CLINIC
L

PLEASE PRINT OR TYPE IN INFORMATION
TODAY'S DATE: FAMILY DOCTOR:

NAME OF PERSON OR DOCTOR WHO REFERRED YOU TO THS OFFICE:

l Brian H. Weeks, M.D.

PATIENT INFORMATION

PATIENT'S LEGAL LAST NAME: MIDDLE:

MARITAL STATUS: [ISINGLE [ IMARRIED [JDIVORCED [JSEPARATED [ _]WIDOWED
SEX: CIMALE [JFEMALE

FORMER MAIDEN NAME: . DOB: AGE: SSN:

HOME ADDRESS: CITY: STATE: ZIF

HOME PHONE: - | MOBILE PHONE: EMAIL:

OCC.UPATION: EMPLOYER:

EMPLOYER'S ADDRESS: EMPLOYER'S PHONE:

INSURANCE INFORMATION

PERSON RESONSIBLE FOR PAYMENT: DOB: HOME PHONE:

ADDRESS: ' - MOBILE PHONE:

PLEASE INDICATE PRIMARY INSURANCE;

SUBSCRIBER'S NAME: SUBSCRIBER'S SSN: DOB:

POLICY #: GROUP #: CO-PAYMENT:

PATIENT'S RELATION TO SUBSCRIBER: [ISELF [ ISPOUSE [JCHILD [1OTHER:
SECONDARY INSURANCE (IFAPPLICABLE):

SUBSCRIBER'S NAME: POLICY #: GROUP #:

PATIENT'S RELATION TO SUBSCRIBER: [_ISELF [1SPOUSE LJCHILD [JOTHER:

IN CASE OF EMERGENCY
RELATIONSHIP TO PATIENT:

NAME:

ADDRESS: CELL PHONE:




PATIENT HEALTH SURVEY

PATIENT NAME (LAST, FIRST, MIDDLE): DATE:
HEIGHT: WEIGHT: _
Please Indicate in your own words the reason for your visit today:

HISTORY OF ILLNESS: Have you had, or do you have any of the following?

Transfusion Oves [ONo  Diabetes Oyes [No Fibromyalgia Oyes [Ono
Tuberculosis Lves CINO  Migraines / Headaches CIvEs CINO Abnormal bleeding [Jves [Ino
Asthma Oves [CINO  Kidney Infection Oves Ono Anemia Oves [ONo
COPD / Emphysema Oves ONo  Kidney Stones Oves [CNo Hepatitis Oves Ono
Heart Disease Oves ONO  Bladder Infection Oves [CIno Ulcer, gastritis, reflux Oyes [CInO
Heart Attack Oves ONO  Venereal Disease CIves CINo Weight loss Oves [OnNo
Cognitive Heart Failure [yes [CIno Prolonged Antibiotics [lves CIno Fits / Convulsions  Ovyes [Ino
Atrial Fibrillation Oves LCNO  Sinusitis Oves [CIno Seizures Oves [CIno
Hypertension Oves [CINO  Thyroid Disorder Cves [CINo Tumor* Oyes [CINo
Hypercholesterolemia  [Clves [no Arthritis Cves [CIno Growth* Oves Ono
Injury to ear, nose, throat CIyes [CIno Cancer* Cyes Ono

Specify site and treatment for cancer, tumor, or growth:

HISTORY OF OPERATIONS: MEDICATIONS:
1. Year:
2. Year;
3. Year:
4. Year:
5, Year:
6. Year:

PHARMACY, NAME, NUMBER, LOCATION:

\

DRUG ALLERGIES AND REACTIONS:;

SOCIAL HISTORY: Have you ever smoked or chewed tobacco? JYES CINO

If you currently smoke, how long?

If you quit... Year you quit? How long you used? How many packs per day?
Do you drink alcoholic beverages? CJYES CINO How often?
Do you or have you ever used drugs? [ ] YES [CINO Please list:




PATIENT HEALTH SURVEY (PAGE 2 OF 3)
(PLEASE CHECK YES OR NO FOR THOSE THAT APPLY)
SYSTEMIC REVIEW: Do you have any of the following?
General Maximum Weight:

Minimum Weight;

GASTROINTESTINAL:
Vomiting blood or food
Gallbladder disease
Change in appetite

Recent weight change?

Have you been in good general Oyes [Ono
health most of your life? Oyes [Ono
Have you recently had any of the following...

Hepatitis/Jaundice
CIWeakness [JFever [CIChills Painful bowel movements
[INight sweats[_JFainting[_JProblems Sleeping Bleeding in bowel movements
SKIN: . Black stool
¥ Hemorrhoids or piles
Skin Disease Oyes [ONoO Constipation
Jaundice Oves [Ono Frequent diatrhea
Hives, eczema, rash Oves [Ono Heartburn or indigestion
HEAD/EYES/EAR/NOSE/THROAT: Cramping or pain in abdomen
Tr— Oves CIno Does food stick in your throat?
Bleeding Gums frequent or constant Oves [Cno ENDOCRINE:
Blurred vision Oves [Ono Any change In hat or glove size
Sneezing or runny nose Oves [CINo Any change in hair growth
Nosebleeds- frequent Clvyes [CIno Have you become cooler than
Chronic sinus trouble Oves [CIno before or skin becomes dryer?
Ear Disease Oves Ono
Impaired hearing Cyes [Ono NECK:
Dizziness or sensation of spinning Oyes [Cno ;
Frequent or severe headaches Oves  CINO Stiffness
RESPITORYS Enlarged glands
Asthma or Wheezing Oves Ono SENITOLRIR e
Difficulty breathing Oves OnNo Blood in urine
Any trouble with lungs Oves [Cno Frequent urination
Pleurisy or Pneumonia Oves [Cno Burning or painful
Cough up blood (ever) Cves CIno N?ghttime urination
CARDIOVASCULAR: Pidney touble
Problem stopping/starting flow of
Chest pain, pressure, or tightness Oves [Ono urine
Difficulty walking two blocks Oves [Cno Testicular mass
Palpitations Oves [Ono Testicular pain
Swellings of hands, feet, or ankles Oves [Ino Prostate problem
Awakening in the night feeling smothered COyes [Ino Sexual dysfunction
Heart murmur Oyves Ono STD/AIDS risk
Shortness of breath with walking or laying LJYES [INO
down

GYNEOLOGICAL (Women):
First day of last period:
Age period started:

CIyes
Clyes
CIves
CIves
CIyEs
[Ives
CIves
Clyes
Clyves
[Cves
[yes
CIYEs
[Ives

Cdyes
Clyes
CIves

[CJyes
[ves

OvEs
Cyes
[Clves
Clyes
Cves
Clves

Oves
CIves
[Iyes
CIves
Clves

Ono
[no
[ \e}
Cno
Ono
Ono
OOno
Cno
Ono
[ \o]
Ono
Cno
Ono

Cno
Ono
Ono

COno
COno

Ono
Ono
[Ino
[CIno
COno
CINo

Ono
CINo
Ono
[Ino
Ono

CLINIC
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PATIENT HEALTH SURVEY (PAGE 3 OF 3)
(PLEASE CHECK YES OR NO FOR THOSE THAT APPLY)

GYNECOLOGICAL: (continued) HEMOTOLIGIC:
Pain with periods Oves [OINO  Are you slow to heal after cuts? Ovyes [Ono
Breast lump Oves ONO  Anemia Oyes 0Ono
Abnormal vaginal discharge [Jyes [INO Phlebitis or blood clots in veins Oyes 0Owno
Skin change of breast Oves ONo Have you had difficulty with Oyves Ono
Nipple retraction Oyes [CNo bleeding excessively?
Have you had abnormal bruising Oves Ono
or bleeding?

Date of last pap smear and results:

LOCOMOTOR-MUSCULOSKELETAL: Stiffness or pain in joints (check all that apply)

[IFinger [JHands I Wrist [IElbow [J Shoulders [INeck [IBack
IHip [CIKnee CToes [—IFoot [ Temporomandibular joint
Weakness of muscles or joints? Oyes Ono
Difficulty walking? Cves [ONo
Pain in calves or buttocks on walking? Ovyes [ONo
Relieved by rest? Oves [ONo

NEUROPSYCHIATRIC:
I Transient blindness [ITremor [—]Numbness in fingers [] Weaknesses

Have you ever had counseling for your mental health? [Jves [CINO

Have you ever been advised to see a psychiatrist? Olyes OnNo
Do you ever have, or have had fainting spells? Oyes [Cno
Convulsions? Oyes [Ono
Paralysis? Oves [Ono
Problem with coordination? Oves [Ono
Claustrophobia? Cves CONo
Depression symptoms (difficulty sleeping, loss Oyes [OnNo

of appetite, feeling of hopelessness)?

Source of information if other than patient: Date:

Signature of patient or person acquiring information: Date:
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SENTA CLINIC
NOTICE OF NON-DISCRIMINATION

Discrimination is against the Law -

SENTA Clinic complies with applicable federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. SENTA Clinic does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex.

SENTA Clinic:
* Provides free aid and service to people with disabilities to communicate effectively with us, such as:

© Qualified sign language interpreters; and
© Written information in other formats (large print, audio, accessible electronic formats, other formats).

* Provides free language services to people who's primary language is not English, such as;

© Qualitied interpreters; and
o Information written in other languages.

If you need these services, contact SENTA Clinic’s Civil Rights Coordinator; Brenda Duggie. If you believe that
SENTA Clinic has failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance with: Branda Duggie, 3590Camino Del Rio N,
Suite 103, San Diego, CA 92108, Phone: 619.810.1202, Fax: 619.229-4938, bduggie@sentaclinic.com. You can
file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Brenda Duggie is
available to help you.

You can also file a civil rights complaint with the US Department of Health and Human Services, Off for Civil
Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ccr/portal/lobby.sf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.htm|
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SENTA CLINIC
LANGUAGE ASSISTANCE NOTICE

ENGLISH
ATTENTION: if you speak any other language other than English, language assistance services, free of charge, are
available to you, Contact Brenda Duggle, 1.619.810.1000 bdugaie@sentaclinic.com.

ESAPANOL (SPANISH)
ATENCION: si habla cualquier otro idioma que no sea inglés, tiene a su disposicién servicios de asistencia lingliistica
gratuitos. Péngase en contacto con Brenda Duggie, 1.619.810.1000 bduggie@sentaclinic.com.

H X (CHINESE) ‘
EE  MREHRZBEUSNWEMES, WTLRBEREENRS. 5B% Brenda Duggie, 8i% 1.619.810.1000
bduggie@sentaclinic.com.

TIENG VIET (VIETNAMESE)
CHU Y: néu ban néi bat ky ngén ngl nao khac ngoai tiéng Anh, céc dich vy hd tro ngén ngt, mién phi, ¢d s&n cho ban,
Lién lac vé&i Brenda Duggie, 1.619.810.1000 bduggie@sentaclinic.com.

TAGALOG (TAGALOG-FILIPINO)
Pansin: kung nagsasalita ka ng anumang iba pang wika maliban sa Ingles, serbisyo ng tulong sa wika, nang walang
bayad, magagamit sa iyo. Makipag-ugnay sa Brenda Duggie, 1.619.810.1000 bduggie@sentaclinlc.com.

o} (KOREAN)
T o] 099 T dol g A gEE A9, do] Y Mu|art 2ge )88 Yt Brenda Duggie, 1.619.810.1000,
. bduggie@sentaclinic.com 22 #5407 9.,

U (FARSI)
)
e)ﬁewwh.axnlﬁmw.ﬂwy‘aliel_)%theJqMau-m%wwu@ljlﬁqw@wﬁqﬁ 4= Brenda

Duggie, 1.619.810.1000, bduggie@sentaclinic.com.

®apcu (RUSSIAN)
BHUMAHMWE: ecnu Bbl roBopuTe Ha nioBom APyrom sisbike, KPOME aHrnuickoro, BaM JocTynHe! BecrnartHble yenyru
A3LIKOBON NopAepxku. CesxuTeck ¢ Bpengoit arru, 1.619.810.1000 bduagie@sentaclinic.com.

AL 7FE (JAPANESE)
EE  BEUANOEELETSES. EBHOEERIEY—PR ZFMATEEYT, Brenda Duggie. 1.619.810.1000
bduggie@sentaclinic.com [ZHERLEhE { &N,

L il (ARABIC)
b etV Uloa 2 5all S busall cilans, el) i it ¢ 4y 3y 42l e oAl 2 (gl a1 g Duggie « 1.619.810.1000

bduggie@sentaclinic.com.

Urret (PUNJABI)

fomms: 7 gt wiget 3 femrer &t 59 s BuR 5, 3" g AofesT Ao, wes, 308 wet QusEn Us. §57 39t ovE Huse =3,
1.619.810.1000 bduggie@sentaclinic.com.



CLINIC

 SENTA

[EnesAgen (CAMBODIAN)
m:mﬁﬁgsﬁﬁt‘nﬁ:ma"isxf‘sgﬁ's‘unmmf\mr{;m[mﬁmmmﬁtgmmﬁgﬁgwmﬁnﬁﬁﬁﬁ‘fgmmﬁgm Ffigl Brenda Duggie,
1.619.810.1000 bduggie@sentaclinic.com 4

HMOOB (HMONG)
XAUS: Yog koj hais Iwm hom lus uas tsis yog lus Askiv, kev pab txhais lus, pab dawb yog muaj rau koj. Hu rau Brenda

Duggle, 1.619.810.1000 bduggie@sentaclinic.com.

f&&r (HINDI)
AT € A ST SIS & Jrctrar Rl 31y 79T T verdy &, AT STTT Werrar Qarg, Qo SUCEH § | 3T 57l F HH Y,
1.619.810.1000 bdugaie@sentaclinic.com.

aMmaud (THAI)
ANUFUTR: MnaulanIAULa nwflaananmndsnawiuinshianuthamdamunsingldodr a3 dasa Brenda

Duggie, 1.619.810,1000 bduagie@sentaclinic.com.

SENTA CLINIC
NON-DISCRIMINATION STATEMENT

SENTA Clinic complies with applicable federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex.

Si habla espafiol, tiene servicios de asistencia lingliistica gratuitos. Llame al 1.619.810.1000.

WMAIERF I, WFLESRBROIESHE. 226 1.619.810.1000,

| acknowledge that | have reviewed and understand SENTA Clinic’s Non-Discrimination and Language
Assistance Policies.

Print Name Sign Name Date
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212

[T s BEN

1. MEDIGARE  MEDICAID TRICARE CHAMPVA  GROUP EEh OTHER| 12, INSURED'S 1.0. NUMBER {For Program In ltam 1)
HEALTH PLAN BLK G

DrMedﬂcara#} [ ] Medtcaics) [[] twwmonsy [[] emberiog [ oty [eo# [Jeow

2, PATIENT'S NAME (Last Name, First Name, Middla Inftial)

HAETETE
I

e[

4, INSURED'S NAME (Last Name, First Name, Middle Inltial)

5. PATIENT'S ADDRESS (No,, Street)

6. PATIENT RELATIONSHIP TO INSURED

sell[] spouse[ | crie[ ] omer[ |

7. INSUREO'S ADDRESS (No., Slreet)

cImy

STATE

ZIP CODE TELEPHONE (Include Area Cods)

()

8, RESERVED FOR NUCC USE

cITy

STATE

ZIP CODE

TELEPHONE (Include Area Code)

( )

9. OTHER INSURED'S NAME (Last Name, Firsl Name, Middle Inltal)

a, OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

¢. RESERVED FOR NUCC USE

10, 1S PATIENT'S CONDITION RELATED TO:;
a, EMPLOYMENT? (Cumenl or Previous)

b. AUTO AGGIDENT?
[Jves

11. INSURED'S POLICY GROUP OR FECA NUMBER

YES

[Ino

a. INSl.'LHEﬁS DAJSOIF BIEI'LH

SEX

M F[]

PLACE (State)
NO 1 | i

b, OTrHEi CLAIM ID {Deslignated by NUCC)

¢, OTHER ACCIDENT?

[Jves

[Jne

¢, INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d, CLAIM CODES (Daslgnated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO If yes, complete ltems 9, 9a, and 9d,

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other Information necessary

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize

payment of medical beneflls lo the undersigned physician or suppller for

»—{—CARRIER—)»

PATIENT AND INSURED INFORMATION

;o process this claim, | also reques! payment of govarnment benefits elthar to mysell or to the party who accepls assignment services described balow,
elow,
SIGNED, DATE, ¥ SIGNED Y
14, DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY 15, OTHER DATE . DATES PATIENT BLE TO WORK IN R CCCUPATION
i} 1 DO $Y i = (F) 1 | MM | DD | YY 10K Eﬁ '.E DBN'? EY‘P cuisMEﬁT DDG? Yy 4
! ! QUAL.} QUALy | ! FROM | i TO ! |
17. NAME OF REFERRING PROVIDER OR OTHE| E 7a,| i R " 118, HOSP] ON DATES RELATED TO CURRENT SERVICES
| lo] R SOURC 17a,| i ] 08 rrlqkdlz.:moo r.')l Esw T M NT SERVICESy
H 170, | NPI FROM i | TO | !
18. ADDITIONAL GLAIM INFORMATION (Designated by NUCC) 20, OUTSIDE LAB? § CHARGES
[dves [Jwo | 1
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relaie A-L o sarvica line balow (24 1 % , RESUBMISSION
e ®8 e Ind.1 1 2. BEgeeMs ORIGINAL REF, NO,
v P B L o A — o L
el i 8, Al 23, PRIOR AUTHORIZATION NUMBER
11 J L K. 1 Lo
24, A, DATE(S) OF SERVICE B, C. | D. PROCEDURES, SERVICES, OR SUPPLIES E, F. ‘%?s !EPFsim I J, 2z
From To PLACE OFf (Explaln Unusual Clreumslances) DIAGNOSIS Déa Famty| 1D RENDERING o
MM__ DD YY MM OD Yy |ssAvice| EMG | CPT/HCPCS | MODIFIER POINTER § CHARGES UNITS | Pan' | QUAL, PROVIDER ID. # L’-'-r
1 =
| i 1 ' NP g
e I — ‘.I, = e s el
i i | i o
1 1 L] i w
i | 1 [ =1 e 3
L1 || NPl 5
| A . x
4 i i I i o
| B - i o -4
5 ----- R e [ U | s N 3 i Is
! | 1 H o
| 1 1 : [
—— (IR R L UL S O N R A
i 1 E | il g i ! i : i NP1 =
25, FEDERAL TAX 1.0, NUMBER SSN EIN 26, PATIENT'S ACCOUNT NO, 27, ACCEPT ASSIGNMENT? |28, TOTAL CHARGE 28, AMOUNT PAID 30, Rsvd for NUCC Use
of gowt, claims, see ' ] 1
g ves [ |no s s i {
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 43, BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OR CREDENTIALS
(I centify that lhe stalaments on the reverse
apply to this blll and are made a part theraof.)
SIGNED DATE & i » S |“,- ; snen Y
NUCC Instruction Manual avallable at: www.nuce.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 (02-12)



BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY APPLICABLE PROGRAMS.

NOTICE: Any person who knowingly files a statement of claim contalning any misrepresentation or any false, incomplete or misleading Information may be guilty of a
criminal act punishable under law and may be subject to clvil penalties.

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND TRICARE PAYMENTS: A patienl's signature requests thal payment be made and authorizes release of any Information necessary to process the clalm and cerlifles thal
the Information provided in Blocks 1 through 12 is true, accurate and complete, In the case of a Medicare ¢laim, the patient's signature authorizes any entity to release to Medicare medical
and nenmedical information and whether the person has employer group health insurance, liabllity, no-fault, worker's compensation or other insurance which Is responsible to pay for the
services for which the Medicare clalm Is made. See 42 CFR 411 -24(a). If item 9 1s completed, the patiant's signature authorizes release of the Information to the heallh plan or agency shown.
In Medlcare assigned or TRICARE particlpalion cases, ths physician agrees lo accapt the charge determinalion of the Medicare carrler or TRICARE fiscal Intermediary as the full charge and
the palient is responsible only for the deduclible, coinsurance and non-covered services, Colnsurance and the deductible are based upon the charge determination of the Medlcare_carrier or
TRICARE fiscal Intermediary if this Is less than the charge submitted. TRICARE is nol a health insurance program but makes payment for health benefils provided through certaln affillations
with the Uniformed Services, Information on the pallent's spensor should be provided in those ems caplioned In "Insured”; l.e,, items 1a, 4, 6, 7, 9, and 11.

BLACK LUNG AND FECA CLAIMS
The provider agrees to accept the amount pald by the Government as payment In full. See Black Lung and FECA Instructions regarding required procedure and diagnosis coding systems,

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, TRICARE, FECA AND BLACK LUNG)

In submitting this claim for payment from federal funds, | cerlify that: 1) the Information on this form is true, accurate and complete; 2) | have famlliarized myself with all applicable laws,
regulations, and program instructions, which are availeble from the Madicare contractor; 3) | have provided or wil provide sufficlent information required to allow the government 1o make an
informed ellgibility and payment declsion; 4) this claim, whether submitied by me er on my behalf by my designated billing company, complies with all applicable Medlcare and/or Medlcald
laws, regulatlons, and program Inslructions for payment Including but net limited to the Federal antl-kickback statute and Physician Self-Relerral law (commenly known as Stark law); 5) the
services on this form were medically necessary and personally funished by me or were furnished incident to my professlonal service by my employee under my direct supervision, except as
atherwise expressly permitted by Medlcare or TRICARE; 6) for each service rendered incldent to my professional service, the [dentity (legal name and NP, license #, or SSN) of the primary
individual rendering each service is reported In the designated section.For services to be considered "incident to" a physlcian's professional services, 1) they must be rendered under the
physician's direct supervision by hismer employee, 2) they musl be an Integral, although incldental part of a covered physician gervice, 3) they must ba of kinds commonly fumished in
physlcian's offices, and 4) the services of non-physleians must be included on the physlclan’s bills.

For TRICARE clalms, | further cerlify that | (or any employee) who rendered services am not an active duty member of the Uniformed Services or a civillan employee of the United Stales
Government or a conlract employae of the Unlted States Government, elther clvillan or military (refer to 5 USC 5536), For Black-Lung clalms, | further certify thal the services performed were
for a Black Lung-related disorder.

No Part B Medlcare benefits may be pald unless this form Is recalved as requlred by exlsting law and regulations (42 CFR 424.32).

NOTIGE: Any one who misrepresents or falslfies essential Informalion to recelve payment from Federal funds requested by this form may upon conviclion be subject to fine and Imprisonment
under applicable Federal laws,

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, TRICARE, FECA, AND BLACK LUNG INFORMATION (PRIVACY ACT STATEMENT)
We are authorized by CMS, TRICARE and OWGP lo ask you for Information needed In the administralion of lhe Medicare, TRICARE, FECA, and Black Lung programs, Autherity lo collact
Information s In section 205(z), 1662, 1872 and 1874 of the Soclal Securlty Act as amended, 42 CFR 411.24(a) and 424,5(a) (6), and 44 USC 310141 CFR 101 etseq and 10 USC 1078
and 1086; 5§ USC 8101 et seq; and 30 USC 901 et seq; 38 USC 613; E.O, 9357,

The information we obtaln to complete claims under these programs Is used to ldentify you and to determine your eliglbliity. It Is also used ‘o daclde If the services and supplies you recelved
are covered by these programs and to insure that proper payment is made.

The Information may also be given to other providers of services, carriers, Intermediarles, medical review boards, health plans, and other crganizations or Federal agencles, for the effactive
administration of Federal provisions that require other third parties payers to pay primary to Federal pragram, and as otherwise necessary to administer these programs. For example, it may
be necessary to disclose Information about the benelits you have used lo a hospital or doctor. Additional disclosures are made through routine uses for information contained in systems of
records.

FOR MEDICARE CLAIMS: See lhe notice modifying system No. 09-70-0501, titled, ‘Carrier Medicare Claims Record,’ published in the Federal Reglster, Vol. 55 No. 177, page 37548,
Wed. Sept. 12, 1990, or as updated and republished,

FOR OWCP CLAIMS: Department of Labor, Privacy Act of 1974, “Republication of Notice of Systems of Records,” Federal Register Vol, 55 No, 40, Wed Feb, 28, 1990, See ESA-5, ESA-6,
ESA-12, ESA-13, ESA-30, or as updaled and rapublished.

FOR TRICARE CLAIMS: PRINCIPLE PURPOSE(S): To evaluate eligibility for medical care provided by clvillan sources and to Issus payment upon establishment of eligibility and
determination that the services/supplies recelved are authorized by law.

BOUTINE USE(S): Information from claims and related documents may be glven to the Dept. of Velerans Affalrs, the Dept, of Health and Human Sarvicas and/or the Dept. of Transportation
consistent with thelr slatutery administrative responsibilities under TRICARE/CHAMPVA; to the Dept. of Justice for representation of the Secretary of Defense In civil actlens; to the Internal
Revenue Service, private collection agencles, and consumer reporting agencies in connection with recoupment clalims; and to Congressional Offices In response to Inquirles made at the
request of the person to whom a record pertains, Apprapriate disclosures may be made to other federal, state, local, forelgn government agencies, private business entitles, and Individual
providers of care, on matters relating to entitlement, claims adjudication, fraud, program abuse, ulllization review, quallty assurance, peer review, program Integrity, third-party liabllity,
coordination of benefits, and elvil and criminal Iiigation related to the operalion of TRICARE,

DISCLOSURES: Voluntary; however, fallure to provide Information will result In delay In payment or may result In denlal of claim, With the one exception discussed below, there are no
penalties under these programs for refusing to supply Information, However, fallure to furnish Information regarding the medical services rendered or the amount charged would prevent
payment of clalms under these programs. Fallure lo furnish any other Information, such as name or claim number, would delay payment of the claim, Fallure to provide medical information
under FECA could be deemed an obstruction.

ItIs mandatory that you tell us If you know thal another party Is respansible for paying for your treatment, Section 11288 of the Soalal Security Act and 81 USC 3801-3812 provide penalties
for withholding this Information,

Yeu should be aware that P.L. 100-503, the “Computer Matching and Privacy Proteclion Act of 1988", permits the government to verify information by way of computer maiches,

MEDICAID PAYMENTS (PROVIDER CERTIFICATION)
I hereby agree to keep such records as are necessary to disclose fully the extent of services provided to Individuals undar the State's Tille XIX plan and to furnish Information regarding any
payments clalmed for providing such services as the State Agency or Dept. of Health and Human Services may request.

Iurther agree to accept, as payment In full, the amount pald by the Medicald program for those claims submitted for payment under thal program, with the exception of authorized deductible,
colnsurance, co-payment or simllar cost-sharing charge.

SIGNATURE OF PHYSICIAN (OR SUPPLIER); [ certify that the services listed above were medically Indicated and necessary to the health of this patlent and were personally furnished by
me or my employee under my personal direction.

NOTICE: This Is to certify that the foregoing Information is true, accurate and complele. | understand that payment and satisfaction of this clalm will be from Faderal and State funds, and that
any false claims, statements, or documents, or concealment of a malerlal fact, may be prosecuted under applicable Federal or State laws.

According to the Paperwerk Reduction Act of 1885, no persons are required to respond to a collection of information unless It displays a valid OMB control number, The valld OMB control
numbar for this Information cellection Is 0938-1197., The time required to complete this Information collection Is estimated to average 10 minutes per respense, including the tms te review
instructions, search existing dala resources, gather the dala needed, and complete and review the Information collection, If you have any comments concerning the accuracy of the time
estimate(s) or suggestions for improving this form, please wrile to: CMS, 7500 Sacurity Boulevard, Attn: PRA Reports Clearance Officer, Mall Slop C4-26-05, Baltimore, Maryland
21244-1850. This address Is for comments and/or suggestions only. DO NOT MAIL COMPLETED CLAIM FORMS TO THIS ADDRESS,
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Brian H. Weeks, MD
Director of Minimally Invasive
Head and Neck Surgery

AUTHORIZATION FOR USE AND DISCLOSURE OF MEDICAL INFORMATION

This authorization allows the healthcare provider(s) named below to release confidential medical information and
records. Note: information regarding treatment of minors, HIV, psychiatric/mental health conditions, or
alcohol/substance abuse have special rules that require specific authorization.

AUTHORIZATION:
| hereby authorize:
Physician/Healthcare Facility
{
To release information on (patient name) (DOB) regarding my medical

history, illness or injury, consultation, prescription, treatment, diagnosis or prognosis, including x-rays,
correspondence and/or medical records including those from my other health care provider that the above named
health care provider may hold, by means of mail, fax, or other electronic methods.

TO: Dr. Brian Weeks
3590 Camino Del Rio North Suite 102
San Diego, CA 92108

The medical information/records will be used for the following purpose:

This authorization is:
[ ]Unlimited (all records, excluding Substance Abuse, Mental lliness, HIV Diagnosis/Treatment)
[ ] Limited to the following medical information:

I also consent to the specific release of the following items:

Drug/Alcohol/Substance Abuse (initial) HIV Diagnosis/Treatment (initial)
Psychiatric/Mental Health (initial) Genetic Information (initial)
Test for Antibodies to HIV (initial)

DURATION: This authorization shall be effective immediately and remain effective until:

Date
RESTRICTIONS:

Permission for further use or disclosure of this medical information is not granted unless another authorization is
obtained from me or unless such disclosure is specifically required by law.

A photocopy or facsimile of this authorization shall be considered as effective and valid as the original.

I have been advised of my right to receive a copy of this authorization.

Signature of patient or legal/personal Relationship if other than parent
Representative of patient

Patient's Name (PRINT) Date

Patient Social Security Number Patient Date of Birth

Witness Name Witness Signature



SENTA BRIAN H. WEEKS, M.D,

CLINIC

DIVISION OF OTOLARYNGOLOGY/HEAD AND NECK SURGERY

“BROKEN APPOINTMENTS” POLICY

We will make every effort to accommodate your scheduling needs. In return we ask that you help us by keeping
your scheduled appointments, and by notifying us in advance if you are unable to do so. We currently have a
waiting list for appointments and when you give us advance notice of appointment changes this helps us
accommodate other patients. We appreciate your consideration.

Please read and sign our policy as indicated below:

“BROKEN APPOINTMENT” POLICY: PATIETNS WHO FAIL TO ARRIVE FOR THEIR CONFIRMED SCHEDULED
APPOINTMENTS WITHOUT PRIOR NOTIFICATION TO OUR OFFICE MAY BE CHARGED A SCHEDULING FEE OF $50 DLLS.

Repeated “Broken Appointments” may negatively impact your healthcare. Should this become a repetitive problem, we
may need to disengage you from our practice and notify your referring physician accordingly. Please be kind enough to
call, preferable 24hrs. in advance if you need to cancel or reschedule an appointment.

Thank you for your assistance and courtesy towards our other patients

SENTA CT SCANNER/ChEARS AUDIOLOGY/UNIVERSITY AMBULATORY SURGERY CENTER

If Dr. Brian Weeks determines that you require further radiology, audiology evaluation and/or outpatient surgery, and he
recommends that you have this performed at Senta Imaging, LLC, ChEARS Audiology, University Ambulatory Surgery
Center (UASC), please be aware that he owns a financial interest in the aforementioned entitles. There are other facilities
available in our community where the same procedure(s) can be performed, and you have the option to use one of these
alternatives. You will not be treated any differently regardless of the entity you choose to be treated. If you have any
questions regarding the aforementioned policy, please feel free to contact our office at (619)810-1202.

Dr. Brian Weeks is a consultant with Stryker, Acclarent, Intersect, and AcelRx.

I have read and agree to the above policies and understand that Dr. Brian Weeks has the financial interest above.

Signature of the patient or legal/personal representative Relationship If other than patlent

Patient’'s Name Date
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i
Brian H. Weeks, MD

FINANCIAL POLICY

INSURANCE: -
We cannot guarantee your benefits or eligibility with your insurance plan. Your insurance plan is a contract
between you and your insurance company.

Upon completion of our patient registration form and your assignment of benefits, we will extend the benefit
offered by your insurance company and file for reimbursement. We will handle the necessary insurance filing
paperwork for you. All payments are expected at the time of visit(s) for services not covered by your insurance
plan,

If your insurance company only covers a portion of the bill or denies the claim, an explanation should be made
to you, the policy holder. Reduction or rejection of your claim by your insurance company does not relieve you
of the financial obligation. We will notify you if this occurs, and we will request payment in full.

I have read the above, and | understand and agree to Dr. Brian Weeks, MD, Inc. Financial policy. | authorize
the release of any medical information necessary to process insurance claims and to comply with medical
reviews and audits. | further authorize payment of my benefits to be made to Dr. Brian Weeks, MD, Inc. for
services provided to me. | understand that the ultimate responsibility for payment of services remains mine.

Print name of patient or responsibly party Date

Signature of patient or responsibly party -



I'hereby acknowledge that | received a copy of this notice. | further acknowledge that a copy of the current
notice will be posted in the reception area.

1 would like to receive a copy of any amended notice of privacy practices.

Signatures: Date
Print name Phone
DOB

If not signed by the patient, please indicate:
Reiatignships:
[J Parent or guardian of minor patient
[J Guardian on conservator of an incompetent patient
[ Beneficiary or personal representative of deceased patient

Name of patient:




Division of Otolaryngology/ Head and Neck Surgery

THE EPWORTH SLEEPINESS SCALE

PATIENT NAME: ; AGE, DATE:

[ ] MALE ] FEMALE

How likely are you to doze off or fall asleep in the following situations, in contrast to just feeling tired? Please think
about your usual way of life in recent times. Even If you have not done some of these things recently, try to work out
how the situation would have affected you,

Use the following scale to choose the MOST APPROPRIATE SCORE for each situation.

0= would NEVER doze off

1= SLIGHT chance of dozing

2= MODERATE chance of dozing
3= HIGH chance of dozing

SITUATION CHANCE OF DOSING

Sitting and reading

Watching television .

As a passenger in a car driving for an hour without a break

Lying down to rest in the afternoon when circumstances permit

Sitting and talking to someone

Sitting quietly after lunch without alcohol

In a car while stopped for a few minutes in traffic or at a stop.

L

TOTAL:

Signature: . Date:




3590 Camino Del Rio North
San Diego, CA 92108

| Patient Name; | Date; ' |

The following questionnaire is intended to help define your systems and provide valuable information and Insights for

your doctor, Answer the questions, rating to the best of your abllity the problems you have experienced over the past
two weeks. ‘

Sino-Nasal Outcome Test (SNOT-ZO)

“The SNOT score evaluation is to he used as a puide and not physician's diagnosis. Treatment to be determined by a doctor upon appomtment

DIRECTIONS:

1.Consider how severe the problem Is
when you experience It and how
frequently it happens. Please rate each
item below on how “bad” it Is by circling
the number that corresponds to how
you feel,

2.Please mark the most Important items

affecting your health (maximum of 5
items).

©| NO PROLEM
| SEVERE PROBLEM

1.Need to blow nose

#|~| MILD OR SLIGHT PROBLEM
4u1| PROBLEM AS BAD AS CAN BE
5 MOST IMPORTANT ITEMS

‘| = | VERY MILD PROLEM

|8 w 63 w | MODERATE PROBLEM

9 Ear pafn
L0 Fciat painy pressur
11.DIfficulty falling asleep
[:42:Wake by St HiEht
13.Lack of sleep
L3BEKe Gp tired oy
15.Fatigue
[i16:Reduted proateayity
17. Reduced concentratton

Score Evaluation Recommended Next Step
Oto 38 No problem to mild problem No action necessary or symptoms can be treated with OTC
medlcatlon

P

60 to 79 Moderate to severe ‘ An appointment with a specialist or your PCP Is recommended
a and/or prescrlptlon mgd{cl?e cen be takeq To _treat sym Etﬁo;ms. ]

BT q,,t:




' Eustachion Tube Dysfunction

Patient Questionnaire (ETDQ-7)"

Name: Date:

Next o each question, circle the number that best describes how you feel.

No Moderate Severe
During the past T month, how much of o problem Problem Problem Problem
was each of the following?
1. Pressure in. the ears? 1 2 3 4 5 6 7
2. Pain in the ears? 1 2 3 4 5 é 7
3. A feeling that your ears are clogged o “under water’? 1 2 3 4 5 é 7
4. Ear problems when you have a cold or sinusitis? 1 2 3 4 5 é 7
5. Crackling or popping sounds in the ears? ] 2 3 4 5 é 7
6. Ringing in the ears? 1 g 3 4 5 é 7
7. A feeling that your hearing is muffled? 1 2 3 4 5 é 7
Do you get these symptoms in one ear only or both ears?
O left ear only O Right ear only [ Both ears
Total Score + 7 = Mean item score

1. ETOQ-7 Copyright 2012 by McCoul ED, Asand VK ond Chrisles PJ, Weill Cornell Medicol College, New York, New York,
Cavlion: Federal (U.5.) law restrics the scle, distribulion or use of the ACCLARENT AERA™ by or on the order of a physicion who 1s Ire'ned In tha use of Acclorent lechnology,

Eustachlan tube balloon dlletion has ossecloted risks, Including lissue and mucesal roums, Infeclion, or possible carolid ortery injury. Prior 1o use, 11 is Imporlant 1o read the
Instructions for Use and fo understand the centroindicollons, wanings, and precaulions assacicled with these devices.

ACCLARENT AERA™

wew.occlorent.com @2016 Acclaren), Inc, 062207-161025 Eustachian Tube Balloon Dilation System



