KAPLA MEDICAL GROUP

FAMILY PRACTICE & HIV MEDICINE

45 Castro Street, Suite 432 ¢ San Francisco, CA © 94114 ¢ TEL: 415.865.3737 ¢ FAX: 415.865.3723

PATIENT INFORMATION

Last Name: First Name:

Date of Birth: Social Security #:

Address:

City: State:

Home Phone: Work Phone:

Middle Initial: Sex:

Ethnicity:

Apartment #:

Zip:

Employer:

E-mail Address:

Occupation:

How would you like to be called?

Relationship status married, single, parinered)

Highest level of education:

GUARDIAN or SUBSCRIBER

Last Name:

Date of Birth:

Home Phone:

First Name:

Referred to this office by:

Middle Initial: Sex:

Work Phone:

Other Phone:

May we leave a message:
May we leave a message:

May we leave a message:

E]Yes/NoE]
[[]Yes / No []
[[]Yes / No []

Emergency contact: Phone:
Partner Status (single, married or parinered)

Partner’s name: Phone:
Pharmacy: Address:

Phone: Fax:

OFFICE POLICY

* William J. Kapla, MD is contracted with many insurance companies. We will bill these companies for our patients and
as a courtesy will bill insurance companies that we do not have a contract with. However, you are responsible for all
changes incurred and must settle any disputes with the insurance company directly. Insurance companies sometimes deny
payment on services because they consider them “cosmetic.” It is your responsibility to know the limits of your insurance
policy and to pay for these denied services.

* If your insurance requires authorization, it is your responsibility to obtain this authorization from your insurance carrier.
Failure to obtain authorization may result in your being responsible for the cost of your visit. All payment (such as co-pay-
ments) are due at the time of services. If you are unable to make your co-payment, your appointment will be rescheduled.

* We accept cash, credit cards, and checks. There is a $25.00 fee for returned checks. There is a $45.00 fee for missed
appointments and late cancellations.

* If you do not understand this policy statement, we will gladly attempt to clarify it for you.
| have read and understand the Office Policy as stated above and authorize William J. Kapla, MD to bill

my insurance company for me. | hereby authorize the release of any and all information acquired in the
course of my exam/treatment to my insurance company.

Date:

Signature:

WILLIAM J. KAPLA v.p., Faapr « JEFFRERY D. MANESE ra-c



