+AGE.

SPECIALIZED AMBULATORY GERIATRIC EVALUATION

Important: Please present a Photo Identification Card

Patient: ,
Last Name First Name
Date of Birth: Age: Sex: Male Female
Primary Language: Marital Status: Single Married
Widowed Divorced

Social Security Number:

Home Telephone Number:

Cell Phone Number:

Address:

City: Zip Code:

Email:

Employer Status: Retired Full Time Part Time Self Employed

Race: Caucasian African American Hispanic Asian/Pacific Islander
Religion: Catholic Baptist Jewish Christian Jehovah Witness
Who is your Primary Care Physician?:

Responsible Party: Child Spouse Legal Guardian

Last Name: First Name:

Date of Birth: Social Security #:

Address: City:

Home Telephone: Cell Phone:

Employer Name: Occupation:

In Case of Emergency, please notify:
Contact Name:

Relation to patient:

Home Number:

Cell Number:

Email:




S+AGE.

SPECIALIZED AMBULATORY GERIATRIC FVALUATION

AUTHORIZATION
TO SHARE
MY HEALTH INFORMATION

The S+AGE clinic is prohibited from sharing your personal health information
(except as indicated in a Notice that you have received or will receive), unless
you authorize us to share this information with others.

The S+AGE clinic may share your written health information and discuss your
health with the following people:

NAME RELATIONSHIP PHONE

This authorization will be effective from the date of your signature until:

DATE

AUTHORIZATION

I, . have received a copy of this
Authorization. | have read this Authorization and | understand that it explains to

whom | permit my health information to be used and shared with others. |
authorize the uses and disclosures described in this Authorization.

Date Signature
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Valley Geriatric Medical Group, Inc.
Dan Osterweil, M.D.
&
David Stern, M.D.

CONSENT FOR MEDICAL SERVICES AND FINANCIAL AGREEMENT

1. MEDICAL CONSENT: I hereby consent to and authorize any medical services provided by Valley
Geriatric Medical Group, including examination, laboratory procedure, X-ray examination, and the taking
of medical photographs that may be considered advisable or necessary in the judgment of the attending
physician. [ understand any specific surgical procedures to be performed will require a separate Consent
for Treatment, to be signed at the time of the procedure.

2. RELEASE OF INFORMATION: I authorize information in my medical records be released by
representatives of Medicare, Medi-Cal or another medical insurance carrier for use in determining
medical benefits payable. I certify that the information given in applying for payment under Title XIX
and Title XVIII of the Social Security Act is correct. | authorize any holder of medical or other
information about me to release to the Social Security Administration or its intermediaries or carriers any
information needed for this or any related Medicare claim. I request that payment of authorized benefits
be made on my behalf.

3. INSURANCE ASSIGNMENT AND FINANCIAL AGREEMENT: I hereby authorize payment
directly to Valley Geriatric Medical Group (VGMG) of any benefits payable to me under Title XIX and
Title XVIII of the Social Security Act, which is applicable to my account, but not to exceed the clinic
regular charges. | understand, that should my health insurance coverage fail to reimburse VGMG for
services or supplies rendered, that I acknowledge financial responsibility for full payment or the amount
of coinsurance or deductibles in accordance with my coverage.

4. CERTIFICATION: I certify that I have read and/or understand the above consent for medical services
and financial agreement, received a copy thereof agree with the above conditions, and am the patient, or
the authorized representative of the patient legally authorized to execute the above and accept its terms. |
understand that this consent for medical service and financial agreement may be revoked at any time

Patient/Authorized Representative Date
(if the patient is unable to consent)

Witness Date






