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' i Desert Spine, Sport & Joint Center
" Dr. Sohail Ahmad
Orthopedic Surgery & Sports Medicine
FPatient information
First Middle Last
i
Address City State Zip Code
" Phone/Cell . SS# Date of Birth
Email Address Emergency Contact: Name and Phone #
Gender; M'arle/Female : : Refarrad By:
{;\:‘: e B O R Y e e A M r ;: ; ;
Work Cop Carrier Information® i ‘ i
Insurance.Name. Address City State Zip

Claim Number ' Date of Injury Body Part Injured
Adjuster Name Phone #
;;‘ .

Fax#

g

L{ mpa vment Inarm ati

Narme of Employer ; Telephone Number - Occupation
4
Address - City State

Zip Code




Asslgynrnent and Release
I have insurance with the above mentioned carrier and assign directly to
at § am financially responsible for alf charges

Dr, Ahmad all medical beneffis. | understand th
incurred-and net covered by my health plan. 1 understand that a copy of my insirance card

{frcnt & back) as well a ghoto ID is required atthe time of services for billing purposes. 1 hersby
authorize Dr. Ahmad to release all Information necessary to secure payment of beneflis. |
authorize the use of this signature on all my insurance submissigns.

!
Date

Sigrature '

HIPAA
Iy , fully understand that all health information given fo the Dr and his staff
is personal and wnﬁc{enﬁai. 1 also understand that absolutely no information will be given to

any persen without prior written consent from m_vsalf ard understand that it must be kept on

file and updated yearly., .
i

Signature Date,

Consent for Tresiment |

| hereby authorize and consent Pr. Ahinad to Interpret/perform any x-ray exam, labaratory
tasts and all treatment rendered to myself of my thildren. '

Signature ’ ' Date

I AMedicare Autharizaiion

| request the payment of authorized Medicare benefits be made efther to m= or on iy hahalf
to the physician rendering service; Co-Insurance and deductible ars based upon the charge

determingtion of the Madicare Carrier.

.
1

Signature ' Data




' Sohail Ahmad, MD
Board Certified Orthopedic Surgeon

TO: Attorney Physician:
RE:
DOL: Chart No.

I do hereby authorize the above doctor to furnish you, my attomey, with a full report of his examination,
diagnosis, treatment, prognosis, etc., of myself in regard to the incident in which I was involved.

I hereby authorize and direct you, niy attorney, to pay directly to said doctor such sums as may be due and
owing him for medical services rendered to me by reason of this accident, arid to withhold such sums from
any settlement, judgment or verdict as may be necessary. to adequately protect said doctor. I hereby further
give a lien on my case to said doctor against any and all proceeds of any settlement, judgment or verdict
which may be paid to you, my aftorney, or myself as the result of the injuries for which ] have been treated

or injuries in connection therewith.

[ fully understand that I am directly and fully responsible to said doctor for all medical bills submitted by
him for service rendered and that this agreement is made solely for said doctor's additional protection and
in consideration of his awaiting payment. And I further understand that such payment is not contingent on
any settlement, judgment or verdict by which I may eventually recover said fee.

Dated: Patient’s Signature: Patient's Name

Dated: Physicians’ Signaturez—— . Physicans Name

v of record of the above patient does hereby agree to observe all terns of the

" The undersigned being attorne
above and agrees to withhold such sums from any settlement, judgment or verdict as may be necessary to

adequately protect said doctor named above.

Dated: Attorney’s Signature: Attorneys Name




SR DESERT SPINE SPORT & IOINT. CENTER
. DR. SOHAIL AHMAD MD
BOARD CERTIFIED ORTHOPEDIC SPINE & SPORT SURGEON

DATE: L AGE / EDAD
~ PATIENT'S NAME:(%NOI\%['BRE]
PRIMARY CARE .PHY'SICI%AN
Side Involved: Right Left Both____-
Derecho: Izquierdo: Ambos:

History of Present lllness:

1.Whatare been seen for today:
Para que te estan viendo hoy:

2. Describe onset symptonis; ‘
Describe los sintomas de inicio: .

3. Describe current sympotoms:
Describe los simtomas agtuals:

X

4, Describe activities that make symptoms worse:
Describe actividades que empeoran los sintomas:

5. Describe activities the make symptoms better:
Describe actividades que‘mejoran los sintomas:

6. Have you ever been seen for this injury before:
Alguna ves has sida visto por ésta lesion:




Past Medical History Histdrico médico:

1. Medial conditions: Encircle those that apply:
Condiciones médicas: Enclerre en un circulo las que correspondan:

High blood pressure Hipertensdo Diabetes Hiv
Heart attack Atague cardioco Stroke acidente vascular cerebral
Hepatitis Hepatite Shortness of breath rafta dear
" Irregular Heartbeat Chast Bad de batimentos cardiacos irregulares
Chest Pain Dor no peito Bload Clots cosguios de sangue
Asthma asma Seizures convulsdes
Blood in Stool sangue nas fezes Congestive Heart Failure insuficiéncia Cardfaca Congestiva
Blood in Urine Sangre in orina Kidney Problems problemas Renals
Cancer{Type Modeloi_  ___) Other outra:

2. List all medications with dosages you are currently taking:
Liste todos os medicamentos com ds dosagens que vocé estd tomando atualmente

() Yes, they include: sim, efes Incluem () None Nentum

3. List all allergies you have: tiste todas as alerglus que vocé tem

() Yes, they include: Nenhum { ) None Nenhum

1]

4. List all previous surgerles, including dates: Liste todas as cirurglas antetfores, incluindo datas
() Yes, they include: Nenhum ( } None Nenhum

Social History Histéria Social:

Qccupation ocupagdo: .
Do you smoke Voce fuma? Yes () No ¢
Do you drink alcohol vocs beke dlcool Yes ( } Nol(,

What sports or activity do you participate in and how often:
De quais esportes ou atividades vocé participa e com que frequéncia

Who may we thank for your visit?
A gquemn podemos agradecer a sua visfta

Thank You




ACTIVITIES OF DAILY LIVING (ADL'S)

. : 3
(Patient: Please answer each question once with an X in the appropriate column. Note that these
questions should be answered as they pertain to your activities of daily living based on your
current injury. If the activity does ot apply to you please answer N/A)

Date:

Name:

If NO please explain

Are you able to: ; Yes | No | NA .
1. Dress yourself including shoes 1 -
2. Wash. and dry yourself : '
3. Take a bath 3
4. Get on and off the toilet

5. Cut your food

6. Lift a full cup to your mouth

7. Make a meal

3. Write a hote .

8. Type a message on a computer
10. Use a telephone

11. Work outdoors on flat ground
12. Climb up 1 flight of stairs (10 steps)
13. Stand H
14. Sit ' -
15. Recline

16. Rise from a chair

17. Run errands

18. Light housework

19. Feel what you touch

20. Open car doors '

21. Turn faucets on and off

22. Get in and out of 4 car

23. Sleep

24. Engage in sexual activity

R
]

{rev 1-2013)

Date:

Patient Signature:

Provider Initials Date_
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PHYSICIAN-PATIENT ARBITRATION AGREEMENT
Article 1: Agreement to Arbitrate: It is understood that any dispute'as to medical malpractice, that is as 0 whether any medical
services rendered under this contract were unnecessary or unauthorized ér were improperly, negligently or incompetently rendered,
will'be determined by submission to arbitration as provided by California Jaw, and ndt by a lawsuit or resort to court process except
. —as.Califosnia law provides forjudicial review-of arbitration proceedings. - Beth parties te this-confract; By, entering into.it, are-giying
- ~—ipthelf constiitional righit o have &rly such dispitte décided fn & court of law before a sy, and insfead are accepting Hie use of
' arbitration. :
Asticle 2: Al Claimis Must Be Arbitrated: It is the intention of the parties tifat this agreement shall cover all claims or controversies
whether in tort, contract or. therwise, and shall bind all parties whose claims may arise out of or in any way relate to treatment or
. services ‘provided or, not provided by the below identified physician, ‘medical' group-or “association, thelr" partners, “assaciates,
associztions, corporations, partnerships, employees, agenfs, clinics, and/ér providers (hereinafter collectively referred to as
“Physician”) to 4 patient, including any spotise or hetrs of the patient and any childreh; whether born ‘or unborn, at the time of the
occurrence ghving Tise to any claim. In the case of any pregnant mother, the term “patient’ herein shall mean both the mother and the
mother’s expected child or children. - . e i ‘

!

from the patient si:a]_l.not walve the right to compel
aim against Physician, any fee dispute; whether or

Filing by Physician of any action in any court by the physician to collect any fee
arbitration of any malpractice claim. However, following the assertion of any cl
not the subfect of any existing court action, shall also be resolved by arbitration.
cable Law: A demand for arbitration must be cmmunicated in writing by U.S. mail, postage
e claim against Physician, the amount of damages spdght, and the names, addresses and telephone
¢) hisher attorney, The parties shall thergafter select a neutral arbifrator who was previously
de over the matter, Both parties shall have the absdlute right to arbitrate separately the issues
ot 1o the arbitrator, Patient shall pursue his/her claims with reasonable diligence, and the
Adt-(9 US.C. 8§ 1-4).

de of Civil Procedure §§ 1280-1285 and the Federal Arbitration
hare of the neutral arbifrator’s fees'and expenses.

. Article 3: Procedures and Appli
. prepaid, to all parties, describing th
. nurmbers of the patient, and (if applicabl
a California supetior court judge, to presi
of liability and damages.upon written reque
arhitration shall be governed ptrsuant,to Co
The parties shall bear their own costs, fees and expenses, along with a prorata s
tends this agreement to cover.all services rendered by Physician not only after the date it

Article 4: Retroactive Effect: The patient in
also before it was signed as well.

s signed (including, but not limited to, emergency treatment), but
. Article 5: Revocation:. This égreement may be revoked by written notice delivered t6 Physic;can wi

not revoked will govern all medical services received by the patient,
(s) of this Agreement is declared void and/or unenforceable, such
the Agreement enforced in accordance With California law.

I'acknowledge that Thave received a

thin 30 days of signature and if

Article 6: Severability Provision: In the event any provision
provision(s) shall be deemed severed therefrom and the remainder of

I understand that I have the rigﬁt to receive a copy of | this agreement. By my signature below,
copye, . L .. L, e i e e . T

- NOTICE: BY SIGNING THIS CONTRACT YOU. ARE AGREEING .TO. .HAVE ANY ISSUE OF -MEDICAL :
MALPRACTICE DECIDED BY NEUTRAL ARBITRATION AND YOU ARE CGIVING UP YOUR RIGHT TO A JURY OR
COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT. ' .

i (Date) R

i BV- S,

Bv:.-' , .
Physician's or Duly (Date) Patlent's:Bignatuire
Authorized Representative Signature g .
Print Palent's Name S
By .
Print or Stamp Name of Physician, . -
Medical Group or Association Name : By:
. i " Patient's Representative’s Signature (if applicable) (Date)
A .
Signature of Translator (if applicable) ~ (Date) ' ‘ : :
Prinf Name and Relationship to Patient

Print IName of Lransiator




. prestados bajo este contrato fueron

. ' por el sometimiento a arbitraje segin lo disp
" 'salvg en lo que la.ley de California dispone p , ;
dicha disputa sea decidida eft im fribunal frente a un jurado y, en su'liiger, estdn aceptando el uso -

' de arhitrgje.

Hl injdo por parte de un Médico de ima accidn ante un tribunal para’

. .sometimiento a arbitraje de cualquier reclamacién por
disputa por hongrarigs, esté o no sujeta a un procedimiento judical, tambi

. .equidad que haya sido, previamente un j !
tendrdn el derecho de 'someter separadamente a arbitraje los tem

) de la fecha de su firma (lo cual incliye, entre otros, el tratamiento de emergenci ),

- PROCEDIMIENTO JUDICIAL: VEAEL ARTICULO 1 DE ESTE CONTRATO

~ Pou

' Porl

ACUERDO DE ARBITRAJE MEDICO-PACIENTE

Artfculo 1: Acuerdo de arbitraje: Se conviene que cualquier disputa relatiyaa negligencia médica, es decir, a si cualquiera de los servicios médicos |
innecesarios o no-autorizados o llevados a cabo de manera impropia, negligente o incompleta, sea determinada

uesto por la ley de California, y ng por medio de una demanda o el recurso a un procedimiento judictal: |
ara la revisién judicial de: procedimientds arbitrales, Ambas partes, al celebrar este contrato, estdn

renunciando a su derecho constitucional a que

rdn ser sometidas a arbitrajé: Es la intencién de las partes que este acuerdo cubra todas las.

. Articul 2: Todas las reclamaciones debe : nf ] ,
. reclamaciones o controversias contractuales, extracontractuzles o de cualguer dtro, tipo,’ y vincllard 4 todas las partes cuyas reclamaciones s€ |

, + deriven, 0 se relacionen. de cualguler forma con
. por el médico, el grupo o asociacién médica,

el tratamiento, o -los 'servicios prestados .0 0. prestados &l , paciente’
suis soclos, asaciados, asociaclones, corporaciones; entidades sociéles, emplezdos, agéntes, clinicas y/0
agrupados bajo el nombre de "“Médico”), incluido el tratamientq o-los servicios prestados o no,

» proveedares identificado/s mds zbajo (en adelante, 8dic ,
', prestados a cualesquiera cényuges o herederos e hijos del paciente, nacidas o.no nacidos, al tlempg de la aparicidn delos hechos de los que se deriva - .

la reclamacién. Envel caso de tna madre embarazada, €l término paciente en Ja presente designard tanto a la madre como &l futuro hijo o hifos.

el .cobro, de honorarios no significard la remmcia al derecho a exigir el
negligencia. Sin embargo, iras la interposicién de una demanda contra el Médico, cualquier - -
én. deberd ser résuelta por arbitrafe. ‘ ‘ ; %
Articulo 3: Procedimiento y ley aplicable; Las peticiones de arbitraje debern’ ser comunicadas por esctito a través'del correo postal, con el.
franquiéo pagado, a todas las partes, describiendo Ia reclamacidn contra el Médico, la indemnizacién por dafios y perjulcios que se pretende, y los
nombres , direcciones y nimeros de teléfono del paciente y, en su caso, de su abogado,. Despues de eso, las partes seleccionardn un drbitro de
wez de un fribunal de instancia supérior. del éstado de California, para entienda én la causa, Ambas partes |
: as de jesponsabilidad- indeninizacién por dafios y perjuicios a peticién escrifa del * .
4rbitro, Bl paciente, deberd entablar sus reclamaciones con diligencia razonable, y el arbitraje se regird de acuerdo a los’ articulos 1280-1295 del. ..
Cédigo de Procedimiento’ Civil (Code of Civil Procedtire) ¥ a la Ley Fedetal de Arbitraje (artfculos 1 a 4 del Tituld 9. del Cddigo de los Estados
Unidos). Las partes deberén pagar sus propios costos, honorarios y gastos, ademis ds costear una parte proporcional de los honorarios y gastos del -
drbitro de equidad. ' - ; N R '

4

cubra todos los servicios prestades por el Médico no sélo desimés

Artfculo 4: Efecto retroactivo: El paciente tiene el propdsito de que este acterdo
sino también antes de que fuera firmado. ;

Articulo 5: Revocacién: Este acuerdo puede ser revocado por notificacisn escrita entregaéa al Médico dentro de los 30 dfas que siguen a la firma y

si no es revocado regird todos los servicics médicos recibidos por el paciente.

Articulo 6: Disposicién de divisibilidad: En caso de que una o varias disposiciones de ests dcuerdo sea/n declarada/s nula/s y no exigible/s, tal
disposicién o disposiciones deberd/n considerarse nula/s al efecto v el resto del acuerdo serd exigible de acuerdo a las normas del estado de

California.
Entiendo que tengo derecho a recibir una copia de este acuerdo, Al firmar abajo, reconozco que he recibido una copia.

UERDO CON QUE CUALQUIER PROBLEMA DE NEGLIGENCIA
SU DERECHO A BN JURADOO A UN.

ADVERTENCIA: AL FIRMAR ESTE CONTRATO USTED ESTA DE AC
MEDICA SEA DECIDIDO POR ARBITRAJE DE EQUIDAD Y- ESTA RENUNCIANDO- A

B ) ‘Por: i .
(Fechd) - . ' .  Firmadel paclente . """ (Fecha)

Por: :
Firma dél médico o del
representante debidamente autorizado

Bscriba el nombre del paciente en letra de imprenta

bclnque el sello o escriba enletra de imprenta

el nombre del médico, grupa médico o zsaclacién
Por:

' Firma del representante del paciente (si correspon&a) (Fecha)

“Fizma del raductor (st corresponde) (Fecha) . ' : _
L Hscriba con letra de imprenta el nombre y larelacidn con el paclente

oot mom Tnden Am demmramta al nambras dal fradietar
e sda Rheticl

Una SOpil LTInul OO Lul AUCUIREAW ULLLL SU Lilduguuw w J_.M,L.u LU Lok UL Aplilchs Obd d G LAV AU GUL 8L CAPCULELILE LUGULLU Uel paulelli.



