Welcome Marina Burstein, MD

(Please print)

-Patient Information-
Name Date of Birth Age

Last Name First initial ’
-Address City
State Zip . . Home Phone Cell Phone:
Sex M F Soc.Sec# Parents E-mail;
Race; Primary Language; _ Pharmacy [nformation:
-Parent or Guardian Information-

Mother: Father:
Last Narne First Narne Date of Birth Last Name First Name Date of Birth
SocSeck Drivers Lick SocSec# Drivers Ligk
Address Address
Home Phone ) Cell Phone Home Phone Celi Phone
Employer Employer
Work Phane I Work Phone

-Emergency Contact-
Name Retationship ' Phone

-Referral Information-

Whom may we thank for referring you?

-Authorization, Assignment, Release, Financial policy-

Signature of Patient or Guardian

Rev,0B06/2014
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2l list ol th Irving i : chitds home. .

eas - a se Jng i the childs home i Are there siblings not fisted? If so. piease list their namas
S Birth - Health and ages and where they five.
- date probléms .

v Rélatichship.
tochild .

# mother and father are not living together or if child does
nct five with parents, what is the ehild's custody starus?

—— e

If one or both parents are not living in the heme. how citen
does he/she see the parent/parents not in the home?

Birth weight Was the defivery O Vaginal? 13 Cesarean?
Was the baby born at term? Early? Late? If cesarean, vy
If early, how many weeks' sestation? Did'your baby have dny problems right aker birth?

O Yes O No Explain .

Did mother have any illness or problem wich her pregnancy?
B Yes O No Expiain _ _

Was initial feeding [0 Breass? [ Bowde?

During pregnancy, did mother ) Did your baby go home with mother from the hospial?
Smoke O Yes [ No _ Drink alcohol T Yes 0 No O Yes O No - Explain
Use drugs or médications T Yes [ No

VWhat ____ When s -

De you cansider your child 1o'be in good heaidh? U Yes O No Explain

Does your child have any serious iliness or medical condition? L Yes [0 No  Exphin

Has your child had serious injuries or accidents? B Yes 07 No Explain____

Has your chitd had ary surgery! £l Yes % No EBiplain ] -
Has your child ever batin hespiralized? O Yes O Mo Ekplain ____

Ig'your child alfergit to 2ny medicines or drugs? 0 Yes 0 Ne  Explain _

Are you concerned about your child’s physical development? B Yes O No  Exphain

Are you concerned about your child’s mental o emotional deveiopment?  [3 Yagr D No Explzin

Are you concerned sbout your child’s. attention spani O Yes O No  Explain

i your child is in school:

Howr is hisfher behavior i schooll .

Has befshe foled or repeated » grade inschool?

How is hefshe doing in acadermic subjacts!

Is hrefstve in spegial or resource classes?




Desfness

Nasal alfergies
Asthma’

Tuberculosis

Heart disease {before 50 years old)
High blood pressure {before 50 years oldy

High cholesterol
Anernia

Bleeding disorder
Liver disease
Kidney disease
Diaberes (before 50 years old)
Bed-werting (after 10 years old)
Epilepsy or convulsions

Alcohol abuse.

Drug abuse

Mental ifiness

Mensal retardation

immime problems, HIV, or AIDS
Addigional family history

Have any family members had the following;

O Yes
O Yes
0 Yes
3 Yes
O Yes
O Yes
I Yes
[0 Yes
3 Yes
3 Yes
[ Yes
I Yes
O Yes
G Yes
[0 Yes
£ Yes
[0 Yes

£ Yes

O Yes

O Ne
[ Mo
0 Ne
[ Ne
8 Ne
& No
O No
8 No
F Neo
0 No
O No
0O Ne.
[J Ne
H No
EJ Ne
O No.
O Neo

T No

I No

Who

Who
Who

Whe

Who .
Wheo
Wiho
Wha
Who
Who
Who
Who

Comments

Comments
Comments
Comments
Comments

Comments

Comments

Cémments
Comments
Comments
Comments
Comments

Comments

Comments _ .

Comments
Comments

Comments

. Comments

Comiments

Boes your child have, or hias he/she éver ha
Chickenpox

Frequent ear infactions
Problens with ears o hearing
Nasal aliergies

Problems with eyes or vision

Asthma, bronchitis, bronchiotitis, or pReumonia

Any.heart problem or heart murmur

Anemiz or bleeding problem
Bloed transfusion

Frequént abdominal pain

Zonstipation requiring doctor visits

3ladder or kidney infection
Sed-wetting {after 5 years old)

For girls} Has she started her menstrual periods?

For girls) Are there problems with her periods?

Any chronie or recurrent siin problem

acne: eczema, etc)
‘requent headaches

~onivuisions or other Reurologic problem

% !

Thyroid or other endocrine problem

Any other significant problem
Jse of alcohiol or-drugs

O Yes
0 Yes
00 Yes
L3 Yes
0O Yes

O Yes.

0 Yes
O Yes
O Yes
O Yes
O Yes
T Yes
_ T Yes
I3 Yes
1 Yes
T Yes

I Yes.
0 Yes
B Yei
EJ Yes
[0 Yes
O Yes

0 Ne  When
O No  Exphin
O No Explain
0 No.  Exphin
O No  Explain
O No  Beplain
O No  Explain
O Ne  Exphin
£ Ne  Explain
0 No  Explain
O No.  Explain
£1 No  Exphin
L No  Explain
0 Ne  When
0 No  Explain
O No  Explan
0O No  Exphin
O Ne  Exphain
3 No  Explain
i3 No  Exphin
O No  Explain
O Ne  Exphin
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Important Information- Please Read

Burstein M.D. Professional Corporation cancellation and no show policy:

Our office has set aside time for you in our busy échedule, please give our doctor and staff the
courtesy of cancelling your appointment 24 hours prior to your set appointment time. We
always try to do our best to accommodate our patients, and our office strives to treat patients
in atimely manner- we expect the courtesy to be returned. There is now a fee for any
appointment canceled lessthan 24 hours prior to a scheduled appointment or for a “no show”.

Fee schedule is a5 follows:

{A) Office Visit Sick; $100
(B) Physical/Preventive Visit: $120
{© **515 FEE FOR RETURNED CHECKS**

As a courtesy to our patients we will call the day before to confirm your appointment, butitis
your responsibility to keep track, It is not our responsibility if you do not get a call and forget
your appointmert- you will still be charged for an appointment as a “no show”.

I have read and understand the above policies.

Patient Name

Patient or Authorized Signature if patient is a Minor Date

Parent Name {If applicable)



Marina Burstein M.D.

Burstein,MD A Prof Corporation
€325 Topanga Cyn Bivd
#224
Woodland Hills, CA 91367

HIPAA Information and Consent Form

The Health Insurance Portability and Accountability Act (HIPPA) provides safeguards to protect your privacy.
Implementation of HIPPA requirements officially began on April 14, 2003, Many of the policies have been our practice
for years. This form is a “friendly” version. A more complete téxt is.posted in the office.

What this is ail about: Specifically, there are rules and restrictions on who may see or be notified of your Protected Health
Information (PHI). These restrictions do not include the normal interchange of information necessary 1o provide you with
office services. HIPAA provides certain rights and protections to you as the patient. We balance these needs with our goal

of providing you with quality professional service and care. Additional information is available from the U.S. Department
of Health and Human Services. www.hhs. ooV

We have adopted the following policies:

Patient information will be kept confidential except as is necessary to provide services or to ensure that all administrative
matiers related to your care are handled appropriately. This specifically includes the sharing of information with other
healthcare providers, laboratories, health insurance payers as is necessary and appropriate for your care. Patient files may
be stored in open file racks and will not contain arty coding which identifies a patient’s condition or information which is
not already a matter of public record. The normal course of providing care means that such records may be left, at least
temporary, in administrative areas such as the front office, examination room, etc. those records will not be available to

persons other than office staff. You agree to the normal procedures utilized within the office for the handling of charts,
patient’s records, PHI and other documents or information,

It is the policy of this office to remind patients of their appointments, We may do this by telephone, e-mail, U.S. mail, or
by any means convenient for the practice and/or as requested by vou. We may send you other communications informing
you of changes to office policy and new technology that you might find valuable or imformative,

The practice utilizes a number of vendors in the conduct of business. These vendors may have access to PHI but must
agree to abide by the confidentiality rules of HIPAA.

You understand and agree to inspections of the office and review of documents which may include PHI by government
agencies or insurance payers int normal performance of their duties.

You agree to bring any concerns or complains regarding privacy to the attention of the office manager or the doctor.
Your confidential information will not be used for the purposes of marketing or advertising of products, goods or services,

We agree to provide patients with access to their records in accordance with state and federal laws.

We may change, add, delete or modify any of these provisions to better serve the needs of the both the practice and the
patient, ’

You have the right to request restrictions in the use of
policies used within the office concernin
your request,

your protected health information and to request change in certain
g your PHI. However, we are not obligated to alter internal policies to confirm to

1, date ‘ do hereby consent and
acknowledge my agreement to the terms set forth in the HIPAA INFORMATION FORM and any subsequent
changes in office policy, I understand that this consent shall remain in force from this fime forward.




