it Patient Name/Nombre:
1_:_.,"_,::.;1 COASTAL FAMILY DOB/FECHA DE NACIMIENTO:

o4EIR DERMATOLCGY

PEDIATRIC DERMATOLOGY - HEALTH HISTORY

DERMATOLOGIA PEDIATRICA - HISTORIA DE LA SALUD

Did someone refer you to us?/Alguien le refirio a nosotros (Name/Nombre)

What is your child's main skin concem today/Cual es la preocupacion principal de la piel de su nifio hoy:

How long has it been present/Cuanto tiempo lo tiene:

Treatment to date/Tratamiento hasta la fecha:

Did it help?/Ayudo?

Any other skin problems that need to be addressed today?/Otros problemas de la piel que necesiten ser tratados hoy?
Dry/sensitive skin?/Piel seca/sensible? Yes/Si  No Eczema? Yes/Si  No
Asthma?/Asma? Yes/Si No Hay fever?ffiebre del heno? Yes/Si  No

PAST MEDICAL HISTORY/ HISTORIA MEDICAL

Any health problems?/Problemas de salud?

Birth History/Historia del nacamiento: Normal C-section/Cesaria  Wt/Pesos,

Prior surgeries or hospitalizations?/Cirugias o hospitalizaciones anteriores?

Please list current medications/Medicaciones actual/otros:

Adverse reactions: (Drug, herbal)?/Racciones adversas(Droga, hierbas)?

Allergies (foods/other)?/Alergias(comida/otros)?

Your child's school and grade?/La escuela y grado de su nifio?

Are your child's immunizations up-to-date?/Estan las immunizaciones de su nifio actualizadas? Yes/Si No

MEDICALPROBLEMS/ CHILD/NING | FAMILY HISTORY/ANTECEDENTES FAMILIARES
PROBLEMAS MEDICOS

Please describe Yes responses/ Pleasestatemlaﬁonsﬁptochildforyesresponsas/
Por favor describa las respustas de si lndiquoporfworhrucﬁonalniﬁoporlasmplmdui
Skin cancer,Melanoma YES/Si NO Skin cancer:

Cancer de piel, melanoma

Headaches YES/Si NO Melanoma:

Dolores de cabeza

Epilepsy/Seizure Disorder YES/Si NO | Eczema:

Desorden de epilepsia/convulsion

Ear / Nose / Throat YES/Si NO | AsthmalAsma:

Heart Problems YES/Si NO | Hay fever/Fiebre de heno:

Prolemas del corazon

Breathing difficulties YES/Si NO | Other/Otro:

Dificultades de respiracion

Stomach pain, vomiting, diarrhea YES/Si NO Siblings/Age:

Dolor del estomago, vomitando, diarrea Hermanos/Edad:

Muscle aches/weakness YES/Si  NO

Musculo dolor/debil

Bladder problems YES/ISi NO

Problemas de la vejiga

Leaming/development problems YES/Si NO

Problemas de aprenderidel cesarrolio

Preferred Pharmacy (Name, Address, Phone number):




Coastal Family Dermatology
Patient Personal Information:

NAME: DOB: SEX: M__F

SSN: MARITAL STATUS (CIRCLE ONE):SINGLE/MARRIED/DIVORCED/WIDOWED

PRIMARY ADDRESS:

CITY: STATE: ZIP CODE: EMAIL:
PHONE: WORK: CELL:

EMERGENCY

CONTACT: RELATIONSHIP: PHONE:

EMPLOYMENT STATUS: EMPLOYED NOT EMPLOYED RETIRED STUDENT

EMPLOYER: OCCUPATION/SCHOOL:

PHYSICIAN INFORMATION:

REFERRING PHYSICIAN: PHONE:

PRIMARY CARE PHYSICIAN: PHONE:

INSURANCE INFORMATION:

PRIMARY INSURANCE: ID# GROUPH#
SUSCRIBER NAME: DOB: RELATIONSHIP:
SECONDARY INSURANCE: ID# GROUP#
SUSCRIBER NAME: DOB: RELATIONSHIP:

PATIENT CONSENT (PLEASE INITIAL EACH SECTION)

ePrescribing is a physician’s ability to electronically send accurate, error free, and understandable
prescription directly to a pharmacy from the practice. ePrescribing greatly reduces medication errors and
enhances patient safety. Understanding all of the above, | hereby authorize the physicians and/or staff of
Coastal Family Dermatology to enroll me in the ePrescribe program.

| authorize the physicians and or staff of Coastal Family Dermatology to request and obtain my
prescription medication history from other healthcare providers, the pharmacy benefit manager, and/or
any third party pharmacy payors for treatment purposes.



if a patient requires an accommodation for their appointment, the individual and/or his/her
representative must notify Coastal Family Dermatology of the needed accommodation one week prior to
the first new patient appointment. Subsequent appointments also require one week’s notice. Under the
American’s with Disabilities Act, “providers are responsible for incurring all costs of providing reasonable
aid and cannot pass that charge on to the patient or to his/her insurance company.” If a patient who has
requested accommodations does not provide a minimum of 24hours’ notice to cancel the appointment
or does not show to the scheduled appointment, all charges incurred by Coastal Family Dermatology are
the patient’s responsibility.

| allow the physician’s and/or staff of Coastal Family Dermatology to photograph me or my minor
child for medical purposes.

| allow Coastal Family Dermatology to use my photo or the photograph of my minor to be used
for teaching/instructional purposes.

| want to communicate via email with Coastal Family Dermatology on matters of my and/or my
child’s medical treatment. | understand that any Confidential Health Information that | send to the
practice is not secure and is sent at my own risk. | will not hold the practice or any of the workforce
members liable for the loss of any confidentiality associated with such transmissions.

Coastal Family Dermatology has a secure patient portal which allows communication between the
practice and you, the patient. It is our policy to request your email address to activate your secure portal.
Once we receive your email address you will be enabled, giving you a username and password to access
your patient information, through this system you will be able to complete your patient paperwork,
schedule appointments, request medical refills, request referrals, receive medical record information and
communicate on non-emergent issues with the office.

| give the physicians and office staff of Coastal Family Dermatology permission to discuss my
financial status and any medical condition concerning myself and/or my child with the following
individuals.

NAME: RELATIONSHIP

NAME: REALTIONSHIP

PATIENT SIGNATURE: DATE:




Financial Policy and Conditions of Treatment

Coastal Family Dermatology is committed to the success of your medical and aesthetic treatment and
care. Our practice will work with you to help fulfill your payment responsibility. We will file your primary
and secondary medical claims for you. It is imperative that you provide us with current and accurate
insurance information at the time of your appointment.

Insurance information is required at the time of your visit. You have final responsibility for payment of
services provided. Your participation in the process is both essential and encouraged. Thank you for
allowing Coastal Family Dermatology to be your healthcare provider.

If you fail to provide insurance information, you will be considered Self Pay and will be required to pay in
full at the time of your service. It is important for you to understand that you have a contract with your
insurance carrier and will need to help us work with your insurance carrier to expedite the
reimbursement process.

Privacy Policy: As required by law, Coastal Family Dermatology maintains a privacy policy dedicated to
the protection of our patient’s medical information. A copy of this is posted in the office for your review.

Medicare: Coastal Family Dermatology is a participating Medicare provider, accepting assignment for
Medicare Part B (Physician Serviced) claims. The patient is responsible for their Medicare co-insurance,
deductibles and any services rendered that are not covered by Medicare.

CencCal: Coastal Family Dermatology accepts CenCal patients with a valid authorization submitted by the
Primary Care Physician (PCP). CenCal patients must submit a VALID identification card at every visit. The
patient is responsible for any spend down amount for services provided on dates that are not eligible for
coverage. The patient is responsible for any services rendered that are not covered by CenCal.

Medi-Cal: Coastal Family Dermatology is not currently contracted as a Medi-Cal only provider.

Managed Care Plans: In order to see a specialist, some insurance plans require a referral from the
Primary Care Physician (PCP) or pre-certification PRIOR to the visit. It is the patient’s responsibility to
ensure we have this referral or pre-certification prior to the visit. If we do not receive the necessary
referral or pre-certification, the patient will be responsible for payment or will need to reschedule their
appointment. ALL CO-PAYS ARE DUE AT TIME OF SERVICE.

Commercial Plans: Coastal Family Dermatology has established fees that are usual and customary for
this healthcare service area. Every insurance carrier has their own usual and customary fee schedule;
however, the patient will be responsible for payment regardless of the insurance carrier’s arbitrary

determination of rates. As the patient, you are responsible for any unpaid balance not contractually



covered by your insurance. As the patient, you are responsible for understanding your covered
benefits for your insurance plan. ALL CO-PAYS ARE DUE AT TIME OF SERVICE.

Non-Covered Services: some services we provide may be deemed not medically necessary by your
insurance carrier or not a covered benefit by your specific policy, therefore, not paid by your insurance.
Many cosmetic procedures we provide are not covered by insurance. This may include treatment of
benign normal skin changes or growths, such as but not limited to, skin tags, cysts, age spots, etc. the
patient is responsible for payment at the time of service for all services not covered by insurance.

Laboratory Services: Some services, such as but not limited to biopsies or surgery, require that
specimens be sent to a laboratory for processing. We currently use WDSL (Western Diagnostic Services
Laboratory) for our laboratory services. The patient may receive a separate bill from the laboratory. The
patient is responsible for payment for all laboratory services not covered by insurance.

Self-Pay: Patients who do not have insurance coverage are considered self-pay. Self-pay patients will be
required to pay in full prior to services being rendered.

Payment Arrangements: Coastal Family Dermatology may consider payment arrangements for those
patients who need assistance in meeting their account obligation. Coastal Family Dermatology reserves
the right to set the terms, conditions and to charge interest for any payment not made it full at the time
of service.

Credit Cards: Coastal Family Dermatology accepts credit card payment via Square and Stripe. We also
accept debit cards, checks and cash. We request patients leave a credit card on file, after sending two
(2) statements, if balance is not cleared, Coastal Family Dermatology will charge the card the balance
in lieu of turning over to a collection agency.

Returned Check Policy: Coastal Family Dermatology will charge a twenty-five dollar ($25.00) fee for
each check returned by our bank for non-sufficient funds. As a courtesy, we will attempt to submit a
check to our bank one additional time should the check be returned from the initial deposit.

Disability/ FMLA/ Other Forms: Coastal Family Dermatology may charge a twenty dollar ($20.00) fee
for the completion of each form. Multiple forms are $20.00 for each form. Payment is required prior to
the completion of any form.

Missed Appointment Fees: Coastal Family Dermatology may charge a fee for missed office visit
appointments when the patient fails to give appropriate notification. A cancellation notice must be
received twenty-four (24) hours or one full business day before the scheduled appointment. A ninety-
five-dollar (595.00) charge may be applied (at the discretion of Coastal Family Dermatology) for failure
to meet this requirement. Cosmetic and surgical appointments must be cancelled seventy-two (72)
hours or three (3) full business days in advance or a two-hundred and fifty (5250.00) charge may be

applied.

Late Fees: Coastal Family Dermatology may charge a seven-dollar and fifty cent ($7.50) monthly billing
fee for delinquent accounts considered to be past due.

Interest Fees: Coastal Family Dermatology reserves the right to charge a monthly interest fee as defined
by state law for delinquent accounts considered to be past due.



Collection Agencies: Should it become necessary for Coastal Family Dermatology to send a patient’s
account to a collection agency, the patient will be responsible for any and all fees associated with the
collection effort of the account, to include reasonable attorney fees, court costs, collection charges and
interest.

Business Office Contact: Coastal Family Dermatology’s business office can be reached at 805.544.4467.
please do not hesitate to contact the business office during regular hours if you have a question.

PATENT ACKNOWLEDGEMENT and AUTHORIZATIONS:

Authorization for Treatment: With your signature below, Coastal Family Dermatology is hereby
authorized to conduct examination, perform procedures as are medically required and administer
treatment and medications as deemed necessary or advisable.

Authorization for Release of Information: With your signature below, Coastal Family Dermatology is
hereby authorized to release a complete report of services rendered, diagnosis, findings and details of
treatment and progress for the purpose of receiving payment for such services rendered. Recipients of
such information may include authorized billings agents, insurance carriers, employer’s workers
compensation insurance company, other third-party payers, the Social Security Administration under
Title XVIII (18) of the Social Security Act, Professional Review Organizations or other intermediaries
responsible for payment for services rendered. The release of information consent may be revoked at
any time by giving written notice. If release of information is refused, the patient will be held
responsible for payment of all charges for services rendered.

Authorization for Assignment of Benefits: In consideration of medical services provided, with your
signature below, Coastal Family Dermatology, (and the laboratory in the case of laboratory services) is
given all rights, title and interest to the medical reimbursement in accordance with the terms and
benefits of the patient’s insurance policy or other health benefit including Medicare Part B. The patient
will be fully responsible for payment of any and all charges not covered by insurance.

| have read this Financial Policy and Authorizations. | understand that there is no guarantee or
assurance as to the results that may be obtained from any treatment. | understand the terms and
conditions outlined herein as confirmed by my signature below.

Patient/Responsible Party Signature Date

Patient’s Printed Name DOB

Witness Signature Date




PHYSICIAN-PATIENT ARBITRATION AGREEMENT

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any medical services rendered under
this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will be determined by submission as to arbitration as
provided by California law, and not by a lawsuit or resort to court process except as California law provides by judicial review of arbitration proceedings. Both parties
to this contract, by entering into it, are giving up their constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting
the use of arbitration.

Article 2: All Claims Must be Arbitrated: it is the intention of the parties that this agreament bind all parties whose claims may arise out of or relate to
treatment or services provided by the physician including any spouse or heirs of the patient and any children, whether born or unborn, at the time of the occurrence
giving rise to any claim. In the case of any pregnant mother, the term “patient” herein shall mean both the mother and the mother’s child or children.

All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the physician, and the physician’s partners, associates,
association, corporation or partnership and the employees, agents and estates of any of them, must be arbitrated, including, without limitation, claims for loss of
consortium, wrongful death, emotional distress or punitive damages. Filing of any action in any court by the physician to collect the assertion of any claim, against the
physician, any fee dispute, whether or not the subject of any existing court action, shall also be resolved by arbitration.

Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shall select an arbitrator
{party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shail be selected by the arbitrators appointed by the parties within thirty days
thereafter. Each party to the arbitration shall pay such party’s pro rate share of the expenses and fees of the neutral arbitrator, together with other expenses of the
arbitration incurred or approved by the neutral arbitrator, not including counsel fees or witness fees, or other expenses incurred by a party for such party’s own
benefit.

Either party shall have the absolute right to arbitrate separately the issues of liability and damages upon written request to the neutral arbitrator.

The parties consent to the intervention and joinder in the arbitration of any person or entity which would otherwise be a proper additional party in a court
action, and upon such intervention and joinder any existing court action against such additional person or entity shall be stayed pending arbitration.

The parties agree that provision of California law applicable to health care providers shall apply to disputes within the arbitration agreement, including, but
not limited to Code of Civil Procedures Sections 340.5 and 667.7 and Civil Code Sections 3333.1 and 3333.2. Any party may bring before the arbitrators a motion for
summary judgment or summary adjudication in accordance with the Code of Civil Procedure.

Article 4: General Provisions: All claims based upon the same incident, transaction or related circumstances shall be arbitrated in one proceeding. A claim
shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would be bared by the applicable California
statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the procedures prescribed herein with reasonable diligence. With
respect to any matter not herein expressly provided for, the arbitration shall be governed by the California Code of Civil Procedure provisions relating to arbitration.

Article 5: Revocation: This agreement may be revoked by written notice delivered to the physician within 30 days of signature and if not revoked will
govern all medical services to the physician within 30 days of signature and if not revoked will govern all medical services received by the patient.

Article &: Retroactive Effect: If the patient intends this agreement to cover services rendered before the date it is signed (including, but not limited to
emergency treatment) patient should initial below.

Effective as of the date of first medical services Patient or Patient’s Representative’s Initials

If any provision of this arbitration agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not be affected
by the invalidity of any other provisions. -

| understand that | have the right to receive a copy of this arbitration agreement. By my signature below, | acknowledge that | have received a copy.

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

Patient’s Signature Date

Christine D. Kilcline, MD

Print Patient’s Name

Patient’s Represertative’s Signature Date

A signed copy of the document is to be given to the Patient. Original is to be filed in Patient’s medical records



