COMPREHENSIVE INFECTHOUS DHSEASE CONSULTANTS

Aniimicrobizl Stewardship * HIV Madicine * Infection Prevention * Telemedicine & Infarmation Techniology

PATIENT REGISTRATION
PATIENT INFORMATION Gander
1 male
O Female

Hzme [Last, First Middic) Birth Dl Age Sarial Security Bumber
Address orlver Ligense/I D Number |esLlng Steta

Marital Satus Employment Stakus
City State Zlp [J Single O Divewead O Full Time O Ratirad

O morried 2] Widow(er) O part Time O Studunt

Ext O partrered [ Separated O SafEmployed [ Ciher

Hame Work

Race: Efhpitity: preferred

O Aslan O Hispanic/Laking Commurlmtion
Cefl Phone FAM; [T Persomal Far  C1'Work Fax [ Chinese O Karean O Non-Hispanic 0 Home

O filipine O] Yiemamese O wark
O rapanese Prefarred Language O Cell

Personal E-hdall £ Afrlcan American [ English O E-Mail#1

O HispanlefLatino [ spankh O E-mail m

O white O O Porsonal Fax

O d 3 wWork Fax
PRIMARY CARE PHYSICIAN NAME & PRONE NUMBER EMERGENCY CONTACT [NFORMATICN
EMPLOYMENT INFORMATIGN Wame jLast, First Middle) Relatisnship bo pathent
Name of Company Caontact Phano
Address Referring Physiclan: City Stista
City Shite Zip Qffice Phone
Work Phone DHrect Phone
PRINMARY INSURANCE COMPANY INFCRMATICN SECONDARY INSLIRANCE COMPANY INFORMAT N
Tyee: [0 Medieare [ Medlesid (1 Cammercial O ERO Type: O Medicare O Medicaid O Commarcial £ 6RO
HiD:; OO mMadicare HMO O Medleaid HMQ O HMOQ HM e O Medicare HMD [ Medicaid HMO O HMO
Name of Insurange Sorpany Name of Insurance Company
Subseriber Name Subsorlber Mamea
felationship Ta Pationt: O Self O Spowse O Dependent O Owhaor Relatlanship To Retlert: 2 Self C1 Spouse [0 Begendent 3 Other
Subscriber Soclal Security Bumber Subscriber Birdh Elabe Subsorlber Soclal Securtiy Humber Subscriber Birth Date
Polity # GroupH Pedley H Group #
Provlder Contect Numker Websita Frov!der Conteck Nuntber \iebslte

I, the undersigned, certify that | lor my dependent) have inswance coverape with the insurance company(les) Gsted abewve znd assign directiy to Comprehonsive Infackious
Direase Comsultants, Insurance beneflts, If any, otherwlse payakle to me for services rendered. | understand that | am financlally responsible for 21l charges whether or ot paid
by seld Insurance compamy lea). Furthermore, my slgnatere below shall serve 55 consent far treatrment. [ heesby autharize Comprehensive infectiouy Dlsease Cangulkents and
it# physicians, healtiware providers, 2nd employeses & releace all Infaqmadon necessany o seclre peyment af beneflts. | authozlze the use of my slgrature on abl Insurance

submisslon. Negar All 30 daya past dus accouals are subject to charges of 1.50% par manth,

Dale Signature

Patiees Acgbnragion Eomm - pew 10/ 142016




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) 699-1278

E-PRESCRIBING CCNSENT FORM

ePrescriblng i defined as a physiclan's ability to electronicaliy send accurate, error free, and understandable prescription directly to
pharmacy from the point of care. Congress has determined that the abillty to electronlcally send prescriptions is an important element In
Iraproving the quality of patlent care. ePrescrihing greatly reduces medication errors and enhances patient safety. The Medicare
Modernization Act [MMA] of 2003 listed standards that have to he In¢luded in an ePrescribing program, These indude:

v Formulzry and benefit transactions: Gives the prescribar Information about which drugs are covered by the drug benefit plan,

4 Medication history transactions: Provides the physician with informaticn about medicatlons the patient |5 already taking to minimize
the nursber of adverse drog events.

v Fll status notificaticns: Allows the prescriber to receive an electronle notice from the pharmacy telling them if the patiznt’s
prescription has been picked up, not pleked up, or partially filled.

By signing this consent form you are agreelng that Comprehonsive Infecticus Disease Consultants may request shed wse your prascription
medication histary fram ather healtheare providers andfer third party phamacy benefit payers for treattment purpases.

Ungerstanding all of the above, | hereby provide Informed consent to Comprehensive tnfectious Dissase Consultants to enroll me in the
&Preseribe program. | have had an opportunity ta ask guestions and alt of my questions have been answeored to my satisfaction.

Print Patlent Mame Pationt Date of Birth

Slgnature of Patiant or Representative Date

[If Representative, Print Marme and Retettenshipto Paklent)



COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS

Antiricrobial Stewardship * HIV 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

FINANCIAL RESPONSIBILITY INFORMATION

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

As a courtesy to our patlents with private health care insurance we do complete and file ciaims with the appropriate insurance
companies; however, all patients are kindly reminded that the financial responsibility for our services still remains theirs —the
patients — and not their insurance companies. Even though an insurance claim is filed on the patient's behalf, our office cannot
accept responsibility for collecting the claim nor can we get involved in negotiating settlement on 3 disputed claim. Payment for
our services fs at all times the sole responsibility of the patient,

Charges for medical services are due and payable at the time services are rendered, This Includes co-payments andfor
deductibles. [n the event other arrangements are made with an office and/for our billing representatives, a statemeant will be
sent to you with the payment due as indicated on the statement,

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

If you have health insurance coverage, it should be understood that this is an agreement between you and your insurance
company to pay certain ameunts for medical care, Your dector's blilis an agreement between you and your phystcian. You are
responsible for the payment of your bill regardless of the status of your insurance claim. This also applies to Personal Injury
clalms.

If unusual circurstances should make it impossible for you to meet our ¢redit tarms, we tnvite you to call or personally discuss
the matter with our killing office. This will avatd misunderstandings and enable you to keep your account in good standing. Any
and all costs incurred with enforced collection will result in additional legal andfar court casts ta yvou and may Impair your credit
rating.

Additicnally, charges for medical care rendered by this office will be billed through this office and should not be confused with
tharges for care received in the hospital andfor other facility.

Should you have any questions, please feel free to contact the billing office as listed on your billing statement or aur office at the
telephane number listad above.

I have read and understand the Financial Responsibility Policy as outlined abowve,

Patient’s or Patient's Representative’s Signature Dhate

Print Patient's Mame

{If Representative, Print Wame and Relattonsh|p te Patient}
Flnanclal Reaponslbl ity information Farm = rev. 10415/2016



COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS

Antimicrobial Stewardshlp ¥ HivV Medicine * Infection Prevention * Telemedicine & Informatian Technology
18370 Burbank Blvd Suite 412 Tarzana, CA 91356-2843

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

GENERAL OFFICE POLICY

Please note that insurance companies generally do not cover the sarvices and charges listed below, therefora, the
patient will be respansible for the charges. Below is a list of our general fees*:

Medical Forms

Requests to fill out any patient forms or documents such as FMLA, Warkers Compensation, Disability, Letter of
Conditian, ete, farms will be charged a minimum of 535.00 and payment is due in advance. Submit the form completion
request well in advance of when they are hesded. We will attermpt to camplete the forms as quickly as possible
however, in order to propearly 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 Us mail.

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

Telephone Calls To Discuss Issues Mot Addressed by any Office Visit

Telephone calls ta discuss medical issues not addressed by any office visit within the prior month may be billed 535.00,
unless followed up by an office visit, if requested by the physician. However, as insurance rarely pays for
communications, the patient bears full responsibility for any charpes.

Medical Records Reguest
Request far records In the office will be charged a minimum of $35.00. There will be no charge for medical records if
the requestor is another physician or medical group. In either case, 5 written medical release is required.

By signing below, | attest that | have read and understood the above policies. | have heen provided a capy of this
document for my records.

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

* Mot all faes are Jisted and fees are subject to change without notice.

Fatient's gr Patient’s Representativa’s Siamature Date

Print Patlent's Marmae

[If Represpntative, Print Name and Relatlonship to Fatlent)
aeneral Infortiation Form = rey, 10/15/2016



COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS

Antimicrobial Stewardship * HIV Medicine * Infection Prevention * Telemedicine & Informatlon Technology
18370 Burbank Blvd Suite 412 Tarzana, CA 91356-2843

Telephone: (818) 506-3384 Fax: (818) 774-2298 {818) 695-1278

24 HOUR CANCELLATION & "NO SHOW?" FEE POLICY

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

All appointments require a minimum 24 hour cancellation notice to avoid a cancellation fee. For a missed appointment
or cancellation with less than 24 hour notice for an appointment scheduled, we resetves the right ta charge a fee of
$50.00 for all missed appointments {"no shows"). If you are more than fifteen {15) minutes late for any appointment, you
may be requirad t3 re-schedule and may be subject to the "no show” palicy, Please arrive at least 15 minutes prior to
your scheduled appaintment.

"No Show" fees will be hilled to the patient. This fee is not covered by insurance, and must he paid priar to your next
appointment. Multiple "no shows" in any 12 month period may result in termination from our practice.

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

Viatation or Abuse of Cancellation Policy. If you ferget to cancel or da not artive {a “no shaw”) for your appointiment on
three ogcasions and have not paid any and all outstanding cancellation fees, we reserve the right of discharging you from
the practice with a 30 day notice and refareal to other practitioners in the area.

ACKNOWILEDGEMENT OF RECEIPT OF CANCELLATION POLICY

I, the undersigned, acknowledge receipt of Comprehensive Infectious Disease Consultants cancellation policy as outlined
above. If | or the patient, cancel the appointment with |25 than 24 hour notice, | understand that | may be hilled for the
amount indicated above for each appointment that ! fail to cancel or show up.

Patlent's or Pallent’s Representative’s Signature Dake

Print Fatlent’s Marme

{If Representative, Print Name and Relationship tg Patlent)

Offfce Cancellatlon Palicy = rov, 10/15/2058



COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS

PHYSICIAN-PATIENT ARBITRATION AGREEMENT

Artide 1: Agreement to Arbftrato: It is undorstood that any dispuba ag to med|cal malpractice, that Iz 85 bo whether gny meedlcal services rende rad under this cantract
Wers unnecessary or unaltharized of were Tinproperly, wegliganthy, or ineontpetantly randered, witl be determingd by submissign to arbitration as provided by Cilifarnta
laws, and nat by a lawsult or Fesont e soURE process except as Califomla lav provides for Judictel review of arbltratlon proceedings. 8th partles to this comtract, by
antoring imba it, 3Te piving up thair constitutional kghts to hove any such dlspute decided En a cowert of |2y befare a [ury, and Insteed are accepting the use of arbitration.

Artlcle 2: All Clalmg Must be Arbltrate: It Iz the intention of the parties that this agreement bind all parties whose chxlms may arise out of or relate to trestment ar
service provided by the physiclan including eny spouse ar heirs of the patiemt and 2ny children, whother bom ar unbom, ak the tirme of the scourrence giving rise to any
clalm. inthe case of any pregnant maother, the term “patlent” heredn shail mean both the maother and the mather's expected chifd ar children.

All dzims far maonetary dzmages pxtecding the jurisdictional Tmit aof the smal claims court against the physiclan, and the phystclan's parmers, aszaciates, assadation,
corpowation ar partnership, and the amployeas, agents and sstatas of any of them, mest be arbirated Including, without Imttatien, claims for foss of conssitium,
wrongful death, emotional distross or punitive datmages, Flling of any dction [n ary court by the phyaiclan or patient to collect or contest any medicat fee shall nat walve
the rlght to compel zrbitratian of any malpractice dalm, Howeaver, followlng the assertton of any melprectice clalms, any fee dispute, whether or not thee subject of amwy
oisting court action, shall alsa be resolved by arbitration.

Artlcle 3: Procedures and Appliceke Laws A demand far arblration must be communicated in writing to all parties. Each party shall sulecr an arbitrator (party
arbitrator] within thirty devs and & third arkitrator [neutral arbitrator) shall ke selected by the arbitrators appointed by the parties within thirty days of a demand for a
newtral arbitretor by etther party, Each party to the arzthmatlon shall pay such party's pro rata share of the expenses and fuos of the newtral arbdtratar, together with
gther expenses of the arbitratéon [nourred ar approved by the newtral arbitrator, wat including counsel fees or witness fees, or okher mipenses incurred by 3 party for
such party’s own benefit. The partles agree that the arblteatars have the Immunity of a judicial offlcer from clvil liahitity when acting In the capacity oF arbltrator under
this contract. This Immunity shall supplement, not supplant, any other applicabla statutory ar commaon Bw.

Elther party shall have the abzolute right to arbftrate separately the |sswes of lzbility and damages upon writben request to the neutral arbltrator.

The parties tonsent to the Intervantlon and Joinder in this arbitration of any persen or entlity which would obharsdse be a propar additional perty kn & court actbon, and
uptn sech interventian and joinder any existing court actlan against such additlonsl person ar eatity shalk ba stiyed pending arbitration.

The partles agree that provislans of Cabfomia law applicable ta kealth care praviders shal apply bo disputes within this arbiatlan zgreement, Ircuding, but kot limited
ta Code of Civll Procedure Sectlons 3405 and 6677 2nd Clvll Codle Sections 33331 and 3333.2. Any party may bring befare the zrbltmatars a motion far summany
Jutigment ar summary adjud|cation in accardance with the Code af Cadl Procedure. Disoowery shall be corducted puersuant to the Code of Civll Pracedure Soction
1283.05; however, depositions may ke taken without prior approval of the reutrsl Zrbitratar.

Article 4: Genersl Provislans: All clalma based upon the same Incident, transection or relaked creumstancas shall be arbitraked In one proceading. A clalm shall ke
wiaived and forever bemed B {1) on the date notlce thereof |5 recetved, the clafm, ifasserted In a civil acticn, would be barved by the epplicable Callfornia statute of
[imEtatlons, ar (2) the clalment falls to pursie the arbltratlon clalm in accordance with the procedures praserlbad hersin with reasonable dillgence. With respect (o eny
matter net hereln expressly provided for, the arblirators shall be governed by the Callfpmia Code of Clvll Procedure prowvislons relating to arbdoration.

Arthcle 5: Revacatbon: This Jgreamant may bo revoksd by written notice dellvered to the physiclan within 20 days of sipnature. It is the Intent of this zgregment be 2pply
to all madical services randerad any time far any cordition.

Article f: Retroactive Effect: i patlent Intends this agreement to gover seryloes rendered before the date It 15 signed (Inciuding, but net Nmited to, amergency treatment]
patient shoold inttial befow:

Effeqtive a3 of the date of flsst medical servlces

Patlent's cr Patlent Representative’s Inltlals

If any pravision af this srhetration agroement Is held tnvalid or unenforoeable, the remaining prowdstons shall remala bn full force and shall not be affected by the
Iowralldlty of any other provision,

| understand that § hawe the right ta neoolve a copy of this arbitration agreement. By my signature below, | acknowledge that | have recehad o copy,

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING T HAVE ANY IS5UE OF MEDICAL MALPRACTICE DECIDED BY NEUTRAE
ARBITRATION AND ¥YOU ARE GIVING UP YOUR RIGHT TO A IURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRALT.

By
Patlant's or Patlent's Representatlve’s Stgnature Dete
L
Physlclan’s ar Authorized Reprasenkative’s Signature Pate Brint Patlent’s Marna
Comprehensive Infecticus Dizease Consultants
Print ar Stamp Mame of PhysidandMedtcal Group Mme {If Representative, Prnt Wame and Relatlonship to Fatiant]

A slgned copy of this document §s (o given tothe Patlent, Original 65 to be fllled 1 Patient’s medical records, £ 2012 IE3R1E 8§12



COMPREHENSIVE INFECTIOUS DISEASE CONSULTANTS

Antimicrobial Stewardship * HIY Medicine * Infaction Prevention * Telemedicine & Infermation Technology
18370 Burbank Blvd 5uite 412 Tarzana, CA 91356-2843

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

ACKNOWLEDGEMENT OF
NOTICE OF PROVIDER/PATIENT PRIVACY PRACTICES

By signing this form, you acknowledge that we have provided you with our Notice of Privacy Practices
which explains how your health infarmation may be handled in various situations including your
treatment, payment of your bill, and our healthcare cperations. [f your first date of service with us
was due to an emergency, we must try to provide you with our Notice and get your written
acknowledgement for the Notice as soon as we can once the emergency has passet.

|___| | have received the Notice of Privacy Practices (effective date May 1, 2015}.

Patiant’s (or Legal Representative’s] Signature Date

Patient Name {Last, First, Middie)

Relationship of Legal Reprasentative

FOR OFFICE USE ONLY

To be campleted only If Acknowledgement is not signed.
1. Woas the patient given a copy of the Notice of Privacy Practices?

2. Please explain why the patient was unable to sign this Acknowledgement and cur 2fforts to try to obiain the
patient’s signature:

Printed Mame of Staff Member Signature Datg




