
PATIENT INFORMATION

INSURANCE

EMERGENCY CONTACT

RESPONSIBLE PARTY / GUARANTOR

REGISTRATION FORM
Today’s Date _____________________________________________________________ 

9 Same as patient
Last Name__________________________________ First Name __________________________ Relation to Patient _________________________

Home Phone ________________________________________ Date of Birth _________________________  Email____________________________

Street Address ____________________________________________ City ____________________________ State _____ Zip Code _____________

Spouse or Parent (if patient is a minor)
Last Name__________________________________ First Name __________________________ Relation to Patient _________________________

Date of Birth ____________________________ Sex:   9 Male   9 Female   Social Security Number ____________________________________

Home Phone ___________________________ Cell Phone _____________________________ Email _______________________________________

Last Name _____________________________________________________ First Name ___________________________ Middle _______________

Social Security Number ______________________________________________________________________________________________________

Street Address ____________________________________________ City ____________________________ State _____ Zip Code _____________

Date of Birth ____________________________ Sex:   9 Male   9 Female     Pregnant:   9 Yes   9 No     Marital Status  __________________

Race:___________________________________________________________  Ethnicity: __________________________________________________

Home Phone ___________________________ Work Phone ___________________________Cell Phone __________________________________

Email Address _____________________________________ Preferred Method of Contact _____________________________________________

Referring Doctor ________________________________________ Primary Doctor _____________________________________________________

Preferred Pharmacy__________________________________ Preferred Diagnostic Lab  ______________________________________________

Preferred Imaging Facility ____________________________________________________________________________________________________

PRIMARY INSURANCE
Insurance Company Name ________________________ Billing Address ______________________  Billing Phone _______________________

Group Number ____________________________________ Policy or ID Number _________________  Effective Date _____________________

SECONDARY INSURANCE
Insurance Company Name ________________________ Billing Address ______________________  Billing Phone _______________________

Group Number ____________________________________ Policy or ID Number _________________  Effective Date _____________________

In addition to being my emergency contact, I authorize PMA to communicate with the individual listed below regarding any 
medical and/or financial issues.

Name  _________________________________________________________________________________ Relationship ________________________

Home Phone ______________________________________ Work Phone ________________________ Cell Phone _________________________

I HEREBY AUTHORIZE MEDICAL TREATMENT FOR THE ABOVE INDIVIDUAL BY PULMONARY MEDICINE, INFECTIOUS DISEASE AND CRITICAL 
CARE CONSULTANTS. I HEREBY AUTHORIZE MY INSURANCE BENEFITS TO BE PAID DIRECTLY TO THE ABOVE NAMED PROVIDER, REALIZING I 
AM RESPONSIBLE TO PAY NON-COVERED SERVICES AND I HEREBY AUTHORIZE THE RELEASE OF PERTINENT MEDICAL INFORMATION TO 
INSURANCE CARRIERS.

Signature of Patient _____________________________________________________________________ Date _______________________________

Signature of Insured, Parent or Legal Agent ______________________________________________ Date _______________________________
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Thank you for choosing PMA to participate in your medical care. We are committed to providing the best possible medical 
care to our patients while also minimizing administrative costs.  This financial policy has been established with these 
objectives in mind, and to prevent any misunderstanding or disagreement concerning payment for professional services.  

  All Patients are financially responsible for services provided by Pulmonary Medicine Associates 

 PMA requires that you provide a copy of your current insurance card and photo ID at every visit.

 PMA participates with numerous insurance plans.  For patients who are covered by one of these insurance plans, our 
 billing office will submit a claim for our services, directly to your insurance.

 As a requirement of both PMA and your insurance company, Co-payments are due at the time of service.

 Payment of Co-Insurance or any charges not covered by your plan is required at the time of service.

 Payment is required in full at the time of service from uninsured patients, unless arrangements have been made with 
 the Business Office in advance.

 Payment for services can be made with cash, check or credit card (a $10 fee will be charged for any checks  
 returned by your bank as unprocessed).

 It is the patient’s responsibility to ensure that any required referrals for treatment are provided to the practice prior to 
 the visit. Visits may be rescheduled due to lack of referral or authorization.

 PMA charges a missed appointment fee of $50 if you do not come to your appointment for any reason, unless you 
 cancel the appointment at least 24 hours in advance. Insurance does not cover this administrative fee. You will 
 receive a bill.

 Any account over 90 days old will be turned over to a collection agency unless arrangements have been made 
 with the Business Office, and any payment plan is up-to-date.

 Our staff members are happy to answer insurance questions relating to how a claim was filed, or regarding any 
 additional information the payer might need to process the claim.  However, specific coverage issues can only be 
 addressed by the insurance company member services department. You can find this phone number on your 
 insurance card.

Pulmonary Medicine Associates firmly believes that a good physician-patient relationship is based upon mutual 
understanding and good communication. All questions and communication about financial arrangements should be 
directed to the central billing office (916) 482-7623, option 1.  We are happy to help you.

 DESIGNATION OF CERTAIN RELATIVES, CLOSE FRIENDS AND OTHER CAREGIVERS AS MY PERSONAL REPRESENTATIVE:

I agree that the practice may disclose my health information to a Personal Representative of my choosing, since such 
person is involved with my health care or payment relating to my health care. In that case, Pulmonary Medicine Associates 
will disclose only information that is directly relevant to the person’s involvement with my health care or payment relating to 
my health care.

Print Name: Phone #:

Print Name: Phone #:

Print Name: Phone #:

ACKNOWLEDGMENT:
• I acknowledge that I have received access to the “Notice of Privacy Practices” for PMA. I have read and 
 understand the “HIPAA & Release of Medical Information Policy”.
• I hereby authorize PMA to release any information requested by the insurance company or companies or 
 respective representatives and act as my agent to secure payment from any and all services rendered.
• I understand that I am financially responsible to the physician for any and all charges incurred by myself 
 and/or dependents.
• I further acknowledge and understand that I accept the terms outlined in each of the policies.
• I understand that no warranty or guarantee has been made to me relative to result in care or medical 
 outcome.

X
Patient or Guardian Signature Date
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HEALTH HISTORY QUESTIONNAIRE

We are delighted that you have scheduled an appointment with a Pulmonary Medicine Associates Medical Group 
provider.  To help ensure that you receive the very best care and service, we would like to know more about you 
and your health history.  Please take the time to answer all of the questions on the following pages.  We look forward 
to seeing you at your scheduled appointment – Be sure to bring this completed form with you.

Name: ______________________________________________________________________ Birthdate: _________________________ 

Referring Provider: _______________________________________________________________________________________________ 

Other Specialists Involved In Your Care:  

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

1.  Please describe your current medical problem (reason for your visit):

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________

2.   Medication(s) you are allergic to with type of reaction and severity for each:
  (Ex: Advil, Itching, Mild)

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________

3.  Current Prescription and Over-the-Counter Medications (please list strength, dosage and frequency): 
 (Ex: Lisinopril 10 mg 1 tablet daily)

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________
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PULMONARY, CRITICAL CARE, ALLERGY, IMMUNOLOGY, INFECTIOUS DISEASE 

AND SLEEP MEDICINE ASSOCIATES 
 

Leaders in outcomes oriented, evidence based, compassionate, cost effective care 
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HEALTH QUESTIONNAIRE 
 

We are delighted that you have scheduled an appointment with a Pulmonary Medicine Associates 
Medical Group provider.  To help ensure that you receive the very best care and service, we would 
like to know more about you and your health history.  Please take the time to answer all of the 
questions on the following pages.  We look forward to seeing you at your scheduled appointment 
– Be sure to bring this completed form with you. 
 
 
Name: _____________________________________________________ Birth Date:_________________  Age:_________ 

Last    First     Middle 
 
 
Preferred Pharmacy______________________________________   Address: __________________________________    
 
 
Travel Information: 
 
Date of departure: __________________   Duration of trip: __________________________ 
 
Purpose:    Business     Pleasure    Both    Other: ____________________________ 
 
Destinations (Please list all): 
 
           City/Country              Number of Days      Rural/Urban  __Accommodations (Hotel, etc.)    
 
1. 
 
2. 
 
3. 
 
 
 
Medication(s) you are allergic to with type of reaction and severity for each:  (Ex: Advil, Itching, Mild) 
 
 
 
 
 
Current Prescription and Over-the-Counter Medications (please list strength, dosage and frequency): 
(Ex: Lisinopril 10 mg 1 tablet daily) 
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YOUR PAST MEDICAL HISTORY 
 

 
YES   

 
YES 

Anemia or Blood Disorder    
 

Kidney Disease              
Asthma   

 
Liver Disease                 

Blood Clot         
 

Musculoskeletal Disease   
Bronchitis/COPD/Emphysema   

 
Stroke   

Cancer    
 

Sleep Apnea      
Diabetes   

 
Tuberculosis   

Hay Fever or Allergies   
 

Hospitalizations   
Heart Trouble   

 
Any Other Chronic Illness   

High Blood Pressure   
    

 
Vaccine History: 
 

VACCINE/IMMUNIZATION LAST DATE RECEIVED 
Hepatitis A  
Hepatitis B  
Tetanus/ DPT  
Pneumonia (Pneumovax)  
Seasonal Flu  
  
  
 
OB/GYN History: 
 
 Yes   No Notes 
Pregnant?    
Contemplating Pregnancy?    
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