William F. Sima, M.D., Inc.~Orthopaedic Surgeon
322 Posada Lane, Suite A ~ Templeton, Ca 93465
Phone: 805.434.5555 ~ Fax: 805.434.5502

Thank you for scheduling an appointment with my office. I look forward to evaluating your orthopaedic condition.
As a new patient I need your assistance with the information that will be used to establish your account and medical
chart. Attached is paperwork for vou to complete PRIOR to vour appointment.

If a question does not apply to you, write N/A (not applicable) in the appropriate space.

TO AVOID RESCHEDULING PLEASE BRING THE FOLLOWING ITEMS FOR YOUR INITIAL
APPOINTMENT:

e PLEASE ARRIVE 15 MINUTES PRIOR TO YOUR SCHEDULED APPOINTMENT
e ALL COMPLETED FORMS SENT TO YOU FROM OUR OFFICE

e CURRENT INSURANCE CARD(S)

e PICTUREID

ORIGIN of PAIN

(This information is required by all insurance
Companies)

Under the provisions of the contract with your private insurance for you and your dependent (s), liability may be an exclusion of your
policy. So that your private insurance company can determine if they are correct in accepting liability for the services provided for this
problem/injury, they will need the following information:

BODY PART FOR THIS VISIT: (Right or Left)

1. Is vour pain/concern due to: (Circle one of the below)

A. Gradual onset
B. Accidental injury

2. Briefly describe the onset of your currentsymptoms:

3. Is the illness/injury due to an automobile accident, liability accident or Workman’s Compensation?
O Yes o No

If ves. please provide the following information: Date

of accident; / /

Nature of accident: O Auto O Workers Compensation 0 Liability
Claims address (Auto/Work Comp/Liability):

Claim Number:

I CERTIFY THE ABOVE STATEMENTS TO BE TRUE TO THE BEST OF MY KNOWLEDGE.

Patient Name:

Signature (Patient/Responsible Party): Date:

Name of Responsible Party: Relationship to Patient:
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William F. Sima, M.D. Orthopaedic Surgeon
322 Posada Lane, Ste A

Templeton, CA 93465-4003

(805)434-5555

"NAME (LAST, FIRST)

MAILING ADDRESS CITY, STATE - ZIP
HOME WORK CELL EMAIL(Responsible Party)
(1 do not wish to receive updates:
SSN DOB SEX Marital Status
M F S M D W
EMPLOYMENT STATUS EMPLOYER/ SCHOOL OCCUPATION
ETHNICITY: PREFERRED LANGUAGE: PRIMARY MD REFERRING MD

N

"NAME ' ~ | RELATIONSHIP TO PATIENT | SSN

MAILING ADDRESS CITY, STATE - ZIP
HOME WORK CELL

"NAME OF INSURANCE COMPANY | INSURED’S EMPLOYER OCCUPATION

NAME OF INSURED RELATIONSHIP TO PATIENT | SSN DOB SEX
M F
NAME OF INSURANCE COMPANY INSURED’S EMPLOYER OCCUPATION
NAME OF INSURED RELATIONSHIP TO PATIENT | SSN DOB SEX
M
NAME PHONE # RELATIONSHIP

I am responsible for payment due at time of service (ie: co-pay, co-ins, ded, non-covered/denied services, and/or cash pay)
1.5% per month (18% per yr) interest charge and/or late fee may be added to unpaid balances over 30 days.

$25.00 non-sufficient funds (NSF) fee will be charged for all returned checks.

$50.00 may be charged for appointment cancelled or missed without 24 hours notice.

$15.00 minimum charge may be charged for completion of forms.

$15.00 may be charged for providing inaccurate, outdated, and/or incomplete insurance information that result in additional
billing.

There may be a charge for copying medical records.

+ 1authorize payment of medical benefits to William F. Sima, MD for services provided.

Patient/Responsible Party Signature Date



William F. Sima, M.D., Inc.

Orthopaedic Surgery, Sports Medicine and Joint Replacement

AUTHORIZATION TO RELEASE / OBTAIN INFORMATION

I hereby authorize William Sima, M.D. to obtain any and all medical records pertinent to my care from any physician,
hospital, or other health care professional.

I also hereby authorize William Sima, M.D. to release any medical records belonging to them concerning my care to any
physician, hospital, or other health care professional. These may include but not be limited to mental health records
protected by Lanterman Pertis Short Act, drug and alcohol abuse records and HIV test results to any except as specifically
follows:

This authorization is effective now and will be in effect for the time that I am a patient of William Sima, M.D., or until I
revoke it in writing.

William Sima, M.D. reserves the right to modify the privacy practices outlined in the notice.

RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN ACKNOWLEDGEMENT FORM

A copy of the HIPPA guidelines for the office of William Sima, M.D. was made available to me to read at the front desk.
Upon request a copy can be made. I understand that due to these guidelines, medical information will only be discussed
with me and those listed below. Medical information may include but is not limited to appointments, prescriptions, test
results and chart notes.

NAME: Relationship to Patient: Date of Birth:
NAME: Relationship to Patient: Date of Birth:
Patient Name: Date of Birth:
Signature (Patient/Responsible Party): Date:
Name of Responsible party: Relationship to Patient:

Documentation of Attempt to Obtain Acknowledgement of Receipt of Notice of Privacy Practices

An attempt was made to obtain an acknowledgement of receipt of the “Notice of Privacy Practices” on
The acknowledgement was not obtained because:

___ The patient was undergoing emergency treatment.
____ The patient declined to sign the acknowledgement.
__ Other

Name of Staff Member: Date:

Consent to Photograph/Videotape/Film/Interview Individuals

I give William Sima, M.D., Inc. permission to photograph, videotape, film and/or interview myself, and to publish said photographs.
videotapes, films, written testimonials and/or interviews on the internet, Dr. Sima’s web site and all other forms of media. The
photographs, videotapes, etc. shall constitute the exclusive property of William Sima, M.D., Inc. and may be reproduced by William
Sima, M.D., Inc., without compensation or payment to the individual concerned or any other person. I also hereby release William
Sima, M.D., Inc. and his employees from all claims, demands, and liabilities whatsoever in connection with the above.

Patient Name: Signature: Date:

Responsible party: Signature: Relationship to Patient:







