any
matter npt heregkn expressly provided for, the arbltraters shall be governad by the Callfornia Cada of Givil Proctdure provisions ralating to arbitrakion.

Article 5: Revocation: This agreement may be ravokad by writtan notice delivarad to tha physiclan within 30 days of stgnature. 1t is the intent of this apresment to apply
ta all medical services randarad any tirme far any condlition.

Artlcle & Retrogetive Effect: If patient intends this agreement to cover senices rendared hefore the dage b |5 slgred (including. but not imited to, emergency trestment)
pabert shoudd Mnitial belbowr:

Effective as of the dato of firsk medical services

Patlent's or Patlent Representative's tnitlals

IFany pravision of titls arhitration agresement is held Invelld or nenfiorcegble, the rematning proaviglons shall ramaln in full force and shall not be affected by the
invatidity of any ather provisien.

1 understand that | have the right to recelve a copy of this arbltratlon sgreement. By my signature balow, | zcknawledpe that | have received a copy.

NOTICE: BY SIGNING THIS CONTRACT ¥OU ARE AGREEING TO BAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY NEUTRAL
ARBITRATION AND ¥YOU ARE GIVING UP YOUR RIGHT TO AJURY OR COURT TRIAL SEE ARTICLE 1 OF THIS CONTRALT.

By
Fatlent's ar Patient's H.eprgsentatl'.-e's Signature Date
By:
Physlelan's or Autharized Representative’s Sgnatere Date Print Patlent's Mame
Gumprehensiva Infectious Digease Consultants
Printt ar Stamp Name of PhysidandMedical Growp Mme |If Representative, Print Mame and Relationship to Patent]

A slgred copy of this document §s to glven to the Patient, Original is to be fllled 10 Patient’s medim | reggrds, B2012 JEAB18 /12



COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS

Antimicrobial Stewardship * HiY Medicine * Infection Prevention * Telemedicine & Information Technology

18370 Burbank Blvd Suite 412 Tarzana, CA 91356-2843
Telephone: (818) 506-3384 Fax: (818) 774-2298 (818) 699-1278

ACKNOWILEDGEMENT OF
NOTICE OF PROVIDER/PATIENT PRIVACY PRACTICES

By sighing this form, you acknowladge that we have provided you with our Motice of Privacy Practices
which explains how your health information may be handled in various situations including your
treatment, payment of your bill, and our healthcare operations. If your first date of service with us
was due to an emergency, we must try to provide you with our Notlce and get your written
acknowledgement for the Notice as soon as we can once the emergency has passed.

D | have received the Notice of Privacy Practices {effective date May 1, 2015).

Patient’s {or Legal Represeniative’s) Signature Date

Patient Name (Last, First, Middle}

Relationship of Legal Representative

FOR OFFICE USE ONLY

Ta be completed only if Acknowledgement Is not signed.
1. ‘Was the patient given a copy of the Natice of Privacy Practices?

2. Please explain why the patient was unable to sign this Acknowledgement and our efforts to try to obtain the
patient’s signature:

Frinted Name of Staff Member Signature Date




