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Demographic and Insurance Intake Form

Name:

Last Name First Name

Facility: Home|:|AL DBCDSNFD

Address (with 9 digit zip code):

Middle Initial

Phone: ( ) Personal Phone: ( )

Sex: M F  Social Security: Date of Birth:

Marital Status: MEISCIWEIDE] Height: — Weight: Ethnicity: Language:
Pharmacy Name: Phone Number:

Primary Medical Condition(s):

Can patient sign own consent form: Y[ N[]

Home Health / Hospice: Referred By:

Insurance Information: (We will need a copy of all of your insurance cards)

Name of Policy Holder:

Primary Insurance:

ID/Policy # Group Number:

Secondary Insurance:

ID/Policy # Group Number:

Responsible Party (who should receive the bill):

Name: Relationship to patient:

Email: Address:

Phone Number: Cell Number:

Emergency Contact (if different from above):

Name: Relationship to patient:

Email: Address:

Phone Number: Cell Number:

Approved By:

Matthew Lefferman, D.O., Medical Director
9233 West Pico Boulevard Suite #230, Los Angeles, CA 90035
Tel: 310-356-8146 Fax: 310-356-8142 Web: www.accesshealthca.com
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AUTHORIZATION FOR TREATMENT AND ASSIGNMENT OF BENEFITS

I/ We request to secure the professional services of Access Healthcare Associates, including Dr. Lefferman and any
nurse practitioner and/or physician associate practicing under his license, for medical treatment. | authorize Access
Healthcare Associates to furnish the necessary medical treatment and/ or procedures, including laboratory services
(i.e. blood draws, flu vaccines, EKG’s). | am aware that the practice of medicine is not an exact science and |
acknowledge that no guarantees have been made to me as the result of treatment/ diagnostic procedures.

| understand that Access Healthcare Associates and Dr. Lefferman does from time to time rely upon third-party
providers to assist with patient care such as specialist physicians, home health agencies, hospice agencies, and
diagnostic laboratory and radiology companies; these providers operate and bill independently and are not under the
direct supervision of any of the providers at Access Healthcare Associates.

I/ We hereby authorize and consent to the use of psychotropic, narcotic, and antidepressant medications (e.g. Ativan,
Xanax, Haldol, Percocet, Morphine, Lexapro) where appropriate. Where indicated, the risks and benefits of their use
have been explained to me and I/we am aware of their addictive potential. Alternative therapies have been discussed
and reviewed.

I/ We hereby authorize and direct my insurance carrier to pay directly to this provider of medical services any benefits
due under my insurance plan. | agree to pay the balance of expenses not paid under this plan. I/ We understand | am
responsible for any deductible and coinsurance. Should the account be referred to an attorney for collection, the
undersigned shall pay actual attorney fees and collecting expenses. If | am uninsured, | understand that | am fully
responsible for all charges.

I/ We authorize Access Healthcare Associates to use and disclose any of my personal health information, treatment,
payment and health care operations purposes requested by this insurance company necessary to collect benefits
under the policies in effect at the time of treatment or any policies which | subsequently make claim against for
hospital services including related physicians’ services on this or related date of services. Unless indicated, this
authorization includes but is not limited to the release of information related to drug, alcohol, HIV antibody and/ or
psychiatric treatment. I/ We further authorize any physician and/ or institution that attended this patient previously
to furnish medical records or information which maybe requested by Access Healthcare Associates.

I/We understand that I/ we have the right to refuse treatment and to revoke consent for treatment. |/ We also have
the right to be informed of the medical consequences of such refusal or revocation and to be informed of available
alternate treatment. When the patient/ resident is determined by the physician or a court of law not to be mentally
competent to make a decision regarding treatment, the decision may be made by the legal representative or other
surrogate decision maker in accordance with applicable state and federal law. My signature on this form indicates (1)
I/We have read and understood the information provided, (2) have had a chance to ask questions, (3) I/We agree to
and have authorized and consented to the above.

NOTICE TO CONSUMERS: Medical doctors are licensed and regulated by the Medical Board of California,

(800) 633-2322, www.mbc.ca.gov.
Signature Name Date

Patient/Resident

Signature Name Date

Legal Representative/Relationship

Matthew Lefferman, D.O., Medical Director
9233 West Pico Boulevard Suite #230, Los Angeles, CA 90035
Tel: 310-356-8146 Fax: 310-356-8142 Web: www.accesshealthca.com
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Telemedicine Consent Form

PURPOSE: The purpose of this form is to obtain your consent for a telemedicine consultation with a physician.
Telemedicine and virtual check-ins have been recently authorized by CMS. Access Healthcare Associates has
engaged these services as a new way of providing high level care to our patients.

NATURE OF TELEMEDICINE CONSULTATION: Telemedicine involves the use of audio, video or other electronic
communications to interact with you, consult with your healthcare provider and/or review your medical
information for the purpose of diagnosis, therapy, follow-up and/or education. During your telemedicine
consultation, details of your medical history and personal health information may be discussed with other
healthcare professionals through the use of interactive videos, audio and telecommunications technology.
Additionally, a physical examination of you may take place and video, audio and/or photo recordings may be
taken.

RISKS, BENEFITS AND ALTERNATIVES: The benefits of telemedicine include having access to medical specialists
and additional medical information and education without have to travel outside of your local health care
community. A potential risk of telemedicine is that because of your specific medical condition, or due to
technical issues, a face-to-face consultation may be necessary after the telemedicine appointment. Additionally,
in rare circumstances, security protocols could fail causing a breach of patient privacy. The alternative to
telemedicine consultation is a face-to-face visit with a physician.

MEDICAL INFORMATION AND RECORDS: All laws concerning patient access to medical records and copies of
medical records apply to telemedicine. Dissemination of any patient identifiable images or information from the
telemedicine consultation to researchers or other entities shall not occur without your consent.

CONFIDENTIALITY: All existing confidentiality protections under federal and California law apply to information
used or disclosed during your telemedicine consultation.

Patient Consent to the Use of Telemedicine

| have read and understand the information provided above regarding telemedicine, have discussed it with my
physician or such assistants as may be designated, and all of my questions have been answered to my satisfaction.
| hereby give my informed consent for the use of telemedicine in my medical care.

| hereby authorize Matthew Lefferman, DO, and Access Healthcare Associates to use telemedicine in the course of
my diagnosis and treatment.

raﬂamix_lyame

‘patient’s Signature Date
(or authorized person to sign for patient)

Relat;znshi%tq Patients Matthew Lefferman, D.O., Medical Director
(if authorized signer) 9233 West Pico Boulevard Suite #230, Los Angeles, CA 90035
Tel: 310-356-8146 Fax: 310-356-8142 Web: www.accesshealthca.com
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Credit Card Authorization Form

As a medical practice, our goal is to provide you and your loved one with the best medical care available. As
a small business, we strive to regulate our expenses and cost of doing business. What a patient owes their
doctor once their insurance company has paid its portion is individual to each patient’s insurance plan. In
an effort to streamline patient payments, we are asking our patients to provide us with their credit or debit
card number which we will keep in our secure file. Nothing will be charged to you until after your insurance
has been billed and we receive an “Explanation of Benefits” (EOB) from Medicare. What would be charged
to your card would be the Patient Responsibility portion as defined by your EOB.

The maximum that we would automatically charge your card would be $500.00. However, this amount is
generallylessandmaybecoveredbyyoursecondaryorsupplementalinsurance. You will receive an e-mail
confirmation with the amount charged. If your Patient Responsibility is greater than $100.00, you will
receive a statement from Access Healthcare Associates reflecting a payment up to the maximum and any
remaining balance owed.

Thank you for your cooperation and understanding.
AUTHORIZATION TO CHARGE MY CREDIT/DEBIT CARD FOR MY YEARLY DEDUCTIBLE

| AUTHORIZE Access Healthcare Associates to charge my credit or debit card with the balance due (Patient
Responsibility) portion of my insurance company’s EOB (not to exceed $500.00). If | feel that the Patient
Responsibility on my EOB is inaccurate, | must resolve this issue directly with my insurance company. Any
correction or change in the EOB will be reflected as a credit or additional charge on my credit or debit card.

PATIENT NAME (printed):

DATE:

RESPONSIBLE PARTY (printed) (If different than patient):

CREDIT CARD HOLDER SIGNATURE (Either patient or responsible party)

VISA/MASTERCARD/AMERICAN EXPRESS CARD #

EXP.DATE: 3 DIGIT SECURITY CODE (on back of card):
Billing Address City State
Zip Billing Phone #

E-MAIL ADDRESS:

Matthew Lefferman, D.O., Medical Director
9233 West Pico Boulevard Suite #230, Los Angeles, CA 90035
Tel: 310-356-8146 Fax: 310-356-8142 Web: www.accesshealthca.com
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