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

Patlent Name:

(Last) (Filrst) ™My
Adoldress:
City: State: Zip Code:
Howme Phowe: Cell:
Preferved # Home or Cell
Birth date: Aoe: Gender: Male  Fewwale
Social security: Language:

Marital Status: Stnale Marvvied Widowed sepamted Dilvorced

Race: Caucasian.  Afr. Am.  Aslaw  Native Am.  Pac lslander

Other / Multl

Etlnw”ucltg: Hispanic / Now - Hispanic (Circle One)

EmpLog wment Information:
Patlent Empwg ev:

Occupatlow:

wWork Phowne:

Ext:

ln Case of Bmergency:

Prima ry contact:
Phowne#:

R&Lat/LOVLS?/H/,‘P:

274 Contact:

Phowne#:

R&Latlow&hlp:

Phowne #:

Pharmacg Nawme:
Address:

msurance Information: Medicare

PPO HMO Triw Nowe

Primarg:
Subsceriber Nawe:

Subsceriber DOB:

(D # or Soc. Sec. #

Group # or Control #:

Copag Annt:

R@Latiowsmp of Patient to nsured: Self Spouse  Child (Clrcle Owne)

if nsurance ks Through Employer: Employer Name:
Are LYou covereol b@ another Insurance: Yes

secowdarg INS:

No (Clrele one)

(D#

Page 1 of 2
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Web View Patient Portal

Due to popular demand, we are now offering a Patient portal to send Letters,
reminders § test vesults to our patients. You may use thts 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 vin
telephone, as messages via the portal may takre 4 8-72 hours to be recelved and
responded to.

If You ave interested 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 Llog tn. we will also need a securlty question for the vare
oceaston that you may forget Your password.

This is just one of the many ways to communicate with Your doctor’s office. If
you have any gquestions, please feel free to ask!

FAX EMAIL ADDRESS (S REQUIRED IN ORDER TO SIGN UPH*.

**ematl:

(Please write DECLINE if desived)

web view sccwitg Ruestions: Please choose one.
1. what Ls your Mother’'s matden name:

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

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

Assigniment 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 divectly to Marcella Bonnlcl,
M.D. Lunderstand that | am financially responsible for all charges tncurred by the
above patient for medical services whether or not they are covered by nsurance. |
hereby authorize Marcella Bonnicl, M.D. to relense all information necessary to
secure the payment of benefits from my insurance company. [ further agree that a
photocopy or facsimile of this agreement shall be as valid as the original.

Name: Slognature: Date:

FINANCIAL POLICY IS PAYMENT AT THE TIME OF SERVICE UNLESS PRIOR
ARRANGEMENTS HAVE BEEN MADE.

Page2o0f 2 ReV 12/26/14
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Marcella Bonnict, MD

ACKNOWLEDGEMENT OF PRIVACY PRACTICES AND INSTRUCTIONS
FOR RELEASE OF PERSONAL HEALTH INFORMATION

PATIENT NAME: DATE OF BIRTH

tacknowledae that | have veceived a copy of the Dr. Marcella Bownicl's Notice of Privacy Practices.

I alve permission to Mavcella Bonnicl, M.D. to release and discuss my personal health inforwation to/with:

Nane: Relatipnship:
Name: relationship:
Nawe: relationship:

L glve permission to Mareella Bonnicl, M.D. to communicnte messaoes reaaring appointments as follows:
—You may leave a vaessage on my answerbng vaaching / Cell Phone

__You may text messaoe myy appolntiment to:
—_You may leave a vessage with:

Name: ~elatlonship:
Nawe: Relationship:
Nawme: relationship:

L glve permission to Marcella Bowmicl, M.B. to communicate messages regarding referrals to another physieian as follows:
__You may leave a message on vy answering machine 7 Cell Phone

—_Yow may send 2 letter vie U.S. matl

__You may send an emil to:

taive permission to Mavcella Bonnicl, M.D. to communicate messaces reaarding Lab results, X-rays, and other tests as follows:
__Youmay leave a message on my answering machine / Cell Phone

__Youway send a letter via LS. wmail

—_You may send awn evanil to:

Other Instructions for the release of personal health information:

Patient/Lecal Guardian's Name:

Sionature of Patlent or Leaal Guardian: Date:

Rev: 11-11-13



Marcella Bonnicl, MD
Office Policies

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

1. Towake the wmost of Your visit and thme with the physician, please bring tn all of
Your current medication bottles or an accurnte List of every medicing you are taking,
Lncluding nawe, strenoth and directions of use.

2. Werequire that a parent or legal guavdian accompany all minor patients. (n case of
an emergency, please fill out consent for minor treatment. This form may be found
ove www impreellaborandcimd.com or You vay call our office for a copy of this form.
Please have the adult guardian bring it in with the minor on date of treatment. The
pavent or Legal guardian that accompanies the winor for medical services will be
responslble for any charaes or paywments required at time of service.

3. Please be on time for Your office visit. If you can not make your appointed time, please
aotvise us as spow as possible o that we may reschedule your visit. If you ave Late to
avvive for Your appolntvment, and still expect to be seew, every patient scheduled after
you will be delayed as well. wWe promise to do our best to stay on schedule, especially
with your help. Regardless, shouldd we fatl behind, we will do owr best to advise,
reassign, or reschedule your visit in a thmely fashion.

4. When seheduling your appolntment, the front office staff will be asking the veason
You need to be seen. This s liwportant so that the proper amouwnt of tlme can be
seheduled to veet the needs of your office visit.

cancellation/No Show Policy:

1. We ask that you call at least 24 buslingss hours tn advance to cancel an appolntment.
Patlents who cancel within 24 business hours may e assessed a $25.00 cancellation
fee.

2. Patients wio fail to show for appolntients without notifying the puysiclan’s office in
advance may be nssessed a $£25.00 no-show fee.

Laboratory/Radiology/Other Test Results:
Our office policy recarding all test vesults is to notify the patient by telephone, Letter or
email within two weeks of the test being rum. We do not believe Lin no news (s good news,
so please contact us if you have not recelved Your test results after 30 (thivty) days of the
test belng run. You may be asieed to schedule a follow up visit to discuss these results. we
Encourage Lou to participate bn your own health care. Should you have any question or
concern reanrding the test results, please call and sehedule an appolntiment with the
physielan so that it may be addressed.
Prescription Refill Policy:
1. Prescription requests are during regular office hours only. Mo preseriptions will be
provided after nours, on weekends or Friday atternoons. No vefills of anti-blotics will
ve provided without an appointiment.

102 Nawme: D.O.B. Rev: 11-11-13




2. Please contact Your phavrmacy for all prescription refill requests. The pharmacy should

contact us divectly). Some wedication refills may requive an office visit, so please
don't walt wntil you are abmost out to call these in.

FRA Controlled veedications can not be called nto the pharmacy. Patients will be
required to pick up a signed preseription at the office during reqular business hours.
No early refills of these medications will be allowed. You will also be required to be
seew at least every 3 wonths for vefills of this type of medications, or sooner at the
discretion of the physician. if not seen regularly, these medications will not be filled.
AnYy samples given at an appolntment will vequirve a follow up visit before a
prescription will be provided.

Telephone Calls/Messages:

Your care is very bmportant to us, but due to time constralnts, phone calls may o Re Up to 24
nowrs to return. f It is an urgent matter, please schedule an appointment so the doctor may
address (k.

Your lnsurance:

1.

We rely) on complete and accwrnte information regarding your lnsurance coverage.
You will be asked to provide or veview the data we have on file with every office visit.
Please have your lnsurance cavd with you each time You come for an appointment to
conflime Your data o correct any misinformation.

When necessary, the doctor may recommend testing, evaluntions, or services beyond
pur office copabilities. with different lnsurance companies offering many different
covernge benefits, it is lmpossible for us to guarantee that these refervals ave part of
your medical coverage. Although we will do our best to assist you, it is your
responsibility to conflim your covered benefits before recelving outside services.

Your Satisfaction:

1.

We truly want to Rinow Uf you experience a probleva ot our office. Please call or write
our office if there are any lssues that need to be veviewed or resolved. Not only would
we hope to vemedy) any curvent concern You may have, but also to learn from it that
we mmay bmprove our future carve for others as well.

we value all of our patients. Not all messages may be vesolved bnmeditely. Many
tlmes the doctor may be vequived to review and respond to o wmessage before they can be
resolved. Please allow us thme to provide a proper response. It vaay take one to two
ousiness days for non-urgent messages to be denlt with. Please do not wait wntil the
last moment to call regarding a question or for renewal of preseriptions.

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

Patient’s Nawe: DOR:

Signature: Date:

T pplicles arve swbjeat to change without notice**

20f2  Nawme: D.O.B. Rev: 11-11-13




Marcella Bonnicl, MD
Finawncial PoLch

Thank you for choosing Marveella Bomnlel, MD ag your healtheare provider. wWe welcome you and are
commnitted to providing the finest quatity medical carve for our patients.

Plense carefully read the following statement of our financial policy prior to treatment. Feel free to
spear to our flnancial personnel if You have any questions.

It is our responsibility to be aware of Your benefits. Exclusions, pre-existing conditions and
terminateot benefits may nudlify lnsurance coverage and transfer full responsibility to the patient. 1f
you are vanelear of your insurance benefite, You will need to contact your tnsurance cavrier for
clavification of coverage.

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 services performed by owr provider. The Laboratory and radiclogy companies
are a sepavate entity, and will bill yow or Your tnsurance company for Labs or procedures that are
performed. if you have any questions regarding your Lab or radiology bill, please contact that
Laboratory, vadiology department, or Your lnsurance company.

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

if the nswrance tnformation is not provided at time of service the patient will be seen ow a1 cash basis.
Lunderstond that if [ provide false insurance information | con be held accountable and prosecuted as
Law provides.

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

Your first and second billing statements will be sent to you at wo charge. If more than two statements
need to be sent, a $10.00 fee for vebilling administrative costs will be bneluded.

tf any weonies are owed, they will be collected priov to seeing the physician. If unable to provide
payment, thewn your appolntment may have to be rescheduled.

Any lnsurance bills that ave not patol within 90 days will become the responsibility of the patient.

Dr. Marcella Bonnicl has the vight to refuse care or discharge any patieat whose account has been sent
to collections.

There will be a $25 service charoe for all documents that need to be completed by the provider.

Our office accepts cash, checks, and credit cavds as forms of payment.

tis Your responsibility to notify our office if there is a change of name, insurance coverage,
residence, and/or phone number.

(have vead the above Funanciol Policy. | understond and aovee to abide bu the termes o this policu.
Y 4 Y poticy

Patient Name: Slonature: Date:

Rev: 11-11-13



Authorization/Request for Medical Records
Marcella Bonnici, MD
36320 nland valley Drive, Suite 206
Wildomar, CA 92595
Office 951-816-3233  FAX 951-816-3240
“This information has been disclosed to you from records whose confidentiolity is protected by federal Law.
Federal regulation (42DFR Part 2) pronibits you from making any further disclosure of Lt without the specific

written consent of the person to whom Lt pertains, or as stherwise permitted by such regulations. A general
authorization of the release of vedical or other information is NOT sufficlent for this purpose.”

Patient information:

Patlent’'s Nawme: DOB:
Addvess: C/Ltgj:

State: ZLP Coole: Plione:

Requested Recorols From: Records Released To:
Nawme: Nawie:

Address: Address:

Phowe: Phowe:

Fax: Fax:

Reasow for request/disclosure of records:

Reason for Request: Records to be ncluded:

__ Chawnging of Phgsiciaw _ All Recovds *

__ lnsurfnce Request _ numunization Recovols
_ Moving out of Geographical Aren __ Progress Notes

___ Speclnlist Request for Treatment ___Lab =eports

—_ Parent/Legal quardian's Copy _ Radiclogy Reports

__ Cther: _ Othey:

*AlL vecords to be disclosed will lnclude communicnble disense information, £.0. AIDS Lnformotion or others.
This information olves consent to tnspect and copy medical recorvls whose condflodentinlity is protected by
Federal laws which Daclude special authorization to release medical information under the Drug Abuse OFfice
and Treatment Act of 1972 (P.L. 92-255) andl the comprehensive aleohol abuse and aleoholic prevention,
treatment and rehabilitation act amendments of 1974 (9.L. 92-282).

The wndersigned hereby authorizes and consents to the disclosure by the above named clinic to the above named
COMPRNY) OF DEVSONS, 01 Ehely vepresentatives, or the beaver of this instrioment of any and all information,
records, docluments, reports, clinieal abstracts, histories, and charts, of every Rind and description relating to
my conditlon, cave, conflntrment and treatment, and consent to the furnishing them of phote static coples or
other coples of savme.

BE T FURTHER KNOWN that this consent ls subject to revocation at any time except to the extent that action
has beew. taken in reliance thereon. i persenally requesting a copy of complete medical vecords, theve will be
$20 fee. Recovdls to other physicians will be sent as a free courtesy for the flrst copy. Subsequent coples may
bneur o $20 fee.

¥ (patient, pavent or legal guardion), am authorizing release of
medical vecords as specified. This request is in effect for one year unless otherwise stated.

Signature: Date:

Rev 11-11-13



Marcella Bonnici, MD
Cownsent for Treatment for a Minor

Patlent Nawme: D.OB: Today's Date:
1) I, the wndersigned parent/ouardian of a wlinor, do hereby authorize and
divect Marcella Bonnicl, MD and the staff at Dr. Bownicl's to provide ongoing routine and emergency
health cave. This consent shall revaain Ln effect wntil or until revoked Ln writing.
Pavent's/quardian’s Name Signature Date
Witness’ Nanee: Sionature: Date:
2) |, the undersigned parent/cuardion of a minor, do hereby) authorize

to bring my child to thelr doctor’s appolntments. This consent
shall remain Ln effect until or until vevored Ln writing.
Parent’'s/Guardian’s Name Sionature Date
witiness” Noawme: Signature: Date:

=) The patient has beew deemed qualified to consent to his/her own health cove sevvices. Emancipation
or Legal exceptions have been established based on the following:

___ Bmancipation, self-supporting, free or parental cave, custooly anol control

_ Married, or prevlous% marrleo minor

_ Fawily Planning Services

___ Diagnosis/treatment for venereal disease

_ Wwnder the nfluence of a dangerous drug or nareotic

_ Meets mature walnor eriterin

___ Other (explain):
Clintelan’'s Name: Sionature: Date:
Patient’s Nawe: Stgnature: Date:

4) Due to the following situation, adwinistrative/legal approval has been obtained for
(treatwent/procedure), bg Adwmlinlstrator.
___Unavailable parents/auardian

_ Abawndoned Minor

5) Telephone Consent

1. Consent by telephone may be obtained when prompt treatment is needed or desivable if an adult
patlent s unable to give consent, or the patient is a minor.

2. Telephone consents require two witnesses.

2. Whenever possible, telephone consent should be follow up with a signature or fax. The fax should be
attached.

Consent obtained from: Name Relationship:

Date: Telephone #:

Witness’ Nawme: Slonature: Date:
witness’ Name: Slonature: Date:

Rev. 09-27-12



Marcella Bonnicl, MD
Pedilatric Medical H’Lstovg Form
Ages: 0-12

Namwe: D.OE. A0 Sex: M

Person filling out form: Relationship to pt:

Chief complaint:
what brings Yousthe child to our office?

Birth ﬁistorg:

1. Blrth Wwelght: Lengti: Heao Clreuwmterence:
2.wWas the birth: ©on Time E&WLg (how many weeks) Late (how many weeks)
2. \Was the deLLve%: Natural  C-Sectlon

4. Any Complications during Preanancy:
5. Any Complications during delivery:

&. Bld the baby go home with mom? Yes No

if no, how many days/weeks did the baby stay in the hospital:

Past Medical History:
1. 1s the child in good health at the present thme?  Yes  No
2. Any Dlagnosed Medical Problems: Yes No
Sp@cl{g: Date:
Sp&cﬂﬂj: Date:
Specify): Daote:
3. Any Medications taken on a regular basis: Yes No
wWhat: Dosage:
what: Dosage:
whaot: Dosage:
4. Any allergles to any medications, foods, Lotex, adhesive tape, bee stings, ete.? Yes
what: reaction:
what: Reaction:
what: Reaction:
5. Serlous (njuries, including Loss of consclousness: Yes  No
Spec’u{g: Date(s):
Specl{g: Date(s):
Spea'u{g: Date(s):
o. AnyY Surgery: Yes  No
Sp@clﬂj: Date:
Sp@cﬁfg: Date:
7. Any Hospitalizatlons:  Yes  No
Speetfy: Date:
Speetfy: Date:

10f 2 Name: P.O.B. ReV 12/2/14



Has the child ever had any problems with the following? (i Yes, Please explain)

Eges/vﬁsiow: Yes  No
Feet: Yes No

Digestion/Nutrition: Yes  No

Bors/Hearing: Yes  No

MVLM/KLD{!A%S: Yes  No
Jolnts: Yes  No

Skin: Yes  No

Lungs: Yes  No
Teeth: Yes  No

Heavt: Yes No

Selzures: Yes  No

Repeated nfections: Yes No

Social tHistory:
1. Plense list all of the people tn the househola:

Nanee: Aoe: Relationship:
Name: Age: Relationship:
Nawme: Aoie: Relationship:
Name: Age: Relationship:
Name: Age: Relationship:

2. Does the child go to a baby sitter, day care, or pre-school regularly: Yes No

3. Is the child bn school? Yes  No
Navee of sehool: Grade:

4. Have there been any recent stressors/changes tn the child’s Life: Yes No
Plense explain:

Fawily History:
L) O

FAMILY MEMBER: | LIVING/DECEASED MEDICAL PROBLEMS

FATHER

MOTHER

BROTHERS

SISTERS

PATERNAL GF

PATERNAL M

MATERNAL GF

MATERNAL GM

20f3 Nawme: D.O.B.
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Past Medical H’Lstorgz (Clrcle all that [prtg)

Allergles Cancer
Awnemla Chicken Pox
Anxiety/Depression Diabetes
Asthvun Heart valve Disoroley
Bleeding Dlsoroer PreUmonio
Blood Transfuslon Rhewmatic fever

DQVQLQP ment:

Do You have any concerns about the following: (If Yes, Please Explain)
Development: Yes  No
Behavior: Yes  No
Eating Habits: Yes  No
Sleeping Habits: Yes  No
School Experience: Yes  No
Bathroom/Toilet Habits: Yes  No
Discipling: Yes  No
Other (explain): Yes  No
FEMALE ONLY- Menstrual: Age of Onset (menarche):

Duration:

Ave they Regular: Yes  No

Arethey: Light  Moderate  Heavy

Pain Assoclated:  Yes  No

Last Menstrual Peviod:

lmmunizations: (please fill out below or attach a copy of yowr wmunization vecord)

Dtap 1. 2. 3. 4. 5.

PV =. 4.

Hepatitis A

Hepat’utls B

EESEESRRS

Hio

RV

SEIRE

PCV

MM®R

varteella

Menbngococeal

SIEISIFSI SRS

HPV

SEEEEEEEEEE

T/Td op

This tnformation will assist us in assessing your particular problem arvens and establishing
Your medical management. Thank You for Your thme and patience tn completing thls form.

202 Name: D.O.B. RevV 12/2/14




