Marcella Bonnict, M.D.
Patient Registration Form
This information is necessary for our files and will be considered confidential.

Patient Name:

(Last) (Flrst) ™My
Address:
CLtM: State: Zip Code:
Howe Phowne: Cell:
Preferved # Home or Cell
Birth date: Age: Gender: Male  Female
Soctal Security: Language:

Marital Status: Sinale Married Widowed Sepamted Dlvorced

Race: Caucasian Afr. Am.  Aslan  Native Am.  Pac islander

Other / Multl

Ethw’witg: Hispanic / Now - Hispanic (Clrcle one)

Employment nformation:

Occuq)atlow:

Patlent Empwger:
Work Phone:

EXt:

ln Case of Emergency:

Prima Y co wtact:
Phowne#:

Rﬁtatiowsmp:

2nd Contact:

Phowne#:

Rﬁtatiowsmp:

Phowne #:

Pharmacld Name:
Address:

msurance Information: Medicare
Pri,marg:

PPO HMO Triw Nowe

Subscriber Nawe:

Subscriber DORB:

(D # or Soc. Sec. #

Group # or Control #:

Copaw At

Relationship of Patient to insured:

If nsurance ts Through Employer: Evmployer Name:
Ave You covered by another nsurance: Yes

seoowdara INS:

Self Spouse  Child (Clrele owne)

No (Ctrcle one)

(D#:
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web View Patient Portal

Due to popular demand, we are now offering a Patient portal to send Letters,
reminders § test results to our patients. You may use this portal to communicate
with our office for any non-urgent matters such as preseription refills and
seheduling office visits. Any urgent matter should still be communicated via
telephone, as messages via the portal may take 42-72 hours to be recelved ano
respondled to.

If You are Lnterested in this portal, please provide us with your email adoress,
and we will provide You with a user name and temporary password which you will
change upon Your initial log in. We will also need a security question for the rare
oceasion that you may forget Your passworol,

This s just one of the many ways to communicate with your doctor's office. 1f
youw have any questions, please feel free to ask!

KA BEMAIL ADDRESS (S REQUIRED IN ORDER TO SIGN UPAE*

**Email:

(Please write DECLINE if desired)

web view secw’utg Ruestions: Please choose one.
1. What (s your Mother’'s matden name:

2. What High sehool did you attend:
2. What was the Street name you grew up on:
4

- What was\is your favorite Pet’s name:

Assignment of Benefits and Authorization to Release Information:

| hereby authorize payment of any medical insurance benefits arising from services
rendered by Mavcella Bonnicl, M.D. and to be made directly to Marcella Bonnicl,
M.B. Lunderstand that [ am financially responstble for all charges incurved by the
above patient for medical services whether or not they are covered by nswrance. |
hereby authorize Marcella Bonnicl, M.D. to release all information necessary to
secure the payment of benefits from my nsuwrance compa ny. | further agree that o
Photocopy or facsimile of this agreement shall be as valid as the original.

Name: Signature: Date:

FINANCIAL POLICY IS PAYMENT AT THE TIME OF SERVICE UNLESS PRIOR
ARRANGEMENTS HAVE BEEN MADE.
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NOTICE OF PRIVACY POLICY FOR
PROTECTED HEALTH INFORMATION (PHU)

The office of Marcella Bonnicl, M. is dedicated to
protect your “nonpuolic personal health
information.” This notice is to tell you how and
whyy we collect that information, and who has
access to that information. 1f You would Like a full
notice of this policy, please check our website at
wvs mpreeilogosniolmd.con or ask one of ouy

staff members.

HOW WE COLLECT /ﬂDVQN INFORMATION:
Your personal demooraphic information such as
noawme, adoress, bivth date, socint mmo:i@& number,
and wedical nsurance information is cbtained
from you. This is why we ask you to fill pud the
patient information sheet and may ask for a copy
of Your lnsurance card. This insures You that the
infrormation we collect Ls corvect.

if You came te our practice throwah a hospieal
encounter, we may obtaiv that information from
the hospital. However, on your flrst visit te the
office, we will ask you to Fill out our information
sheet to lnsure that the information we received
frome the hospltal was covvect.

we may also ask a doctor ov other health cove
provider who veferred you to this practice to glve
health information that will ennble us to better treat
your medienl condition. This benefits you tn that
we witl have test results that have alreadty been
obtained by the veferring entity.

WHY wt COLLECT THIS INFORMATION:
we collect this tnformation so that we can treat
your wedical condition and cbtain payment frov
you or your health insurance.

MAINTAINING ACCURATE AND ._\;\mef/ﬂ
INFORMATIOMN:

To insure that the information we wabntaln is
accurate, each time You visit this office You will be
askeed if any of your information weeds to be
updated.

WHO HAS ACCESS TO THIS
INFORMATION:

ANy PErson o persens You desionate in writing,
people divectly tavolved in your medical cave, people
creating and wmalnkaining your nmeedieal vecord,
and those entities that need your information to
process health cave clalms anol obtain paywment for
our services have necess to your Protected Henlth
information.

Entities such as Governmental Oversiaht agencies,

Judiclal and Administrative Proceedings, Law

Enforcenment Acencies, Coroners and Medical
Examiners, and Oroan Procurement
Ovoanizations may obtain copies of our Protected
Health information. These entities are mandated by
Law and this practice has wo jurisdiction over such

entities.

HOW WE PROTECT {O_\CN INFORMATION:
We velense Yyour information only to those people
who need Your information. We maintain physieal,
electronic, and procedural safeguards so that we one
but persons bnvolved in your healthcare or entities
whe need this information for claims processing,
hoave access to your Protected Health nformation.

YOUR RIGHTS:

You have the right to inspect Your Protected
Realtheare haformation. Youw alse have the right ko
S\S?i m?@?roxm&oss\ga m?i\:é &9\% xmgg.

If You leave this practice, your Protected Henltheare
nformation will contlnue to receive the protection
outlined tn this notice.

COMPLAINT/COMMENTS:

If you have any complaints concerning our privacy
proctices, You may contact the Secretary of the
Departient of Health and Fuman Services, at 200
ndependence Avenue, S.W. Room 509F, HitH
Building, washinaton ».C. 20201, You also may
contact the Privacy Officer at this practice at (951)
16-3233

THIS PRACTICE reserves the vight to amend our
privacy policy as dictated by law, without sending
You a copy of the amendment. Any changes to this
policy will be posted in owr office.

This wotice s effective as of january 1, 2011.

L acknowledoe vecelpt of 2 copy of this Privacy

wformation.

Patient or Responsible Party

Stoanature

Date

Marveella Bonnlel, M.D.
26320 nland <m:£ Drive Suite 206
wildomar, CA 92595
951-816-3233



Marcella Bonnict, MD
ACKNOWULEDGEMENT OF PR!VACY PRACTICES AND INSTRULCTIONS
FOR RELEASE OF PERSOMNAL HEALTH INFORMATION

PATIENT NAME: DATE OF BIRTH

L acknowledsae that 1 have recelved a copy of the Dr. Marcella Bonnicl's Notice of Privacy Practices.

L give permission to Marcella Bonnicl, MD. to release and discuss wey personal health information to/with:

Nave: ~elationship:
Navue: rRelationship:
Nave: relatlonship:

Lgive permission to Marcella Bonmicl, M.D. to communicnte messages reanrding appolntiments as follows:
—_You may lenve @ wmessage on vy answering wnchine / Cell Phone

__You may text messnoe my appolbntment to:
—_You may leave a messaoe with:

Name: ~elationship:
Nanme: relationshinp:
Nawme: relationship:

L glve permission to Marcella Bownicl, M.D. to communicnte messaoes regarding refervals to another physician as follows:
—_Youmay Leave o messaoe on Y answerbng machine 7 Cell Phone

—You may sendl a letter vin .S, wmail

—_You may sendd an email to:

L glve permission to Marcella Bonniel, M.D. to commmuniente messaoes regarding Llab results, x-vays, and other tests as follows:
—_Youmay leave a message on my answering maching / Cell Phone

_Yow may send a Letter vin LS. mail

__You may send an email to:

Other nstructions for the velease of personal health information:

Potient/Legal Guardian’'s Name:

Slownature of Patlent or Leaal Gquardian: Date:

REvV: 11-11-13



Mareella Bonnict, MD
Office Policies

Welcome to our office. We are honored You have chosen us as Your healtheare provider.
Office Visits:

1. To make the most of your visit and time with the physician, please bring tn all of
your current medication bottles or aw aceurate List of every wedielng you arve taking,
wncluding name, strength and divections of use.

2. Werequire that a pavent or Leaal guardion accompany all minor patlents. ln case of
an emergency, please fill out consent for minor treatment. This form may e found
O weiw nareellobpnnieimd.com o You may call our office for a copy of this form.,
Please nave the adult guardian bring it in with the minor on date of treatment. The
pavent or legal auardian that accompandes the minor for veedical services will be
responsible for any charges or payments required at time of senvice.

3. Please be on time for your office visit. If You can not make your appolnted time, please
aotvise us as soow as possible o that we may reschedule your visit. If you ave Late to
avvive for Your appolnbment, and still expect to be seen, every patient scheduled after
You will be delayed as well. we promise to do our best to stay on schedule, especially
with your help. Regardless, should we fall behind, we will oo our best to advise,
reassign, or reschedule your visit in a timely fashion.

4. When scheduling your appointiment, the front office statf will be asking the veason
You need to be seen. This Ls bmportant so that the proper amount of thme can be
scheduledt to veet the needs of your office visit.

cawncellation/No Show Policy:

1. Weask that yow call at least 24 business hours Ln advance to cancel an appolntiment.
Patients who cancel within 24 business hours may be assessed a $25.00 coancellation
fee.

2. Patients who fail to show for appointiments without notifying the physician's office in
advance may be assesseot @ $25.00 no-show fee.

Laboratory/Radiology/Other Test Results:
Our office policy regarding all test results is to notlfy the patient by telephone, Letter or
email within two weeks of the test being run. We do not believe tn no news is good news,
so plense contact us if Yo have not veceived Your test resulte afrer 30 (thirty) days of the
test belng run. You may be askeol to schedule a follow up visit to discuss these results. We
encourage You to participate bn your own health cave. Should you have any question or
concern vegarding the test results, please call and sehedule an appolntment with the
physiclan so that it wmay be addvessed.
Preseription Refill Policy:
1. Prescviption vequests ave during regular office hours only. No prescriptions will be
provided after hours, on weekends or Friday afternoons. No vefills of anti-biotics will
ve provided without an appolntiment.
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2. Please contnet your phavmacy for all prescription vefill vequests. The pharmacy should

contact us directly. Some medication refills mayy require an office visit, so plense
don't walt until you are almost out to call these in.

FDA Cowntrolled medications can wot be called tinto the phavrmacy). Patients will be
requived to pick up a signed prescrintion at the office during regular business hours.
No early refills of these medications will be atlowed. You will also be required to e
seew ot lenst every 2 months for vefills of this type of medicatlons, or sooner at the
diseretion of the phiysiclan. if not seen regularly, these medications will not be filled.
Any sanples glven at an appolntment will requive a follow up visit before a
prescription will be provided.

Telephone Calls/Messages:

Your care Ls very bmportant to us, but due to time constraints, phone calls may take up to 24
nours to return. If it Ls an wrgent matter, please sehedule an appolntment so the doctor may
address it.

Your lnsurawnce:

1.

we relly on complete and accurate information regarding your tnsurance coverage.
You will be asked to provide or veview the data we have on file with every office visit.
Please have your tnsurance cavd with yow ench thme you come for an appolntment to
conflim Your data or corveet any misinformation.

When vecessary, the doctor may reconmmend testing, evaluations, or services beyond
our office capabilities. with different insurance companies offering many different
coverage benefits, it Ls bmpossible for us to guarantee that these vefervals ave part of
Your medical coverage. Althouah we will do our best to assist you, it is your
responsibility to conflrm your covered benefits before recelving outside services.

Your Satisfaction:

1.

we truly want to know if You experience 2 prodlen at our office. Please call or write
our office if there are any issues that need to be reviewed or resolved. Not only would
we hope to remedyy any curvent concern you may have, but also to Learn from it that
we may Lmprove our future cave for others as well.

we value all of our patients. Not all messages may be resolved bwmediately. Many
tlmes the doctor may be requirved to veview and vespond to a message before they can be
resolved. Please allow us time to provide a proper vesponse. It may take one to two
business days for non-urgent messages to be dealt with. Please do not wait wntil the
last moment to call vegording a question or for renewal of prescriptions.

Uhave reviewed and the read the above office policies and do hereby acknowledge
that ( will abide by these policies.

Patient’s Name: DOB:

Signature: Date:

YA polictes ave subject to change without notice**
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Marcella Bonwnicl, MD
Financial PoLLcH

Thank You for choosing Marcella Bonnlel, MD ag your healthneare provider. we welcome you and are
comumitted to providing the finest quality medical cave for our patients.

Please carefully read the following statenent of our financial policy prior to treatment. Feel free to
SpeaR to our financial personnel if you have any guestions.

tis Your responsibility to be aware of Your benefits. Exclusions, pre-existing conditions and
terminated benefits may wullify insurance coverage and transfer full vesponstbility to the patient. if
You are wackear of Your insurance benefits, You will weed to contact your tnsurance carvier for
clavification of covernae.

This office is not in the practice of changing or re-coding claims once they have beew billed. This
constitutes fraud; this will not be done or tolerated.

The office bills only for senvices performed 0y our provider. The Laboratory and radiology companies
- - 3 . & <

are o separate entity), and will bill you or Your basurance company for Labs or procedures that ave

performed. f you nave any questions regarding your Lak or vadiolegy LILL, please contact that

laboratory, radiclogy department, or Your LASUFANCE COMPANY.

AlL tnsurance cards must be provided at the time of service.

if the insurance information is not provided at time of service the patient will be seen on a cash basis.
Lunderstand that if | provide false lasurance lnformation i can be held accountable and prosecuteol s
Law provides.

Copay is due in full at time of service. if wnnble to provide the co-pay, the patient will be nssessed 2
£20.00 billing fee. For any returned checks a $25.00 returned check fee will apply.

Your flrst and secondt billing statements will be sent to you at no charge. if more than two statements
need to be sent, a $10.00 fee for vebilling adwministrative costs will be included.

If any monies are owed, they will be collected prior to seeing the physician. f unable to provide
payment, thew Your appolntiment may have to be rescheoluled.

Any insurance bills that are ot palo within 90 days will become the responsibility of the patient.

Dy Marcella Bonnlel has the viant to vefuse cave or discharae any patient whose account nas been sent
to collections.

There will be o £25 service charge for all docloments that need to be completed oy the provider.

our office accepts cash, checks, and credit cards as forms of payment.

It is your responsibility to notify our office if there is a change of nawe, insurance coverage,
residence, and/or phone number.

Lhave read the above Flnanclal Policu. | understand and aovee to abide by the ternas F this policu.
Y g Y potity

Patlent Nawe: Signature: Daote:

Rev: 11-11-13



Authorization/Request for Medical Recorols
Marcella Bonnici, MD
36320 Inland valley Prive, Suite 206
wildomar, CA 92595
Office 951-816-3233  Fax 951-816-3240
“This luformation has been dicclosed o you from records whose confidentiality is protected by fedeval Law.
Federpl regulation (42DFR Part 2) prohibits you from making any further disclosure of it without the specific

written consent of the person to whom it pertaing, or as otherwise permitted by such reaulations. A ceneral
awthiorization of the velease of mmedical or other information is NOT sufficient for this PUIPoSE.”

Patient nformation:

Patlent’'s Nane: DOB:
Address: C/L’Cgi

State: Z.ip Code: Phowne:

Requested Records From.: Records Released To:
Nawne: Nae:

Adodyvess: Address:

Phowe: Phowne:

Fax: Fax:

Reason for request/disclosure of records:

rReason for Request: Records to be bncluded:

__ Changing of Physician ___ All Recovds *

__ lnsurance Request _ bwmunlzation Records
— Moving out of Geographical Aven __ Progress Notes

___ Speelalist Request for Treatment __ Lab Reports

_ Parent/Legal quavdian's Copy - md’wtogg Reports

__ Cthey: ~ Othey:

T ALL records to be disclosed will bnclude communicable disense information, e.. AIDS tnformation or others.
This information oives consent to inspect and copy medical vecords whose confldentinlity is protected by
Federal laws which include special authorization to velease medical information wunder the Drug Abuse Office
andt Treatment Act of 1972 (P.L. 92-255) and the comprehensive aleohol abuse and alcoholic prevention,
treatment and vehabilitation act amendments of 1974 (9.L. 9=-282).

The undersioned heveby authorizes and consents to the disclosure by the abeve named clinie to the above named
Lompany O persons, or thelr representatives, or the bearer of this instrument of any and all information,
vecords, documents, reports, clinieal abstracts, histories, and charts, of every kind and description relating to
my condition, cave, confinement and treatment, and consent to the furnishing thew of photo static coples or
other coples of same.

BE (T FURTHER KNOWN that this consent is subject to revocation at any time except to the extent that action
nas been taken in veliance theveon. Hf personally requesting a copy of complete medical vecords, there will be o
$20 fee. Records to other physicians will be sent as a free courtesy for the first COPY. Subsequent coples vnay
neur 2 $20 fee.

[, (patient, parent or legal guardion), am outhorizing release of
medical vecords as specified. This request Ls in effect for one year unless otherwise stated.

Sigwnature: Date:

Rev 11-11-13



Nawne:

Marcella Bonniel, MD
Adult Medical HLstO@ Form

D.O®B.

Chief Complaint

what brings you to our office?

Present Status:

L. Ave You in good health at the present thme to the best of your knowledge?  Yes  No

2. Are You under a doctor's cove at the present time?

If yes, for what?

Y@s No

3. Are You taking any medications at the present time? (Include OTC meds, Supplements)

Yes  No
What: bosage:
What: Dosage:
what: Dosage:
whaot: Dosage:
What: bosage:
Wihat: Dosage:
What: Dosage:
What: bBosage:
What: Dosage:
What: Dosage:
What: Dosage:

+. Any allergies to any medications, foods, Latex, adhesive tope, ete.? Yes  No
what: Reaction:
What: Reactlon:
Wiat: Reaction:
what: Reaction:

Past Medical H’Lstorkur:

Allergies
Alcohol Abuse
Anemio
Amxietg
Avrthritis

Asthwa

Bleeding Dlsorder

Blood Transfu

Blood Pressure

Cthey:

ston

Cancer

Chicken Pox

COPD

Drug Abuse

Dlobetes

DVT

Eating Disorder
catlbladder Dlsorder

Gout

(Clrele ol that apptg)

Headoches/Migraine /Tension
Heartburn/Ulcers

Heart Valve Disorder

Heart Attacie

Heart Disease

Hiah Cholesterol

K.deeg Stones

K,de% Disense

Liver Disease

Lung Disease
Nervous Breardowin
Preumonio

Prostate Problevws
Psgch’uztric Itness
Rheuwmatic Fever
Strowre

TV% rold Dlsease

Tuberculosis

Page1of4  Nawe:
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5. Date of Last Colonoscopy:
Result? Normal Potgp(s) Other:

Recommended Re test n: Thvee  Flve  Ten Years?

&. date of Last Bone Dewsitg Test (DEXA):
Result? Normal Osteopenia Osteoporosis

F.ovacelings (put Opproximate year): Tetanus:

Preunmonla: ; Shingles:

8. Gynecological History: (females only)

Pregnancies: Number: Dotes:

voginal Dellvery or C-Section (specify):

s influenza vaccine:
; other:

-

Miscarviages:

Abortions:

Menstrual: Age of Onset (menarehe):

Duration:

Ave they Regular: Yes  No
Arethey: Light  Modernte
Poln Assoclated:  Yes  No
Last Menstrual Peviod:

Heav@

Aoge at Mewopa UsE:

Hormowne Reptaaemewt T]/lﬁmpgji
what:

Yes

No

BLth Control:
Tape:

Yes

Last Pap Senay:

H’Lsto% of Abnormal Pap smear?  Yes
Whew:

N

Treatment:

Date of Last mamumogram:

Awg Swfge@: Yes No

Normal? Yes

No

No

SpéaL{M: Dote:
Specify: Date:
Specl{g: Date:
Specify: Date:
Any Hospitalizations: Yes  No
Specl{g: Date:
Speci{g: Date:
Specl{g: Date:
Specﬁﬂj: Date:

Page20f4  Nawme:
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Family History:
7 L)

LIVING/DECEASED

FAMILY MEMBER:

MEDICAL PROBLEMS

FATHER

MOTHER

BROTHERS

SISTERS

PATERMNAL GF

PATERNAL &M

MATERNAL GF

MATERNAL GM

Has any blood velative ever had any of the following?

Page3 0f 4  Nawe:

Asthvn: Yes Noo Who:
High Blood Pressure: Yes No  who:
Kldw% Disease:  Yes No Who:
Diabetes: Yes Noo wWho:
Tuberculosis: Yes No o wWho:
Heart Disease: Yes Noo Who:
Stroke: Yes No o who:
Breast Cancer: Yes Noo Wi
Ovarloan Concer: Yes No Who:
Uterine Cancer: Yes No o Who:
Colon Cawncer: Yes Noo Who:
Prostate Cancer:  Yes No wWho:
Other Cancer: Yés No Who:

D.O.®B.
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Soctal/lifestule History:
1. Marital Status: Stwole  Pavtner Marvied  Widowed  Divorced
SPOUSES/Partners Nawe:

2. Children: (names/aoes)

2. wWho Ulves at hone with you:

4. Oceupation: (full time/part thme)

5. Edueation : Elementary High School 2-yr College “4-yr College
Gradunte School  (Clrele the highest Level achieved)

&. Do You Drink Alcohol? Yes No

# of drinks per day week month year
7. Swoking Habits: (check all that apptg)
—__You have never sioked clgarettes, cloars or a pipe.
__You quit smoking years ago and have not smoked since.
Thow many ppa did you smoke? How many years did you smoke?
——You curvently simoke 10 clgarettes per day (1/2 pack); 20 clgarettes per day (1pack); 20
clgnrettes per day (1-1/2 packs); 40 clgarettes per day (2 packs); more (Clrcle the
appropriate response)
____You swmoke cigars ov a Pipe
—__You chew tobaceo
Are You lnterested tn quitting?  Yes Mo
Have you ever tried to quit before? Yes No
g. (et Drug Use:  Yes No
Date of Last use:
How often:
Tgp@:
Mode of ngestion:
9. ActL\/Lt@ Level: (answer onty one)
—_lnactive—no regular physical activity with a sit-down job
__Light activity—no organizeo physieal activity during Leisure tine
__Modernte activity—oceasionally luvolved ln activities such as weekend golf, temnls,
Jogging, swinuming or cyeling.
—_Heavy activity—consistent Lifting, stalr climbing, neavy construction, ete., or vegular
participation in jogoing, swimming, cyjeling or active sports at Least three thmes per
WeeR.
__Vigorous activity—participation in extensive physical exercise for at least 6o
mbinutes per session 4 thme per week.
10. How would you rate your diet? Good  Fair Poor
11 Have You completed a Living will or a durable power or attorney for health care?
Yes  No

This information will assist us bn assessing your particular problem aveas and establishing your
medical management. Thank you for your time and patience tn completing this form.
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