Valle Verde Medical Group

PATIENT INFORMATION
Last Name: First Name: Middle Name:
Birth/Maiden Name Gender: Female Male Driver's License Number:
Social Security: Marital Status Date of Birth:
Race: Ethnic Group Language:
Home Address: City:
State: Zip Code: Country:
Home Phone #: Cellular #: Work #:
Preferred Contact Method: Preferred Reminder Method:
Patient’s Employer Occupation:
Allergies: - Mother’s Name:

In case of Emergency, who should we notify?

Relationship to Patient : Phone:

PRIMARY INSURANCE COMPANY: ‘ Effective Date:

Policy #: Group #:; Social Security # :

Name of insured: Date of Birth: Relationship to Patient:
SECONDRY INSURANCE COMPANY: Effective Date:

CONSENT FOR MEDICAL TREATMENT OF A CHILD

I make an oath and say that | am the parent/lawful guardian of the child listed above and there are no court orders now
in effect that would prohibit me from conferring the power to consent upon another person. | here consent to my
child's medical examination or treatment. Such treatment may include but is not limited to the following: medical
examination, diagnoses, medication, immunizations, x-rays, lab work, local anesthesia , transportation by ambulance,

hospitalization. This consent will remain in effect until it is revoked by notifying my child's medical health care provider
in writing.

ASSIGNMENT AND RELEASE

I, the undersigned, have the insurance listed above and directly assign Valle Verde Medical Group all medical benefits. If
the insurance does not cover | agree to pay for the services rendered to me or my dependents. | hereby authorize the
doctor to release information to secure payment of benefits. | authorize the use of my signature on all my insurance
claim forms whether sent by mail or electronically.

Patient’s/Parent’s/Guardian’s Signature: Date:




VALLE VERDE MEDICAL GROUP

Family Medicine with Obstetrics
1332 Natividad Road, Suite C
Salinas, CA 93906
(831) 754-1544
FAX: (831) 754-2984

Stephen D. Saglio, M.D. Eloy Romero, M.D. .
Shahnaz Otanian, P.A.-C. Ronald Gavilan Yodu, M.D.
Blair Cushing, D.O. Daniel Demirchyan, M.D.

Valle Verde Medical Gmup is oommilted to the best quality obstetriaal servioes Al
deliveries are atiended at the New Natlvidad Medical Center (NMC).

Natividad Medical er is equipped with the latest technological and specialty
services. The speclcg‘l'tn; services are as follows:

< Neonatal Intensive Care Unit
% Perinatology Specialist accessible 24 hours per day .
¢ Pediatricians avallable for every complicated delivery and Cesaréan Section

¢ Aheltcopter padfortransportingpragnantpatientsorbabiastoStanfordor
UC San Franciséo -

% Specialty Restdoncy Program in Famlly Practice

All these factors insure the highest level of excellence in the care received by our
patients.

Various providers atAValIe Verde may attend the prenatal care visits. Our doctors attend
the deliveries at the'hospital in cooperation with the team of specialists mentioned
above. If our dOt?,bl‘s are not available there is always an obstetrician in our call group
who will be there With one of the Family Practice Residents to aftend the delivery.

Therefore, at NMC, each delivery is usually attended by at least two physicians, again
insuring the highest level of care.

Please feel free to discuss any of the above issues when you come to your prenatal

visits. Let us know if you have any objections or preferences in terms of the care we
described by your second prenatal visit so that arrangements can be made and
documented if any modifications are necessary.

No Modifications are necessary. Sincerely,

Stephen D. Saglio, M.D.

Patient's Signature Date

NMC OB Services



VALLE VERDE MEDICALGROUP
Advance Health Care Directive
Required for ALL patients 18 years of age and older, and all emancipated minors.

| have been given information about Advance
Patient's Name Health Care Directive.

O 1do have an Advance Health Care Directive and will provide a copy to my doctor
on . ~

O |do not have an Advance Health Care Directive and | wish to complete one at this
time.

O 1do not have an Advance Health Care Directive and | do not wish to complete one at
this time.

Directiva Anticipada de Atenci6n De Salud

Se requiere para todos los pacientes de 18 afios o0 mas y menores emancipados

Yo he recibido informacion acerca de Directiva
Nombre del paciente Avanzada de Cuidado de Salud.

O Yo tengo una Directiva Avanzada de Cuidado de Salud y le voy a dar una copia a mi
doctor en .

O Yo no tengo una Directiva Avanzada de Cuidado de Salud y dese6 completar una

hoy.
O Yo no tengo una Directiva Avanzada de Cuidado de Salud y no deseo completar una
hoy.
Patient's Signature: Date of Birth
Firma del Paciente: Fecha de Nacimiento:

Signature of person explaining information to patient:

Printed Name; Date:

Comments:




Valle Verde Medical Group

OPTIONAL

Authorization to Release Personal Information

Patient's Name: DOB:

To Whom It May Concern:

| authorize to

pick-up medical records from yoiir office containing personal information. I'm aware
that | need to sign the Medical Records Request first. He/she is also authorized to

schedule/re-schedule my appointments, pick-up my prescriptions disability, lab and X-
ray referrals. J

Initials | authorize release of information regarding my account to the person listed above.
Patient's
Signature: Date:

Consent for Minor Medical Care (Optional)

Initials | authorize - to take

my child to the doctor and have the person listed above sign authorization to provide medical
care including immunizations and injections that my child might need.

Parent/Legal Guardian's Signature: Date:




HIPAA Notice of Privacy Practices
We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and

privacy practices with respect to protected heaith information. ¥ you have any objections to this form, please ask
wlpukwuthIPMComphrmOMhpmorbymu(&‘l)?smm.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices and have
suthorized the methods of communication as listed below:

Authorized Method of communication (Check all that apply)

Residence Telephone Cell Phone Work Telephone Wiikien
Cormespondence
Mai/Delivery Service

« ) () ()

Leave call back number | | Leave call back Leave call back number | Fax

only; do not leave a number only; do not only; do not leave a

mensage lsave a8 message message QN SE———

Okay to leave a detalied blaybluwu Okay 10 leave detalled | e-mal

message with person detalled message on message with operator

answering the phone personal voice mall

Okay to leave a detalied ' Okay 1o leave &

message on the detalled message on

answering machine personal voice mall

Print Name Signature:

Date of Birth : Date:




Your Guide to Understanding

Central Coast Health Connéect
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HEALTH INFORMATION EXCHANGES / PATIENT PORTALS

L

We use and share your health information with your doctors/providers involved in your care through the Central Coast
Health Connect, a Health Information Exchange (HIE) and the SVMHS patient portal using a secure internet connection.
An HIE Is 3 way of sharing health information with other participating health care providers or entities for treatment,
payment and health care operation purposes. This allows your participating heaith care provider to have your most
recent information available from other participating health care providers when making decisions about your care. You
may opt-out and prevent your medical information from being avaliable through the Central Coast Health Connect, or
prevent the sharing of your health information by e-malling the CCHC help desk at cche-
help@centraicoasathealthconnect.org or calling (831) 644-7494.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION: For Treatment, For Payment, For Health Care Operations,

Appointment Reminders, Treatment Alternatives and Health Related Benefits and Services, individuals involved in Your
Care or Payment for Your Care

*SPECIAL SITUATIONS:

*As Required by Law. We will disclose Health information when required to do so by international, federal, state or
local law.

*To Avert a Serious Threat to Health or Safety. We may use and disclose Health information when necessary to
prevent a serious threat to-our health and safety or the heaith and safety of the public or another person. Disclosures,
however, will be made only to someone who may be able to help prevent the threat.

“Lawsuits and Disputes. if you are involved in a lawsuit or a dispute, we may disclose Health Information in response to
a court or administrative order. We also may disclose Health Information in response to a subpoena, discovery request,
or other lawful process by someone eise involved in the dispute, but only if efforts have been made to tell you about the
request or to obtain an order protecting the information requested.

*Law Enforcement. Wemvmhauueaithlnfomﬂonlfmubyahwenfommemmmﬂuhlomuﬁonls:(l)
In response to a court order, subpoem,mmnt,smmmmorsimihrpmm(!)lmﬂedhfomﬂontohdenﬂvw
locate a suspect, fugitive, material witness, or missing person; (3) about the victim of a crime even If, under certain very
limited circumstance, we are unable to obtain the person’s agreement; (4) about a death we believe may be the resuits
of criminal conduct; (S) about criminal conduct on oud premises; and (6) in an emergency to report a crime, the location
of the crime or victims, or the identity, description or location of the person who committed the crime.

*Workers’ Compensation. We may release Health information for workers” compensation or similar programs. These
programs provide benefits to work-related injuries or Hiness.

*Military and Veterans. If you are a member of the armed forces, wemym&aumui\lnfomcﬂonumqmﬂy

military command authorities. We also may reiease Health mfomﬁontotheawmpﬂatebntnmmvluﬂ\odﬁulf
you are @ member of a foreign military.

*Public Health Risks. Wemaydisdoseﬂealthlnfomﬁonformnchenlthacﬂvlﬁes Theseactmuespnenllylndude
disclosures to prevent or control disease, injury or disability; report births and deaths; report child abuse or neglect;
report reactions to medications or problems with product; notify people of recalis of products they may be using; a
personmmayhmbeenexposedtoadlseanormbeatriskforoonhcthgorspmadhgadhnnormnﬂthn
and the appropriate government authority If we believe a patient has been the victim of abuse, negl:ctordomesﬁc
violence. We will only make this disclosure if you agree or when required or authorized by law.

*Research * Business Associates *Organ and tissue Donation
*Health Oversight Activities  *Data Breach Notification Purposes



