Sindu Pillai.

Nombre de Pasiente: {nombre legal completol *Nuevo *Cambio

Apellido: Primero: Segundo:_

Fecha die Nacimiento: Edad: | Sexo;
Domicillo:_ . | Ciudad-Estado: Codigo Postal:

*Alguﬁa-ﬁrdén de la corte de custodia? I 1si [ Ino

Y N I A A R A N R R E R E R R EE N R RN A ST N AN E RN IR NN RN RS RER RRRRRRRR RN RRARRIZRRANZRELERNENELESAERLERER]Z

lnfﬁrm'giuh-'de la Madre: [ ]wmadre bioidgica [ ]madrastra [ ]guardién legal [ ]madre tubor de crianza
Apelido: ) - Primero:__ _ Fecha de Nacimienta:
a SS T o | _— Estado Civil: Casada Divorclada Sola Viuda
Domicilie:____ . Cludad-Estade: _ Codigo Postal:
Telefono:_ _ Ceiuia:. _ ____Trahaje:
Empleador y Domicillo:
- Correo electionico: _ . *como cortasia , podemaos email refetidos, etcetera

_Informacion dé la Padre: [ ]padre biolégico [ 1padrastro [ ]guardidn legal { ]padra tuter de crianza

Apellido: | + Primero: Fecha de Nacimiento:

'§8: . . . Estado Chvil: Casada  Divorciada  Sola Viuda
- Domicillo:_ . - Cludad-Estado; Codigo Postal:
Celsla: Trabajo: |

Telefono:

P L e A

Empleador y-Domicille:

Corrao electronico: . *como cortesia , podemos enail referldos, atcatera

EFEEEEEEEEENLE NEN SR ERNN AN AN SR NN A A AN PR DR R A ENENN E EA NN R I A EE N NE NNV R S R I R E I EA I NN EEFE SN EERERNNNE

Contacto de emergericia: {excepto padres)

Numhfe: - . _PRelgcion:_______ Tek - — e

ES N ER S E S E R EN RS U N AR NP EEEENEBEE R RY N SR AN SN IS SN E R E R E NN I N F N EE RN N SN SUENEREEEERNEINRYPESNENEREREANE N

Informacion de Aséguranss:

compalfifa de aseguranss id de aseguransa | grupo
appeétlido de Ja titular de aseguransa B nombre de |a titular de aseguransa fecha da nacimiento

Yo autorizo ef tratamianto para ml hijo y doy consentimiento para la administracion de todo tratamiento gue se considers conveniente y nacesario
pot mi médica. Autoriz6 por este medio a Dr, Pillal para liberar cuniquier informacidn adquirida en el curso de la examinacion y el tratamiento de mi
hijo. Entiendo que soy financieramente respunsable por todos 105 gastes Incurridos independientemente de la cobertura de seguro. Autorizacion pars
‘pagar médico: por |a presente autorizo pago directamente ai Dr., PHlal por mi seguro para os servicios que eila ofrece a mis hijos.

. Firma:  Fetha:

T —

Relacion con el paciente? __ Cémo se enterd de nuestra oficina?

PR R e e e T




Standardization for Health Care Quality improvement
We Ask Because We Care
An increasing number of federal policies emphasize the need for obtaining gender,
raca, ethnicity and language information. It is important for hospitals and clinics to
conduct studies to make sure that all patients get the same high-quality care
regardiess of their race or ethnic background.

The American Recovery and Reinvestment Act of 2009 {ARRA} requires providers 10 collect patient race,
ethnicity and language data. Your race and ethnicity are to be recorded in accordance with the Office
of Management and Budget {OMB8) Standard.

Thank You,

Sindu Pillai, M.D.

Name:

Phone Number;

3 Phone-Cet [ Phone-Home

Preferred method of receiving Confidential Communications: 1 Phone-Cell O Phone-Home O Mail
] Emaii-

MARITAL STATUS

{J  Singie 0O Separzted 1 Widow (J Domestic Partner

(J Married (1 Divorged i1 Other

FANGUAGES

What is your Preferred Languaga:

e
i = A e e T NN W e b

1

!

i‘ ﬂ

i

; Declined (1 prefer not to provide the following race and ethnicity information) - ;
*EWhat do you consider your Race to be? }
j [} Americzn Indian or Alaska Native 3 Fliping '
(] Asian {J nexican American/=ispamd
(3  African American 1 Caucasian
{3 Gther 3 Native Rawaian or Pazitic Istander
iWhich af the following best describes your Ethnicity? : ;
;i t ot Hispanic or Lating {1 Cerws srericanindiern N Handuran 3 Paraguayan i
] =isnanmic or Latino 1} Chicano {1 tatin Anerican 1 dpruwian i
"] Andalusian Tl Chiean [} mexican b Puartp Rican
[J  Argentinean [} Colomaian {}  Kiexican Amerncar [] sawscorar
| ] Azturian (1 <CostaRican i FAsxicsn Armerican Indian () S5outh American
U Seiearic isiander [}  riclio {}  BMexicsn Americar/Higpanis () 3Spariard
o Balivian {J Cuban J Mexicans C) Sautn American indien
] Canal 2one 3 Dormenican J PCaragusn () Spaniard :
L) Lanarian {1 Ecuadorian {)  Other Paciiz Islander iJ fpanshBasoua
. Castiiban {]  Calege 3 Pacific lslander 3 valarisn ];
_J Catstaicmar {} Guatemalsn B Paramanian 1 veneiuzlan ii
i L] Central ﬂmEﬂEEn_ . L h




HISTORIAL MEDICO DEL NINO
HISTORIAL MEDICO DE SU EMBARAZO CON ESTE NINO:

¢En qie mes de su embarazo visitd usted por primera vez al doctor? mes  {Dénde nacié su bebé?
¢De cuintos meses fue su smbaraze? - Sinatié o bebé en casa, ile hicieron analisis de sangre de deteccida bisica para un recien nacide? OSI O Mo

o usted alguna enleredad o peoblemas? (Esto incluye enfermedades fUsh usted alguna droga? (Tabaco, bebidas akohlicas, drogas de fa calle, N
transmindas sexuaimente o enfermedades contagiosas) remédios caseras o de la farmacia}

Hmmud:fgummdrmnaud:pormdocm? ﬂm m'muemmmmmmmm’ “u

e P [ e s P DY
mmm

HISTORIAL MEDICO DEL NIRO: OMOf  ifué zdopitido estenifo? OO Oo - Possalmacer_ | L2 medida: puigadas

~ {Ha tenido alguna ver: | .
borpi i[5 e | ]
‘ HERDS

Iubmﬂnisnunapmhapmﬁiudtmm nﬂ Problemas de los méscudos, articolaciones o huesss o

i b prp R N Y e N (R Y )
s o o |5 [ | reemseomemarane _ Juw
Pruﬂmmlomdmnmw | . -Wﬁmmfﬁ'ﬂi“' -
Iunu
Problemas con ha iroides _. -
- —ﬂﬂ
| i 3 [+ T Y.
D Ul [ e PH
S [l Y [rwersnay e
[ ——— 1y pre——— Pl Y
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HISTORIAL MEDICO DE LA FAMILIA: Ticoe alguien de f2 fam] ), padre(P), hermane(HO), hermana(HA), t(T0), tia(TA), abuela(AK), abuelo{AO)
el ¢Cual mmw? {ual miembre famizar?

nm Enfermedad de los rifiones o urinana _“
ﬂm Problemas con fos hueses & fas aricuaciones -u wdﬁ’mmﬂﬁi“

P DN P N T 1Y [ T T

INFORMACION SOBRE LOS PADRES: INFORMACION DOMICILIARIA: {uintas personas viven en wi casal
Madre: Padre: iViven ambos padresenlacasa?  OSi ko
tdad: - . wmmhmmwuﬂmﬂu&hdummm osi Ul
Kturx; B H iQué idioma s¢ habla en casa’?
Jomacin; - o i¥ive isted en unz Dasa CiApartaments DRefu 10 D252 Remolgue C35in casa it hoy
identificion del Paciente: | P} Fecha:

Parentexcoconeiniito:___
Reviewer's Signature: Date:




Sindu Pillai, M.D.

AUTHORIZATION TO TREAT A MINQR

I hereby consent to and authorize the administration of all diagnostic, therapeutic
treatments, and immunizations that may be considered advisable or necessary in
the judgment of the attending physician for the treatment/diagnosis of:

Minor’s Name Minor’s Birth Date

I hereby authorize the physician to release any information acquired in the course
of the minor’s examination or treatment.

Signature of Parent/Guardian Date

! ST ey, i _ T i, e e Ll e _— L e

AUTORIZACION PARA DAR TRATAMIENTO MEDICO A UN
MENOR DE EDAD

(Yo)(Nosotros), Padre(s), del suscrito(a) y con las custodia/tutela legal de
, menor de edad, pro medio de esta authorize (amos) a

il A

N{;Ere 5;3_1_ Nfena;

_Como agente(s) del suscrito(a) y doy (damos) nuestro
consentimiento | para que le tomen radiografias, le haga pruebas de dianostico,
vacunas y tratamiento medico externo (no incluyendo cirugia). Que se considere
prudente ye que se efectue bajo la supervision general o especial de un Doctor de
Medicina, con autoirzaction para practicar de acuerdo a lo previsto en el Acta de
Practica Media (Medical Practice Act), ya sea que dichos tratamientos or
diagnosticos se efectuen en:

Sindu Pillai, M.D.,Inc ~  _ {Nombre de la Clinica)

Padre/Madre/Tutor Legal Date



o

SINDU PILLAI, M.D.

25485 Medical Center Drive, Suite 106 * Murrieta, CA 92562
Office (951) 600-9093 » Cell {951) 541-8319 » Fax (951) 600-1132

COPAY ACKNOWLEDGMENT

I am aware that my copay is due at the time of visit.
I am also aware that for some reason it is not paid on
that day I will be charged an additional $5.00.

Child Name Date

Parent Signature



Sind Pillai, M.D.
25485 Medical Center Dr. #106
Murrieta, CA 92562
FPk. (951) 600-9093
Fx. (951) 600-1132

OFFICE FINANCIAL POLICY

We are committed to providing all our patients with the best possible medical care. If
you have medical insurance, we are anxious to help you receive your maximum
allowable benefit. In order to achieve these goals, we need your assistance and your

understanding of our payment policy.

ALL PATIENTS: The patient is responsibl¢ for all services rendered regardless
of insurance coverage. The full responsibility of payments rests with YOU.

CASH PATIENTS: All services are rendered on a cash basis and must be patd
in full at the time of service. Financing and financial assistance is available.

PRIVATE INSURANCE: We must have a fully completed and signed
insurance form at the time of service. If you cannot supply us with all the
necessary billing information, your account will be handied the same as a cash
patient. Deductible and co-payment amounts are due at time of service.

PPO: We must have a copy of both sides of your insurance card on file. All co-
payments are due at time of service.

HMO: Unless Dy t?ii\qu_\ 1S your primary care physician it is your responsibility
to have a referral each time you are seen. Without a referral you have NO
insurance coverage. Without a referral you will be responsible for the charges
should you HMO deny payment. Co-payment must be made at the time of
repistration.

Amounts which are over 60 days pasts due by an insurance company are
immediately due from the patient. Amounts which are over 90 days past duae are
subject to collection procedures which could include small claims court or a 1-1/2%
service charge per month on the unpaid balance. Accounts sent to a collection
agency will include an additional $10.00 transferring fee.

If at any time you should experience financial hardship, please make this office
aware of the situation. We are always willing to make special arrangements for
thosc patients who need extra help. If you need to make arrangements, please ask o
speak with the office manager.

[ have read and understand all of the above.

Patient or responsible party signature Date



SINDU PILLAI, M.D.

25485 Medical Center Drive, Suite 106 » Murrieta, CA 92562
Office (951) 600-9093 « Cell (951) 541-8319 » Fax (951) 600-1132

CONSENT TO SHARE/DISCUSS PRIVATE HEALTH INFORMATION

[ give consent to Sindu Pillai, M.D. to discuss my child’s condition
with any Doctors/Educators. [ also permit contact via message machine or family member to the
following phone number: regarding my child’s health.

[ understand that this agreement does not serve as a medical release of records and that Dr. Sindu
Pillai and/or staff can refuse to discuss private health information if believed that is in the best
interest of the patient.

Child’s Name
Legal Guardian Signature
Date




-l v/
PRIVACY PRACTICES ACKNOWLEDGEMENT

ACKNOWLEDGEMENT FORM

| have received the Notice of Privacy Practices and | have been provided an opportunity to review it.

Name | _ Birthdate

Signature —

Date

Page 1 of 1 muesmﬁdj " #8084 — 2003 Medical Arts Pross® 1-800-826-2179



HIPAA Notice.of Privacy Practices

fu Pillai, M.,
25485 Medical Center Dr. #1006
Murrieta, CA 92562
Ph. (951) 600-9093
Fx. (951) 600-1132

THIS NOTICE DESCRIBES HOW BEEBICAL INFORMATION ABOUT YUU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out
treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also
describes your rights to access and control your protected health information. “Protected health information™ is information
about you, including demographic information, that may identify you and that relates to your past, present or future physical or
mental health or condition and related health care services.

_ 1. Uses and Disclosures of Protected Health Information

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our
office that are involved in your care and treatment for the purpose of previding health care services to you, to pay your heaith
care bills, g0 support the operation of the physician’s practice, ahd any other use required by law .

Treatment: We will use and disclose your protected heaith information to provide, coordinate, or manage your heaijth care and
any related services. This includes the coordination or management of your heaith care with a third party. For example, we
would disciose your protected health information, as necessary, to a home health agency that provides care to you. For
example, your protected health information may be provided to a physician to whom you have been referred to ensure that the
physician has the necessary information to diagnose or treat you.

Pavment: Your protected health information will be used, as needed,- to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the

health plan to obtain approval for the hospital admission. -

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business
activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee
review activities, training of medical students, licensing, and conducting or armanging for other business activities. For
example, we may disclose your protected health information to medical school students that see patients at our office. In
addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicat_e your
physician. We may also call you by name in the waiting room when your physician is ready to see you. We may use or discliose
your protected health information, as necessary, to contact you to remind vou of vour appointment.

We may use or disclose your protected health information in the following situations without your authorization. Thes:
situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight:
Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Fungral
Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers’ Compensation:
inmates; Required Uses and Disclosures: Under the law, we must make disclosures to you and when rbqumd by the Secretary
of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section

164.500.

Other Permitied and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity
to Object unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent th.m your physician or the phys.ician's
practice has taken an action in reliance on the use or disclosure indicated in the authorization.



Your ts
Following is & statement of your rights with respect to your protecied health information.

You have the rig - n. Under federal law, however, you may not
inspect or copy the fﬂllowlng recaords psycho&mpy nut:s mfonnatmn compiled in reasonable anticipation of, or use in, a
civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits
access to protected health information.

You have the right to request 3 restriction of your protected health information. This means you may ask us not to use or
disclose any part of your protected health | mmahqnforﬂmwrpmmofmmmpaymmorhulﬂtmmmm You
may also request that any part of your protected health information not be disclosed to family members or friends who may be
involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the
specific restriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to
permit use and disclosure of your protected heaith information, your protected health information will not be restricted. You
then have the right to use another Healthcare Professional. |

You hav ht to reauest to receive conjxientss _-_!_‘.__“_ SO TS a8 by alternative mean AR aiternative
imtion gu havethe mhttoobtainaﬂm copy of this nm from us, upon requmt.evmrf you !mreageedtoaccept

this notice alternatively i.e. elecu'omcally

You may have the right to have your physician amend 1 hesith i' rmation. If we deny your request for
amendmedt, you have the right to file a statement of dzsagmem%nt with us and we may prepare a rebuttal to your statement and
will provide you with a copy of any such rebuttal, |

You have the right tc receive an accounting of certain disclosures we have made. if any, of vour protected health
information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to
object or withdraw as provided in this notice. |

Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy nghts have been

violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate
apainst you for filing = inint.

This notice was published and becomes effective on/or before_ April 14, 2003.

We are required by law to maintain the privacy of, and prawde individuals with, this notice of our legal duties and
privacy practices with respect to protected heaith information. If you have any objections to this form, please ask to
speak with our HIPAA Compliance Officer in person or by phone at our Main Phane Number.

Signature below is only acknowledgement that you have received this Notice nf our Privacy Pmtims:

Print Name: - Signature Date



SINDU PILLAI MD PEDIATRICS

AUTHORIZATION FOR THIRD PARTY TO CONSENT TO TREATMENT
” OF MINOR LACKING CAPACITY TO CONSENT

| am the: [ ] parent [ ]guardian I oather person having iEg'asttady'

Of {(name of minor): - e __Dobi__ . - , & minor.

| hereby authorize (name) __ __ _ . . who is (relationship to minor)
— | ___toact as my agent to consent {0 any medical diagnosis or treatment, and
hospital care which is recommended by, and to be rendered under the general supervision of, any
licensed doctor, whether such diagnosis or treatment is rendered at the doctor’s office or at a
hospital. | understand that this authorization is given in advance of any specific diagnosis,
‘treatment, or hospital cae being required, but is given to provide authority to the above na med
agent to give consent to any and all such diagnosis, treatment, or hospital care which a licensed
doctor recommends. This authorization is given pursuant to the provisions of Family Code Section
6910. | hereby autharize any hospital providing treatment to the above named minor pursuant to
the provisions of Family Code Section 6910 to surrender physical custody of the minor to the
above named agent upon the completion of treatment. This authorization is given pursuant o
Health and Safety Code Section 1283, |

These authorizations shall remain in effect until _ -  unless sooner revoked in
writing delivered to the agent named above. (1year maximum) |

Date: LSignatL}re of parent or guardian: ﬂ | s




RECORDS RELEASE AUTHORIZATION

Faciity/Provider Name:
Facility/Provider Address:
Facility/Provider Phone:
Facility/Provider Fax:

t hereby authorize the refease or disclosure of the medical information as indicated below to the healthcare provider, entity, or person | have indicated below.

This authorization shall become effective immediately and shall remain in effect until of lor 1 year from date of signature if no date is entered.
This authorization may be revoked in writing by the undersigned at any time prior to the release of information from the disciosing party. Writlen revocation will not affect
any action taken i refiance on this authorization before the written revocation was received.

| undersiand that the requesting party may not lawfully further use or disclose the heatth information unless another authorization is obtained from me or unless disclosure is specially
required or peqnitted by law.

A copy of this authorization is valid as an original.

Please releaseldisclose records and information regarding:

Name of Patient: DOB:
Send Records Pertaining to: (General Medical Rec. from to
Lab Results
X-ray Resuits
immunization History
Other

Send Medical Records to: Sindu Pillai, M.D. and Van Nguyen, P.A. *Other Provider / Facility

Office Contact:

24910 Las Brisas Road., Ste 114
Mutrieta, CA 92562 |
Phone 951-600-9083

Fax 951-600-1132

EMALL - sinpupilione or Cindupiiicd - o
| request the health information released/disclosed be used for the following purpose: to continue care thru new doctor / facilty

Date Signature of Patient or Responsible Party Relationship to Patient
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