
PRIMARY INSURANCE

AUTHORIZATION AND RELEASE

Authorization of Treatment: I voluntary consent to the administration and cost of medical and surgical procedures, x-ray and medication for myself and my de-

pendents

Assignment of Insurance Benefits: I authorized payment directly to VIDA Family Practice, PC for all benefits otherwise payable to me. 

Guarantee of Payment: I understand that I am financially responsible and agree to pay all of the charges that are not paid or billed to insurance or any other third 

party payer.  I understand that I must pay in full today for all services rendered unless my insurance is accepted.  I also understand that if my insurance is accepted, I 

must pay all applicable insurance copays, coinsurances and deductibles today.  If you are unable to verify my insurance at time of service, I will pay in full for all 

services.

Release of Records: I authorize VIDA Familly Practice, PC  to release (verbal or in writing) confidential medical information to any person or entity including my insur-

ance carrier, employer if treatment is related to employment purposes, or other health care operation which may be liable to me or my practitioner(s) for charges 

for this treatment and for quality management, utilization review, transfer and follow-up purposes.

Receipt of Privacy Practices: I acknowledge that a copy of the Notice of Privacy Practices of VIDA Family Practice, PC is available to me upon request and can be

provided at the office and on the website.  I understand that a copy of this agreement may be used with the same effectiveness as the original.

Patient Signature _______________________________________________________   Date ________________________________

Responsible Party _______________________________________________________  Date ________________________________

Name (Last, First, Middle) _____________________________________________________________________________________

Social Security # ____________________________ Age_____________ Birth Date ____________________________  Sex M  F    

Address ____________________________________________City __________________________ State ______ Zip ____________

Home Phone _________________________ Mobile/Work Phone _________________________ Preferred Home Mobile/Work

Email _____________________________________________ Relationship to Patient  Parent  Guardian  Spouse  Employer  

PARENT/GUARANTOR INFORMATION

SECONDARY INSURANCE

PATIENT INFORMATION

Carrier ______________________________________________ 

Subscriber ID ______________________ Group # ____________

Insurance Claims Address _______________________________  

Phone _______________________________________________

Policy Holder Name ____________________________________ 

Social Security # ____________________________ Sex M  F

Birth Date ____________________________________________ 

Relationship to Patient  Parent  Guardian  Spouse  

Name (Last, First, Middle) ____________________________________________________ Social Security # ___________________

Sex M  F  Age________ Birth Date ________________________    Single   Married   Widowed   Separated   Divorced

Address ____________________________________________City __________________________ State ______ Zip ____________

Home Phone _________________________ Mobile/Work Phone _________________________ Preferred Home Mobile/Work

Email _________________________________________________ How did you hear about us?_____________________________

Patient Employed By _______________________________________________ Supervisor _________________________________ 

Primary Care Physician ____________________________________________________ Phone ______________________________

In case of Emergency (Name, Phone, Relation) ____________________________________________________________________

Carrier ______________________________________________ 

Subscriber ID ______________________ Group # ____________

Insurance Claims Address _______________________________  

Phone _______________________________________________

Policy Holder Name ____________________________________ 

Social Security # ____________________________ Sex M  F

Birth Date ____________________________________________ 

Relationship to Patient  Parent  Guardian  Spouse  

AUTHORIZATI
VIvVIDA FAMILY PRACTICE, PC.O

N AND RELEASE 

Race___________________________________Ethnicity______________________________Religion______________________________



VIDA FAMILY PRACTICE, PC 

 Patient's Name:____________________________________________ 
        

________________  

 

Past Medical History  

 
 
 
 
 
 
 
 
 
 
 
 

Alcoholism 
Allergies / Hives  
Anxiety  
Arthritis 
Asthma  
Aids / HIV  
Back Pain  
Blood Disease 
Blood Transfusions 
Cancer  
Diabetes 
Depression 

 
 
 
 
 
 
 
 
 
 
 
 

Eating Disorders 
Epilepsy/Seizures 
Glaucoma 
Gout 
Heart Disease 
Heart Valve Disease 
Hepatitis 
High Blood Pressure 
High Cholesterol  
Joint Disorders 
Kidney Disorder 
Liver Disorder 

 
 
 
 
 
 
 
 
 
 
 
 

Lung Disorder 
Migraines 
Osteoporosis  
Pneumonia 
Polio 
Rheumatic Fever 
STD 
Skin Disorders 
Stroke 
Stomach Disease 
Thyroid Disorder 
Tuberculosis 

   
 

 

   
If Chronic Pain present, 

Complete 
Pain Assessment Form 

 
 
 

 
 
 

Family History:                                 
Father   _____________________________________    Siblings_________________________________  

 

Mother  _____________________________________    Children_________________________________  

Grandparents:__________________________________    Other __________________________________ 

 
Physician's Signature ________________________________________    Date ______________________ 

 

Chronic Pain Syndrome

Chronic Pain Medication use

Pulse:_____ RR:______ Wt:_______ HT:________ O2Sat:______BP:_______

Age:

Temp:______

Medications (include non-prescription)  
________________________________________________________________________________________ 
________________________________________________________________________________________ 

Allegies:_________________________________________________________________________________ 

Immunizations   
Last PPD date:_____________________ New PPD offered:_______________  Tdap___________________  
Pneumonia vaccine:________________ Influenza Vaccine:_______________  Other:__________________ 

_________________________________   Date____________ 
_________________________________   Date____________ 
_________________________________   Date____________ 

Preventive Care 

Last Colonoscopy:_________________ 
Last Mammogram:________________ 
Last Pap Smear:___________________ 
 

Social History  

Alcohol use: 
Tobacco use: 
Drugs use: 

 Never:   
 Never:  
 Never:   

 Occasional:   1-2 Drinks/day:  >2 Drinks/day  # Drinks/wk_________ 
 Former smoker, year quit:_________  Current packs/day:______________ 
 Former user, year quit_________  Drug Type/years___________________ 

Surgeries & Hospitalizations



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 to arbitration as provided by California law, and not by a lawsuit or resort to court process except as California law provides for 

judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional rights 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 agreement bind all parties whose claims may arise out of 

or relate to treatment or service 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 expected child or children.

All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the physician, and the physician’s part-

ners, 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 any fee from the patient shall not waive the right to compel arbitration of any malpractice claim.

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) shall be selected by the arbitrators appointed by 

the parties within thirty days of a demand for a neutral arbitrator by either party. Each party to the arbitration shall pay such party’s pro rata 

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 benefi t. The parties agree 

that the arbitrators have the immunity of a judicial offi cer from civil liability when acting in the capacity of arbitrator under this contract. 

This immunity shall supplement, not supplant, any other applicable statutory or common law.

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 this 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 provisions of California law applicable to health care providers shall apply to disputes within this arbitration agree-

ment, including, but not limited to, Code of Civil Procedure 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 Proce-

dure. Discovery shall be conducted pursuant to Code of Civil Procedure Section 1283.05, however, depositions may be taken without prior 

approval of the neutral arbitrator.

Article 4: General Provisions: All claims based upon the same incident, transaction or related circumstances shall be arbitrated in one pro-

ceeding. 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 barred 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 arbitrators 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. It is the intent 

of this agreement to apply to all medical services rendered any time for any condition.

Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed (including, but not lim-

ited to, emergency treatment) patient should initial below:

Effective as of the date of fi rst medical services

Patient’s or Patient 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 provision.

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

By:  
 Patient’s or Patient Representative’s Signature                     Date

By:  

By: 

 Physician’s or Authorized Representative’s Signature       Date 

 Print Patient’s Name

 

         

 Print or Stamp Name of Physician,  (If Representative, Print Name and Relationship to Patient)

 Medical Group, or Association Name

A signed copy of this document is to be given to the Patient. Original is to be fi led in Patient’s medical records. ©2007 J6712 1/07

VIDA FAMILY PRACTICE PC,  Dr. Vigen V. Abovian, MD
435 Arden Ave. Ste 330, Glendale CA 91203

Tel. 818-548-8001   Fax. 877-548-0506



VIDA FAMILY PRACTICE, PC.                                   Payment Policy 
�
1. Insurance.  We participate in most insurance plans, including Medicare. If you are not insured by a plan we do business with, 
payment in full is expected at each visit. If you are insured by a plan we do business with, but don’t have an up-to-date 
insurance card, payment in full for each visit is required until we can verify your coverage. Knowing your insurance benefits is 
your responsibility. Please contact your insurance company with any questions you may have regarding your coverage.  

2. Co-payments and deductibles.  All co-payments must be paid at the time of service. This arrangement is part of your 
contract with your insurance company. Failure on our part to collect co-payments and deductibles from patients can be 
considered fraud. Please help us in upholding the law by paying your co-payment at each visit. 

3. Noncovered services.  Please be aware that some – and perhaps all – of the services you receive may be non-covered or 
not considered reasonable or necessary by Medicare or other insurers. You must pay for these services in full at the time of 
visit. 

4. Proof of insurance.  All patients must complete our patient information form before seeing the doctor. We must obtain a 
copy of your driver’s license and current valid insurance to provide proof of insurance. If you fail to provide us with the correct 
insurance information in a timely manner, you may be responsible for the balance of a claim.  

5. Claims submission.  We will submit your claims and assist you in any way we reasonably can to help get your claims paid. 
Your insurance company may need you to supply certain information directly. It is your responsibility to comply with their 
request. Please be aware that the balance of your claim is your responsibility whether or not your insurance company pays your 
claim. Your insurance benefit is a contract between you and your insurance company; we are not party to that contract. 

6. Coverage changes.  If your insurance changes, please notify us before your next visit so we can make the appropriate 
changes to help you receive your maximum benefits. If your insurance company does not pay your claim in [45 days], the 
balance will automatically be billed to you.  

7. Nonpayment.  If your account is over [90 days] past due, you will receive a letter stating that you have [20 days] to pay 
your account in full. Partial payments will not be accepted unless otherwise negotiated. Please be aware that if a balance 
remains unpaid, we may refer your account to a collection agency and you and your immediate family members may be 
discharged from this practice. If this is to occur, you will be notified by regular and certified mail that you have [30 days] to find 
alternative medical care. During that [30-day] period, our physician will only be able to treat you on an emergency basis. 

8. Minor Patients.  Written or verbal parental consent is required by law, if a minor is not accompanied by a parent. For families 
with dual insurance coverage, a birthday law applies. The birthday (birth month) of the parent that falls first is the year becomes 
primary  

9. Missed Appointments:  Due to our efforts to accommodate all patients when they need to be seen, we ask that if you are 
not able to keep your scheduled appointment, that you cancel no later than 24 hours in advance. We understand that although 
circumstances at times may prevent your doing this, after a second missed appointment we may add a $10.00 missed 
appointment charge to your account. 

10. Other Fees.  In the event that you need copies of your medical records transferred to another primary care physician a copy 
fee will be charged. Third party physical exams that requires additional forms to be completed by physicians or staff may be 

subject to a $50.00 - $100.00 forms fee. Our practice is committed to providing the best treatment to our patients. Our prices  
are representative of the usual and customary charges for our area. 

I have read and understand the payment policy and agree to abide by its guidelines:
  

_____________________________________                        ______________________________ 
Print Name of patient or responsible party                                       Relationship 

_____________________________________________                              _____________________________
Signature of patient or responsible party                   

                    
Date                  



VIDA FAMILY PRACTICE, PC. 
Notice of Privacy Practices 
Effective Date: August 10, 2017 
 

 
This notice describes how medical information about you may be used and disclosed and how you can 
get access to this information. Please review this notice carefully. 
 
Your medical record may contain personal information about your health. This information may identify you 
and relate to your past, present or future physical or mental health condition and related health care services 
and is called Protected Health Information (PHI). This Notice of Privacy Practices describes how we may use 
and disclose your PHI in accordance with applicable law. It also describes your rights regarding how you may 
gain access to and control your PHI. We are required by law to maintain the privacy of PHI and to provide you 
with notice of our legal duties and privacy practices with respect to PHI. We are required to abide by the 
terms of this Notice of Privacy Practices. We reserve the right to change the terms of our Notice of Privacy 
Practices at any time. Any new Notice of Privacy Practices will be effective for all PHI that we maintain at that 
time. We will provide you with a copy of the revised Notice of Privacy Practices by posting a copy on our 
website, sending a copy to you in the mail upon request or providing one to you at your next appointment. 
 
How we may use and disclose health care information about you: 
 
For Care or Treatment: Your PHI may be used and disclosed to those who are involved in your care for the 
purpose of providing, coordinating, or managing your services. This includes consultation with clinical 
supervisors or other team members. Your authorization is required to disclose PHI to any other care provider 
not currently involved in your care. Example: If another physician referred you to us, we may contact that 
physician to discuss your care. Likewise, if we refer you to another physician, we may contact that physician to 
discuss your care or they may contact us. 
 
For Payment: Your PHI may be used and disclosed to any parties that are involved in payment for care or 
treatment. If you pay for your care or treatment completely out of pocket with no use of any insurance, you 
may restrict the disclosure of your PHI for payment. Example: Your payer may require copies of your PHI 
during the course of a medical record request, chart audit or review. 
 
For Business Operations: We may use or disclose, as needed, your PHI in order to support our business 
activities including, but not limited to, quality assessment activities, employee review activities, licensing, and 
conducting or arranging for other business activities. We may also disclose PHI in the course of providing you 
with appointment reminders or leaving messages on your phone or at your home about questions you asked 
or test results. Example: We may share your PHI with third parties that perform various business activities (e.g., 
Council on Accreditation or other regulatory or licensing bodies) provided we have a written contract with the 
business that requires it to safeguard the privacy of your PHI. 
 
Required by Law: Under the law, we must make disclosures of your PHI available to you upon your request. 
In addition, we must make disclosures to the Secretary of the Department of Health and Human Services for 
the purpose of investigating or determining our compliance with the requirements of the Privacy Rule, if so 
required. 
 
Without Authorization: Applicable law and ethical standards permit us to disclose information about you 
without your authorization only in a limited number of other situations. Examples of some of the types of 
uses and disclosures that may be made without your authorization are those that are: 

 Required by Law, such as the mandatory reporting of child abuse or neglect or mandatory 
government agency audits or investigations (such as the health department) 

 Required by Court Order 
 Necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or 

the public. If information is disclosed to prevent or lessen a serious threat it will be disclosed to a 
person or persons reasonably able to prevent or lessen the threat, including the target of the threat. 
 



Verbal Permission: We may use or disclose your information to family members that are directly involved in 
your receipt of services with your verbal permission. 
 
With Authorization: Uses and disclosures not specifically permitted by applicable law will be made only 
with your written authorization, which may be revoked. Your explicit authorization is required to release 
psychotherapy notes and PHI for the purposes of marketing, subsidized treatment communication and for the 
sale of such information. 
 
Your rights regarding your PHI 
You have the following rights regarding PHI we maintain about you. To exercise any of these rights, please 
submit your request in writing to our Privacy Officer: 

 Right of Access to Inspect and Copy. You have the right, which may be restricted only in 
exceptional circumstances or with documents released to us, to inspect and copy PHI that may be 
used to make decisions about service provided. 

 Right to Amend. If you feel that the PHI we have about you is incorrect or incomplete, you may ask 
us to amend the information although we are not required to agree to the amendment. 

 Right to an Accounting of Disclosures. You have the right to request an accounting of certain of the 
disclosures that we make of your PHI. We may charge you a reasonable fee if you request more than 
one accounting in any 12-month period. 

 Right to Request Restrictions. You have the right to request a restriction or limitation on the use or 
disclosure of your PHI for services, payment, or business operations. We are not required to agree to 
your request. 

 Right to Request Confidential Communication. You have the right to request that we communicate 
with you about PHI matters in a specific manner (e.g. telephone, email, postal mail, etc.) 

 Right to a Copy of this Notice. You have the right to a copy of this notice. 
 
 
Website Privacy 
Any personal information you provide us with via our website, including your e-mail address, will never be 
sold or rented to any third party without your express permission. If you provide us with any personal or 
contact information in order to receive anything from us, we may collect and store that personal data. We do 
not automatically collect your personal e-mail address simply because you visit our site. In some instances, 
we may partner with a third party to provide services such as newsletters, surveys to improve our services, 
health or company updates, and in such case, we may need to provide your contact information to said third 
parties. This information, however, will only be provided to these third-party partners specifically for these 
communications, and the third party will not use your information for any other reason. While we may track 
the volume of visitors on specific pages of our website and download information from specific pages, these 
numbers are only used in aggregate and without any personal information. This demographic information 
may be shared with our partners, but it is not linked to any personal information that can identify you or any 
visitor to our site. 
 
Our site may contain links to other outside websites. We cannot take responsibility for the privacy policies or 
practices of these sites and we encourage you to check the privacy practices of all internet sites you visit. 
While we make every effort to ensure that all the information provided on our website is correct and 
accurate, we make no warranty, express or implied, as to the accuracy, completeness or timeliness, of the 
information available on our site. We are not liable to anyone for any loss, claim or damages caused in whole 
or in part, by any of the information provided on our site. By using our website, you consent to the collection 
and use of personal information as detailed herein. Any changes to this Privacy Policy will be made public on 
this site so you will know what information we collect and how we use it. 
 
Breaches: 
You will be notified immediately if we receive information that there has been a breach involving your PHI. 
 
Complaints: 
If you believe we have violated your privacy rights, you have the right to file a complaint in writing with our 
Privacy	Officer	at VIDA	FAMILY	PRACTICE	PC. If you have questions and would like additional information, 

you may contact us at 818-548-8001. 

VIDA	FAMILY	PRACTICE	PC.



“HIPAA” PATIENT ACKNOWLEDGMENT  FORM 

I understand that under the Health Insurance Portability & Accountability Act of 1996 
(“HIPAA”), I have certain rights to privacy regarding my protected health information. I 
understand that this information can and will be used to:

Conduct, plan and direct my treatment and follow-up among the multiple 
healthcare providers who may be involved in that treatment directly and 
indirectly.
Obtain payment from third-party payers. 
Conduct normal healthcare operations such as quality assessments and 
physician certifications. 

I have received, read and understand your Notice of Privacy Practices containing a more 

complete description of the uses and disclosures of my health information. I have been given
the right to review such Notice of Privacy Practicies prior to signing this consent. I understand 

that this organization has the right to change its Notice of Privacy Practices from time to 

time and that I may contact this organization at any time at the address bellow to obtain 

a current copy of the Notice of Private Practices.

I understand that I may request in writing that you restrict how my private information is 
used or disclosed to carry out treatment, payment or health care operations. I also 
understand you are not required to agree to my requested restrictions, but if you do 
agree then you are bound to abide by such restrictions.

I understand that I may revoke this acknowledgement in writing at any time except to the
extend that you have taken action relying on ths acknowledgement.

Patient Name:                __________________________________________________ 

Authorized Representitive: ________________________________________________ 

Signature:                     ___________________________________________________ 

Date:                            ___________________________________________________ 

VIDA FAMILY PRACTIC PC.



  

 

 

 

ADVANCE HEALTH CARE DIRECTIVE 

(California Probate Code Section 4701) 

 

 

 

Dear Patient: 

 

As you Physician we are required to ask any patient over the age 18 if they have an existing 

Advanced Health Care Directive so that we can incorporate the information into your medical 

records. You are not required to give us this information, but we are required to ask. Please 

complete this form and return it to the receptionist. 

 

Thank you. 

 

 

PATIENT NAME:________________________________________   DOB:________________ 

 

 

I decline to answer these question      Yes    No 

Do you have an Advance Health Directive?     Yes    No 

If yes, please indicate which type of Directive: 

   Durable Power of Attorney for Healthcare  

   California Natural Death Act    

   Living Health Care Will  

    Five wishes 

   POLST:  

   Other:___________________________________________ 

 

Will you bring us a copy of your Directive?     Yes    No 

 

 

 

 

PATIENT SIGNATURE:__________________________________   DATE:_______________ 

VIDA FAMILY PRACTICE PC



VIDA FAMILY PRACTICE, PC. 
PATIENTS' RIGHTS AND RESPONSIBILITES / CONSENT TO TREATME NT 

VIDA Family Practice, PC., is dedicated to providing you with the best in health care. Along with technical expertise, we 
want to provide you a considerate and respectful care with positive patient experience. We respect your rights as a patient 
and want you to understand your responsibility as a partner in your care. 

CONSENT TO TREATMENT 

□  I voluntarily authorize the rendering of such care, including diagnostic procedures and medical treatment, by 
authorized agents and employees of the VIDA Family Practice, PC., its medical staff and their designees, as 
may in their professional judgment be deemed necessary or beneficial. I acknowledge that no guarantees have 
been made as to the effect of such examination or treatment on my condition or the condition of the person for 
whom I am duly authorized to sign. I understand that I have the right to make decisions concerning my health 
care or the health care of the person for whom I am duly authorized to make such decisions, including the right 
to refuse medical and surgical procedures. 

This consent to treatment may be revoked in writing at any time by the patient or duly authorized agent. 

PATIENTS' RIGHTS 

•  You have the right to participate in the development and implementation of your plan of care. 
•  You will not be denied access to care due to race, creed, color, national origin, sex, age, sexual orientation, disability. 
•  You have the right to information about your diagnosis, condition and treatment, in terms that you can understand. 
•  You have the right to refuse treatment to the extent permitted by law and to be informed of the possible consequences. 
•  You have the right to make or have a representative of your choice make informed decisions about your care. 
•  You have the right to formulate advance directives and have them followed. 
•  You have the right to appropriate assessment and management of pain. 
•  You are entitled to information about rules and regulations affecting your care or conduct. 
•  You have the right to know the names and professional titles of your physicians and caregivers. 
•  You have the right to personal privacy and to receive care in a safe environment. 
•  You have the right to a prompt and reasonable response to any request for services within the capacity of our clinic 
•  You have the right to express concerns or grievances regarding your care to the office. 
•  The confidentiality of your clinical and personal records will be maintained. 
•  You have the right to see your medical record within the limits of the law. 
•  You have the right to an explanation of all items on your bill.  

PATIENTS' RESPONSIBILITES 

•   It is your responsibility to provide accurate and complete information about all matters pertaining to your health 
•   You are responsible for following the instructions and advice of your health care team.  
•   If you refuse treatment or do not   follow the instructions or advice, you must accept the consequences of your actions. 
•  It is your responsibility to notify us if you do not understand information about your care and treatment. 
•  You are responsible for reporting changes in your condition or symptoms, to a member of the healthcare team. 
•  It is your responsibility to act in a considerate and cooperative manner and to respect the rights and property of others. 
•  You are responsible for following the rules and regulations of the health care facility. 
•  You are expected to keep your scheduled appointments or to cancel them in advance if at all possible. 
•  It is your responsibility to pay your bills or make some arrangement with the facility to meet your financial obligations. 

I certify that I have read and understood the authorization to treatment given above, as well as the patients’ rights and 
responsibilities specified in this agreement, and I accept its terms.  

______________               ____________________________________________________ 
        Date                                Signature of Patient or Designee and Relationship to Patient 



VIDA FAMILY PRACTICE PC. 
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION 

The undersigned hereby authorizes VIDA Family Practice, PC., to use or disclose copies of certain medical record 
information as specified below: 

PATIENT NAME ________________________________________________ BIRTH DATE:____________________

MED REC#______________________ ID#:____________________________PHONE:_________________________

ADDRESS: _______________________________________________________________________________________

History  AND Physical Discharge Summary Operative Reports LAB Reports
X-RAY Resluts Pathalogy Reports Progress Notes Orders  

I UNDERSTAND:  

• I may revoke this authorization at any time, in writing, except revocation will not apply to information already obtained, 
used or disclosed in response to this authorization. I may revoke this document by presenting my written revocation as 
provided in the Notice of Privacy Practices. 

 • I release the entities listed above, their agents and employees from any liability in connection with the use or disclosure 
of the protected health information. 

• Information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient and no longer 
protected by the Privacy Rule.             

            THE INFORMATION AUTHORIZED FOR USE OR DISCLOSURE MAY INDICATE THE PRESENCE 

OF A COMMUNICABLE OR VENEREAL DISEASE WHICH MAY INCLUDE, BUT IS NOT LIMITED TO, 
DISEASES SUCH AS HEPATITIS, SYPHILIS, GONORRHEA OR THE HUMAN IMMUNODEFICIENCY 

VIRUS, ALSO KNOWN AS ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS).   

NOTICE TO RECIPIENT OF COPIES OF ALCOHOL AND DRUG ABUSE MEDICAL RECORDS: 

 PROHIBITION ON REDISCLOSURE: This information has been disclosed to you from records protected by Federal 
confidentiality rules (42 CFR Chap. 1, Part 2, Subpart C∋ § 2.32). The Federal Rules prohibit you from making any 
further disclosure of this information unless further disclosure is expressly permitted by the written authorization of the 

person to whom it pertains or as otherwise permitted by 42 CFR Chap. 1, Part 2. A general authorization for the release of 
medical or other information is NOT sufficient for this purpose. The Federal Rules restrict any use of the information to 
criminally investigate or prosecute any alcohol or drug abuse patient. Federal regulations state that any person who 
violates any provision of this law shall be fined not more than $500 for the first offense and $5,000 in the case of a 
subsequent offense. 

THIS DOCUMENT SPECIFICALLY AUTHORIZES THE RELEASE OF PSYCHIATRIC INFORMATION. IF 
PSYCHIATRIC INFORMATION IS INCLUDED IN THE INFORMATION TO BE RELEASED TO THE  

PATIENT, PHYSICIAN CONSENT FOR SUCH RELEASE MUST BE OBTAINED 

 With this knowledge, I give my authorization to the release of all information in my medical records, including any 
information concerning my identity, and release VIDA Family Practice, PC, its affiliates, agents and employees, from 
any liability in connection with the release of the information contained therein. 

 _________________              _____________________________________________ 
DATE                                         PATIENT SIGNATURE / LEGAL REPRESENTATIVE 

This Authorization will remain in effect:

         

 From the date of this Authorization until:___________________________________________
 Until the following event occurs:_________________________________________________

Unless otherwise noted above this authorization will remain in effect 180 days from this date

INFORMATION AUTHORIZED FOR USE OR DISCLOSURE:         ENTIRE MEDICAL RECORD



VIDA FAMILY PRACTICE, PC. 

PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION (PHI) 

I hereby give my consent for VIDA FAMILY PRACTICE, PC. to use and disclose protected health 
information (PHI) about me to carry out treatment, payment and health care operations (TPO). The Notice 
of Privacy Practices provided by VIDA Family Practice, PC., describes such uses and disclosures more 
completely. 

I have the right to review the Notice of Privacy Practices prior to signing this consent. VIDA Family 
Practice, PC., reserves the right to revise its Notice of Privacy Practices at any time. A revised Notice of 
Privacy Practices may be obtained by forwarding a written request to privacy officer: Vigen Vick 
Abovian, MD. By signing this form, I am consenting to allow VIDA Family Practice, PC. to use and 
disclose my PHI to carry out TPO. 

With this consent, VIDA Family Practice, PC., may call my home or other alternative location and leave a 
message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, 
and any calls pertaining to my clinical care, including laboratory test results, among others, and may mail 
to my home or other alternative location any items that assist the practice in carrying out TPO, such as 
appointment reminder cards and patient statements as long as they are marked “Personal and 
Confidential.”  I may revoke my consent in writing except to the extent that the practice has already made 
disclosures in reliance upon my prior consent. If I do not sign this consent, or later revoke it, VIDA 
Family Practice, PC., may decline to provide treatment to me. 

PATIENT RECORD OF DISCLOSURES 

I wish to be contacted in the following way:

□ Home Telephone ______________________                  □ Written Communication
     □ O.K. to leave message with detailed information              □ O.K. to mail to my home address 
     □ Leave message with call-back number only.                     □ O.K. to mail to my work/office address 

□ O.K. to fax to this number ___________ 
□ Work Telephone ______________________ 
     □ O.K. to leave message with detailed information              □ Other ___________________________ 
     □ Leave message with call-back number only 

_______________________________
Signature of Patient or Legal Guardian 

_______________________________                                     ______________________ 
Print Patient’s Name                                                                   Date 

____________________________________________
Print Name of Patient or Legal Guardian, if applicable
�



VIDA FAMILY PRACTICE, PC. 

Authorization to Release Personal Health Information (PHI) to Insurance Carrier

I hereby authorize payment directly to VIDA Family Practice, PC., and authorize the practice 
to release all information necessary to obtain payment for services provided. This authorization 
applies to all insurance companies and/or their intermediaries (either directly or through a third 
party billing company), including Medicare, Medicaid, private health insurer, HMO, or other 
company or program that is designated to pay for my health care. I understand that this 
information might be released for making a determination of eligibility or coverage for insurance 
benefits, reviewing services provided to determine medical necessity if required by my insurance 
company, and undertaking utilization review or case management activities with respect to 
claims. 

I understand I am responsible for fees not paid in full, co-payments, and policy deductibles 
except where my liability is limited by contract or State or Federal law. I understand that filing a 
claim for payment with my insurance company, or other party, does not relieve me from the 
responsibility of payment for charges for services delivered to me or my dependents.  

I agree that that this authorization shall remain in effect until the authorization is revoked. 

Signature of Patient or Guardian: __________________________________________________ 

Date (mm/dd/yy): ___ /___ /____ 

 Printed Name of Patient or Guardian________________________________________________ 

Witness:________________________________________________ 



NON-COVERED 

FORM / PAPERWORK COMPLETION FEES AND POLICIES  

VIDA FAMILY PRACTIC, PC. 

435 Arden Ave. Suite # 330, Glendale, CA. 91203                                                         

Tel. (818) 548-8001, Fax. (877) 548-0506 

  
January, 2017 

 

 
TO OUR PATIENTS:                                                                      

 

Effective January, 2017 our practice has adapted a policy to charge Administrative Fees to our 

patients for Non-Covered Paperwork/Forms services that are requested to be provided by the 

physician outside medical office visit time. 

 

The fees will range for $50 - $100 per document depending on complexity and number of pages, 

to a maximum of $300 per year. Separate Additional Fees will be charged for Citizenship 

Disability Form AND Medical Disability Reports. 

 

Alternatively, one time annual administrative fee of $300 per year can be paid, for all non-

covered paperwork services provided by physician outside the medical office visit time. Separate 

Additional Fees will be charged for Citizenship Disability Form AND Medical Disability 

Reports. 
 

Payment should be done before completing the form (when the form is dropped off or mailed in), 

OR before releasing the form to the patient.  

 
 
WE WILL CHARGE FOR THE FOLLOWING SERICES: 

 School forms 

 Camp forms 

 Sports participation forms 

 Disability forms 

 FMLA forms 

 Life insurance forms 

 Paperwork for patient assistance programs 

 ADHC OR CBAS attendance certifications 

 Copies of medical records 

 No-shows 

 DMV Forms 

 Health Certification/ Clearance for employment  

 

 

PATIENT ACKNOWLEDGMENT 

 
I have read and understand the above non-covered paperwork policy, that I will be responsible for all non-covered 
paperwork fees, and if the fees are not paid the office has no obligation to prepare these forms. 

 
______________________________________________________              _____________________ 
(Print Name)                                                                                                                Relationship to Patient 
 
______________________________________________________              _____________________ 
 Patient / Parent / Guardian      Signature                                                                         Date Signed 

                                                                                                         
______________________________________________________              _____________________ 
 Witness:           Print Name/sign                                                                                     

 
  Date Signed 
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