Rassettv Gynecology

Edwin R. Ramirez, M.D.
1801 Solar Drive, Suite 251, Oxnard, CA 93030
Telephone: 805-278-0190 Fax: 805-278-6291

PATIENT INFORMATION

Maiden Name First Name Middle Initial Last Name Date of Birth
Address City State ZiP
Home Phone Cell Phane Work Phone
Social Security Number Driver's License Number
Employer Occupation
E-Mail Gender: M F Marital Status: M S D W
Spouse Name Referred to our office by
Primary Care MD: Name Office Phone Number
Preferred Lab Preferred Pharmacy

INSURANCE INFORMATION

Please give your card to the receptionist to copy, COPY MUST BE ON FILE

Primary Insurance D # Group #
Subscriber Name Date of Birth

Subscriber Social Security Number Employer
Secondary Insurance ID# Group #
Subscriber Name Date of Birth

Subscriber Social Security Number Employer

IN CASE OF EMERGENCY

Name of local friend or relative

Relationship Home Phone Cell Phone

INSURANCE AUTHORIZATION AND ASSIGNMENT

| directly assign all medical benefits to Rassetti Cosmetic Gynecology institute {Edwin Ramirez, MD) and understand that |
am financially responsible for all charges, whether or not paid by My insurance company. | also understand that | am
responsible for any and all collection fees that may be incurred. | authorize Dr. Ramirez to release all necessary
information to secure payment of benefits. | further agree that a copy of this agreement shall be as valid as the original. |
also give my permission for Edwin Ramirez MD, to provide my medical care, or the medical care of my dependent.

Patient/Guardian Signature___-. Date




Rassettv Gynecology

HISTORY AND PHYSICAL EXAMINATION

TODAY'S DATE

Patient Name: DOB:

Age: Sex: Ht: Wit:

Reason for Consultation:

Address:

City: State: Zip:

Home Phone: Work Phone: Cell:

Email Address:

Occupation: Employer:

Who referred you to Dr. Ramirez?

Who is your primary physician?

Are you taking any medications?

Are you allergic to any medications?

Family History
Cause of Death Age
Father Living / Deceased
Mother Living / Deceased
Number of Siblings #living__ / #Deceased

Po you have a Family History of:

Yes | No | If yes, which family member (indicate paternal or maternal

Heart Disease

High Blood Pressure

Diabetes

Stroke

Cancer

If yes location:

Thyroid Disease/ Cancer

Qther diseases




Review of Your Body Systems: Do you have now, or have you ever had any of the following?

Yes

No

Please Explain

Anermia

Arthritis

Blood Transfusions

Bowe! Discrders

Breast Disease

Cancer

Chicken Pox

Diabetes

DES Exposure

Endometriosis

Excessive Bieading

Gall Bladder

H. Hernia/Pegtic Ulcer

Headache/ Migraine

Heart Disease

Hypertension

Infertility

Jaundice/ Hepatitis

Kidney Disease

Respiratory Disease

Psych. lliness/Depression

Seizure Disorder

Skin Disease

Thyroid Disease

Urinary Infections

Varicose Veins/ Phlebitis

Past Surgical History:

Date

Procedure

Iliness History (other than Surgical Procedures):

Date

Procedure

Tests: (give date last don

e

Test

Year Performed

Not Sure

Never Done

Results

Pap Smear

Breast Exam

Mammogram

Rectal exam

Sigmoidoscopy

Cholesterocl

Rubella

Triglycerides

Thyroid Profile

Tetanus (DTP)

Bone Density

| Other




Menstruai Period: (if Appiy)

Age Onset: Problems with Breasts:
Date of Last Period Unusual Vaginal Discharge:
Periods: Regular:___Irregular: __ Difficulty with Periods:

Pregnancies: (if Apply)

# of Children Born Alive: # of Cesarean Sections:
# of Premature Births: # of stillborns
# of miscarriages: # of Abortions

Describe any complications:

Your Personal Habits: (Do you?)

Please Explain

Do you exercise regularly (3 to 4 times per week)?

Do you use illegal drugs?

Do you use alcohol?

Were you ever a heavy drinker?

Do you smoke?

if ever, when did you stop?

Do you have an eating disorder? Anorexia Bulimia

Have you ever been physically abused?

Do you feel safe in your home?

Any Concerns?

My signature indicates that the above information is true and correct to the best of my knowledge.

Signature

Patient Signature

Date




Raessettt Gynecology

Edwin Ramirez, MD
1801 Solar Drive, Suite 251
Oxnard, CA 93030

Phone: 805-278-0190
Fax: 805-278-6291

Charges for Missed Appointments

Dear Patient,

Please be informed of our policy concerning charges for missed appointments. We take patient care seriously
and if you are not making your appointments then we are not able to give the quality of care that is our
standard at Rassetti Gynecology. If you have any questions regarding this information, please feel free to
contact the office manager to have your issues addressed.

Rassetti Gynecology requires 24-hour notification of an appointment that needs to be canceled or
rescheduled. Each missed appointment or same day cancellation will be charged a $40.00 fee which will need
to be paid before the patient will be seen for any subsequent appointments.

L, , agree to the above terms and conditions.
{Print Name)

Patient signature: Date:




Rassettv Gynecology

Edwin Ramirez, M.D.
1801 Solar Drive, Suite 251, Oxnard, CA 93030
Telephone: 805-278-0190
Fax: 805-278-6291

PERSONAL HEALTH INFORMATION

The Department of Health and Human Services has established a “Privacy Rule™ to help insure that personal information
is protected for privacy. The Privacy Rule was also created in order to provide a standard for certain health care providers

to obtain their patients consent for uses and disclosures of health information about the patient to carry out treatment,
payment, or healthcare operations.

As our patient we want you to know that we respect the privacy of your personal medical information and will do all we
can to secure and protect that privacy. When it is appropriate and necessary, we provide the minimum necessary
information to those we feel are in need of your health care information and information about treatment, payment or
health care operations, in order to provide health care in your best interest.

We also want you to know that we support the full access to your personal medical records. We may have indirect
treatment relationships with you (such as laboratories that only interact with physicians and not patients) and may have to
disclose personal health information for purposes of treatment, payment, or healthcare operations. These entities are most
often not required to obtain patient consent.

You may refuse to consent to the use or disclosure of your personal health information, but this must be in writing. Under
this law, we have the right to refuse to treat you should you choose to refuse to disclose your Personal Health Information
(PHI). If you choose to give consent in this document, at some future time you may request to refuse all or part of your
(PHI). You may not revoke actions that have already been taken which relied on this or previously signed consent.

If you have any objections to this form. please ask to speak to a HIPPA compliance officer.

You have the right to review a privacy notice, to request restrictions and revoke consent in writing after you have
reviewed our privacy notice.

Print Name:

Signature: Date:




PATIENT RECORD OF DISCLOSURES

Patient Name:

DOB:

I wish to be contacted in the following manner (check all that apply)

O Home Telephone

O Written Communication

0  O.K. to leave message with detailed information 0 OX.tomail to my home address

O Leave message with call-back number only L O.K. to mail to my work address
0  O.K. to fax to this number

O Work Telephone

O  OK. w leave message with detailed information U Other

[l Leave message with call back number only

Signature: Date:

For Office Use Only
Record of Disclosures of Protected Health Information
Date Disclosed To H Purpose of Disclosure By whom Disclosed (3] 3
4} Check this box if the disclosure is authorized
{2) Type key: T-Treatment Records; P-Payment Information; H-Healtheare Operations

{3y Method Disclosure was made: F-Fax; P-Phone; E-E-mail; O-Other




Edwin Ramirez M.D. FACOG

Gynecology-Infertility-Minimally Invasive Surgery
1801 Solar Drive Suite 251, Oxnard. 93030 CA (office) 805 278-0190 (fax) 805 278-6291

TELEHEALTH INFORMED CONSENT

Telehealth is healthcare provided by any means other than a face-to-face visit. In telehealth services, medical and
mental health information is used for diagnosis, consultation, treatment, therapy, follow-up, and education. Health
information is exchanged interactively from one site to another through electronic communications. Telephone

consultation, videoconferencing, transmission of still images, e-health technologies, patient portals, and remote patient
monitoring are all considered telehealth services.

Patient’s Initials

| understand that telehealth involves the communication of my medical/mental health information in an
electronic or technology-assisted format.

I'understand that | may opt out of the telehealth visit at any time. This will not change my ability to receive future
care at this office.

I understand that telehealth services can only be provided to patients, including myself, who are residing in the
state of California at the time of this service.

[ understand that telehealth billing information is collected in the same manner as a regular office visit. My
financial responsibility will be determined individually and governed by my insurance carrier(s), Medicare, or Medicaid,
and it is my responsibility to check with my insurance plan to determine coverage.

l'understand that all electronic medical communications carry some level of risk. While the likelihood of risks
associated with the use of telehealth in a secure environment is reduced, the risks are nonetheless real and important to
understand. These risks include but are not limited to:

* Itis easier for electronic communication to be forwarded, intercepted, or even changed without my
knowledge and despite taking reasonable measures,

« Electronic systems that are accessed by employers, friends, or others are not secure and should be avoided. It
is important for me to use a secure network.

* Despite reasonable efforts on the part of my healthcare provider, the transmission of medical information
could be disrupted or distorted by technical failures.

I agree that information exchanged during my telehealth visit will be maintained by the doctors, other healthcare
providers, and healthcare facilities involved in my care.

I understand that medical information, including medical records, are governed by federal and state laws that
apply to telehealth. This includes my right to access my own medical records (and copies of medical records).

Funderstand that Skype, FaceTime, or a similar service may not provide a secure HIPAA-compliant platform, but |
willingly and knowingly wish to proceed.



I understand that | must take reasonable steps to protect myself from unauthorized use of my electronic
communications by athers.

The healthcare provider is not responsible for breaches of confidentiality caused by an independent third party or
by me.

| agree that | have verified to my healthcare provider my identity and current location in connection with the
telehealth services. | acknowledge that failure to comply with these procedures may terminate the telehealth visit.

I understand that | have a responsibility to verify the identity and credentials of the healthcare provider rendering
my care via telehealth and to confirm that he or she is my healthcare provider.

I understand that electronic communication cannot be used for emergencies or time sensitive matters.

I understand and agree that a medical evaluation via telehealth may limit my healthcare provider's ability to fully
diagnose a condition or disease. As the patient, | agree to accept responsibility for following my healthcare provider’s
recommendations—including further diagnostic testing, such as lab testing, a biopsy, or an in-office visit.

I understand that electronic communication may be used to communicate highly sensitive medical information,
such as treatment for or information related to HIV/AIDS, sexually transmitted diseases, or addiction treatment (alcohol,
drug dependence, etc.}).

I understand that my healthcare provider may choose to forward my information to an authorized third party.
Therefore, | have informed the healthcare provider of any information [ do not wish to be transmitted th rough
electronic communications.

By signing below, | understand the inherent risks of errors or deficiencies in the electronic transmission of health
information and images during a telehealth visit.

I understand that there is never a warranty or guarantee as to a particular result or outcome related to a
condition or diagnosis when medical care is provided.

To the extent permitted by law, | agree to waive and release my healthcare provider and his or her institution or
practice from any claims | may have about the telehealth visit.

I understand that electronic communication should never be used for emergency communications or urgent
requests. Emergency communications should be made to the provider’s office or to the existing emergency 911
services in my community.




I certify that | have read and understand this agreement and that all blanks were filled in prior to my signature with the
opportunity to have questions answered to my satisfaction.

For electronic communication between Dr. Edwin Ramirez, MD and staff and

(Patient’s name)

Patient or Legal Representative Signature/Date/Time Relationship to Patient

Print Patient or Legal Representative Name Witness Signature/Date/Time

E certify that | have explained the nature of this agreement to the patient/patient’s legal representative. | have answered
all questions fully, and 1 believe that the patient/legal representative (circle one) fully understands what | have
explained.

Healthcare Provider Signature/Date/Time

copy given to patient original placed in chart
initial initial

Optional National Emergency Crisis Language

I understand that due to the state of the current national emergency crisis, telehealth is offered by Edwin Ramirez, MD
10 appropriate patients in an effort to comply with federal and state mandates of isolation and social distancing as an
effort to provide protection to everyone.

The purpose of this form is to obtain your consent for a telehealth visit with one of our healthcare providers at the office
of Rassetti Gynecology 1801 Solar Drive Suite 251, Oxnard California 93030,

The purpose of this visit is for the care of during the national emergency.
(Patient’s name)




