: Welcome to our Practice: 
Please take a few minutes to answer the following questions, so we can better assist you with your health care needs.  
 PATIENT INFORMATION: 
Name: ____________________________________________________________________________________ 
 	 	Last Name,  	 	 	First Name 	 	 	Middle Name 
Date of Birth: ________________________________ Social Security: _________________________________ 
Address: ___________________________________________________APT:___________________________ 
City: _________________________________________________ State: ______________ Zip: _____________ 
Home Phone: (_________) ______________________ Cell Phone: (_________) _________________________ 
Email: ____________________________________________________________________________________ 
Sex: Male ____ Female____            Single ____ Married ____ Divorced ____ Widowed ____ Separated _____
Race/Nationality: 	 African American _____ Caucasian _____ Hispanic ____ Native American _____ 
 	 	 	 	 Oriental/Asian _____Pacific Islander _____ other _____
 
 
IN CASE OF AN EMERGENCY, WHO SHOULD WE CONTACT? 
Name: ____________________________________ Relationship: ____________________________________ 
Address: __________________________________________________________________________________ 
City: _________________________________________________ State: ______________ Zip: _____________ 
Home Phone: (_________) ______________________ Cell Phone: (_________) _________________________ 
 
 	 PRIMARY INSURANCE:  
Insurance Company: _________________________________________________________________________ 
Policy # ________________________________________ Group # ____________________________________ 
Person Responsible for Account: _______________________________________________________________ 
 	 	 	 	 	 
Relationship to Patient: ___________________________ Name: _____________________________________ 
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: Welcome to our Practice: 
Please take a few minutes to answer the following questions, so we can better assist you with your health care needs.  
 
Advance Directive:  
Do you have an Advance Directive?    YES _________ NO _________
 Would you like written information about Advance Directives?  YES __________ NO _________
  
 Rx and Pharmacies:  
I authorize Arturo Valderrama, MD, INC to review my external Rx history: ___________ Initial _________ Date 
 
Which Pharmacy are you currently using? ________________________________________________________ 
 	 	 	 	 	 	Name  	 	 	Phone Number 
 \\ 
 
ASSIGNEMENT AND RELEASE:  
     I hereby consent to and authorize the administration of all diagnostic and therapeutic treatments that may be considered advisable or necessary in the judgement of the attending physician.  I hereby authorize the physician to release any information acquired in the course of my examination or treatment.  
     I hereby authorize payment directly to ARTURO VALDERRAMA, M.D., INC for all insurance benefits otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges, whether or not paid by my insurance, and for all services rendered on my behalf or my dependents.  
     I authorize the above doctor and /or any provider or supplier of services in this office to release any information required to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions. 
     I am informed that in case I cannot attend my appointment, I will cancel or reschedule 24 hours in advance to avoid the charge of 25.00 dollars.
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 SIGNATURE OF RESPONSIBLE PARTY: __________________________________ DATE: ____________________ 
 
ARTURO VALDERRAMA, M.D., INC. 
345 F STREET, SUITE #220, CHULA VISTA, CA 91910 PHONE (619) 397-5400     FAX (619) 397-5445 
