PHYSICIAN-PATIENT AR

Article 1: Agreement to Arhitrate:
were unnecessary or unautharized or were improperly, negligently,
law, and not by a lawsuit or resort to court process except as Califomia law provides g
into it, are giving up their constitutional right to have any such dispute decided ina cd

Article 2: Al Claims Must ba Arbitrated: It is the inteation of the parties that this af
service provided by the physidan induding any spouse or heirs of the patientand any
dlalm. In the case of any pregnant mother, the term “patient” hereln shafl mean both §
All dlaims for monetary damages exceeding the jurisdictional limit of the small dz
corporation or partnership, and the employees, agents and estates of any of them,
death, emotional distress or punitive damages. Filing of any action in any courtby

BITRATION AGREEMENT

ItIs understood that any dispute as to medical nfalpractice, that is as to whether any medical services tendered underthis contract
ar incompetently [e

dered, will be determined-by submission to arbitration as provided by Caltfornia
fudicial review of arbitration proceadings. Both parties to this contract, by entering
rteflaw before a jury, and instead are accepting the use of arbitration.

reement bind all parties whase daims may arise out of or relate to treatment or

children, whether barn ar unborn, at the time of the oocumvence giving rise toany

e mother and the mother’ expected child or children,

d court agalnst the physician, and the physiclan's partners, assedates, assodiation,

t be arbitrated including, without limitation, daims for loss of consortium, wrongful

d physidan or patient to collect or contest any medical fee shall nat waive the rightto

compel arbiltration of any malpractice claim. However, following the assertion of any alpractice claim, any fee dispute, whether or not the subject of any existing court

action, shall also be resolved by arbitration.
Artidle 3; Procedures and Applicahte Law: A demand for arbitration must be com

arbitrator) within thirty days and a third avhitrator (neutral arbitrater) shall be selecteq

cated In wiiting toall parties, Each party shall select an arbftrator (party
by the arbltraters appolnted by the parties within thirty days of a demandfora

neutral arhitrator by either party. Fach party t the arhitration shall pay such party's pjo rata share of the expenises and fees of the neutrel arbitrator, together with other

expenses of the arbitration incurred o approved by the neutral arhitrator, not including

counsel fees or witness fees, or other expenses incurred by a party far such party’s

own benefit. The parties agrea that the arbitrators have the immunity of a judicial offiter from vl lizbility when acting in the capacity of arbitrator under this contract. This
Immunity shall supplemant, not supplant, any other applicable statutory or common {aw.

Either party shall have the abselute right to arbitrate separately the Issues of (iability &

The parties consent to the intervention and jeinder in this arbitration of any person or

uponsuch intervention and joinder any existing court action against such additional p
The parties agree that provisions of California taw applicable to health care providers

to, Cade of Givil Procedure Sections 340.5 and 667.7 and Civl Code Sections 3333.1 2ng

or summary adjudication in accordance with the Code of Guil Procedure. Discavery shi
depositions may be taken without prior approval of the neutral arhitratar.

Article 4: General Provisions: All daims hased upon the same incldent, transaction &
and forever barred if (1) on the date notice thereofis received, the claim, if asserted in§

(2) the dlaimant fails to pursue the arbitration dlaim in accordance with the proceduie
expressly provided for, the arbitrators shall be governed by the California Code of Gvil

Article 5: Revocation: This agreement may be revoked by witten notice delivered to
all medical services rendered any time for any condition,

kol

damages upon written request to the neutral arbitrator.

ity which would otherwise be a proper additional party in a court action, and
on or entity shall be stayed pending arbitratien.

all apply.to disputes within this arbitration agreement, induding, but not limited
3333.2. Any party may bring befare the arbitrators a motion for summary judgment
 be conducted pursuant to Code of Gvil Procedure section 1283.05; however,

related circumstances shall be arbitrated in one proceeding. A claim shall be waived
cvil actian, would be barred by the applicable Califoria statute of limitations, or
presaibed herein with reasonable diligence. With respect to any matter nat hereln

Procedure provisions relating to asbiiration.

he phystdan within 30 days of signature. ftis the intent of this agreement to apply to

Article 6: Retroactive Effect: If patient intends this agrecment to awver servites rendered before the date it issigned (incuding, but not limited to,

emergency treatment) patient shouldinitial below:
Effective as of the date of first medical services

If any proviston of this arbitration agreementis held invalid or unenforceable, the re
any other provision.

lunderstand that | have the right to receive a copy of this arbitration agreement, By m

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE
ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR

By: éég E: ;
Physlcien's ar Autharized Representative’s Signature {Date)

Print or Stamp of Phystcian, Medical Group, or
,mmm E’-‘amlly Medical Group
720 N. Harbor Bivd. Ste B

Fullerion, CA 92832
T) 714 782-7700 F) 714-982-3979

A slgred capy of this documentis to be given tothe Patlent. Original s to be filed tn Patients
(9-13)

Patlentsor Patient Regresentativefs nitials
ining provisions shall remain in full force and shallnot be affected by the invalidity of
siqnature below, | acknowledge that | have received a copy.

ISSUE OF MEDICAL MALPRACTICE DECIDED BY NEUTRAL
URT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT.

By:

Patient’s ¢r Patlent Representative’s Signature (Date)

Sy:

Print Patients Name

(if Represantative, Print Name and Relationship to
Patient)

deII recorls.



BETHEL FAMILY MEDICAL GROUP

Middle

Last Name 8: Date of Birth 4 A 2 &
name:
Street address T4 city ZAl: State F: | zip IE:

Home Phone &} M2t Cell phone & E: E-mail OO &:

Gender ‘S & Social Security # 24 H= Driver License 27 B5:
M/F E/0]

Guarantors Name 22 X} 42

Guarantors Address 22 At 4

Guarantors Social Security Number 2 S Xp A8 H=:

Guarantors Date of Birth BEXAE Y.

Patient relationship to Guarantor 2 =Xt} stxtetol A

Name O| &: Relationship to patient 2tAHt2| ZHA: Phone T %}:

I/We do hereby consent to and authorize the performance of all treatments, surgeries and medical
services deemed advisable by the physicians and staff of Bethel Family Medical Group to me or to the
above-named minor of whom | am the parent or legal guardian. | hereby certify that, to the best of my
knowledge, all statements contained hereon are true. | understand that | am directly responsible for all
charges incurred for medical services for myself and my dependents regardless of insurance coverage. |
furthermore agree to pay legal interest, collection expenses, and attorney’s fees incurred to collect any
amount | may owe. | also hereby authorize Bethel Family Medical Group to release information
requested by insurance company and/or its representatives. | fully understand this agreement and

consent will continue until cancelled by me in writing.

Signature of Patient/Responsible Party Date

Name of Patient/Responsible Party (Please Print) Relationship to Patient




HEALTH HISTORY QUESTIONNAIRE

All questions contained in this questionnaire are strictly confidential and
will become part of your medical record.

Name (& &h): Gender (‘A 8): M (Eh), F (0) Date of Birth (A4 H & &):

Allergy (Z &I X]): Yes (Ol]) No (OtL|R) If yes, to what (40| 2| X[ 7t AELI7)?

What kind of reaction ({ 80| Qo8& L7

Medical History (%‘ L, °:=| /A 3___‘-“ =) | | Surgery (-”;‘*—% LK ﬁ)

Current Medications (B A A= 2f/d 2, 83, 3l=): Past Meds (G| 21 0fl AAA| & oF):




Age(LHO]) | Alive("E) | Significant Health Problems (& LI )
Mother (Z.2): Yes/no
Father (5%1): Yes/no
Siblings (& X|/AFOH): Yes/no

Relatives (X1 & Lig{/Qt, &, A& 0|, B, EY 5):

s o 0 e

Smoking (EHHH): Yes (Cll), No (OtL|2) Drinking alcohol (£): Yes (0f]), No (OtL| &)
How much (2 Z})? How often (& OtL} X}3=)?

Marital status (2 2L 2): Married (2 &), Exercise (25): Yes (0]), No (OfL]| )
Single (0| 2), Divorced (0| ), Widowed (AHE) How often (& OfLE X}3=)?

Tests and Procedures (G X1 Ofl SFALE ZHAL 7|2) | Date(HE) | Result (B3

Colonoscopy/EGD (CHE /9 & LHA|E)

Chest x-ray (B85 AHE)

Abdominal ultrasound (28 Z=S1})
4 A

Carotid ultrasound (Ci &2 A A

Treadmill stress test (& & Z A

Echocardiogram (8% =1}

EKG (M= HA}

Last eye check up (2F2} A Al

DEXA (2L E HAH

Mammogram (O] 4 2+ A

Pap smear (0| At=5 2 H A}

Hepatitis shots A and/or B (A &/ & 7t FAh):

Tetnus shot (Lt &HE FAH:

Pneumonia shot (H & 0f| & F=Ah:

Zoster vaccination (CH&F £ FEA}):




Bethel Family Medical Group
720 North Harbor Ste B, Fullerton, CA 92832
Wonbae Choe, M.D. 714-782-7700

I hereby acknowledge that I received a copy of this medical practice's Notice of Privacy Practices. I
further acknowledge that a copy of the current notice will be posted in the reception area, and that a copy
of any amended Notice of Privacy Practices will be available at each appointment.

O I would like to receive a copy of any amended Notice of Privacy Practices by e-mail at:

Signed: Date:

Print Name: Telephone:

If not signed by the patient, please indicate relationship:
O Parent or guardian of minor patient
O Guardian or conservator of an incompetent patient

Name and Address of Patient:

Por la presente reconozco que he recibido una copia del Aviso de esta practica médica de practicas de
privacidad. Ademas, reconozco que una copia del aviso actual seré fijada en la zona de recepcion, y que
una copia de la Notificacién de Practicas de Privacidad modificado estard disponible en cada cita.

0O Me gustaria recibir una copia del Aviso de Practicas de Privacidad modificada por e-mail a:

Firmado: Fecha:

Imprimir Nombre: Teléfono:

Si no esta firmada por el paciente, por favor indique la relacion:

0 El padre o tutor del paciente menor de edad
a Tutor o curador de un paciente incompetente

Nombre y direccion del paciente:




