
 
 
 
 
 

Notice of Privacy Practices & Patient Consent Acknowledgment
 

Patient Name: ___________________________________________  DOB: ___________________ 
 
Purpose: This document explains how we use and protect your health information and collects your consent for 
communication, treatment, and acknowledgment of our privacy policies.

 
NOTICE OF PRIVACY PRACTICES ACKNOWLEDGMENT: 
I acknowledge that I have received and reviewed a copy of Orangewood Medical Clinic’s Notice of Privacy 
Practices. 
I understand that a copy of this notice is available in the reception area and upon request at each appointment. 
Patient Name: _______________________________ Relationship to Patient (if applicable): ______________________ 
Signature: _______________________________  Date: ___________________ 
If not signed by patient:           ☐ Parent/Guardian of minor  ☐ Guardian/Conservator of an incompetent patient 

 

PATIENT CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION: 
I consent to the use and disclosure of my protected health information (PHI) for purposes of treatment, payment, 
and healthcare operations as permitted under the HIPAA Privacy Rule. 
I understand that: 

 I may refuse consent to the use or disclosure of my PHI, but this must be done in writing. 
 Orangewood Medical Clinic has the right to refuse treatment if I do not consent. 
 I may revoke this consent in writing at any time, except where actions have already been taken based on 

this consent. 
Printed Name: __________________________ Signature: ___________________________ Date: ___________________ 

 

INFORMATION SHARING AUTHORIZATION: 
I authorize Orangewood Medical Clinic to share information about my health and care with the following person(s): 
__________________________________________________________________________________________________________
ALTERNATIVE COMMUNICATION REQUEST (Optional) 
You may contact me about my medical information using: 
Phone: __________ Fax: _____________    Alternate Address or Email (if any): ______________________ 
Signature of Patient/Representative: ___________________________ Date: ___________________ 

 

COMPLIANCE ASSURANCE NOTICE: 
Orangewood Medical Clinic is committed to protecting your privacy. All staƯ, managers, and physicians receive training and 
follow strict HIPAA regulations to ensure confidentiality of your personal health information. If you believe your privacy has 
been compromised or have concerns about how your information has been handled, please contact our HIPAA Compliance 
OƯicer immediately. We take all reports seriously and will address any issues promptly and respectfully. 
If you have privacy concerns, please contact our HIPAA Compliance OƯicer at (714) 266-1000. 
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Medical History Form 

 
Patient Name: ________________________________________     DOB: _________________      Sex:   ☐ Female      ☐ Male 
Phone: ______________________________Alt Phone: ____________________________   Email:  ______________________________ 
Address: ____________________________________________   Purpose for visit: _______________________________________ 
How did you hear about us? _______________________________ 
Most Recent Physical Exam: _________________________________ 
 

1. Do you have or have you had any of the following?    
☐ Cancer or Tumor (Type / Treatment: _______________ 
☐ Cardiovascular (e.g., High Blood Pressure, High 
Cholesterol, Heart Disease): ________________________ 
☐ Cranial / ENT (e.g., Hearing Loss, Migraines, Sinus 
Problems): ____________________________________ 
☐ Endocrine (e.g., Diabetes, Thyroid Disorder) 
☐ Gastrointestinal (e.g., Acid Reflux, Gallbladder 
Disease, Irritable Bowel Syndrome): __________________ 
☐ Blood / Lymphatic (e.g., Anemia, Hodgkin’s Disease, 
Leukemia): _______________________________________ 
☐ Respiratory (e.g., Asthma, Bronchitis, Emphysema, 
Tuberculosis, COPD):______________________________ 
☐ Neurologic (e.g., Stroke, Neuropathy, Multiple 
Sclerosis):________________________________________ 
☐ Epilepsy / Seizures / Fainting Spells 
☐ Psychiatric / Mental Health (e.g., Alzheimer’s, Bipolar 
Disorder, Depression, Anxiety): ______________________ 
☐ Musculoskeletal (e.g., Arthritis, Muscular Dystrophy, 
Scoliosis): __________________________________________ 
☐ Infectious Diseases (e.g., Hepatitis, HIV/AIDS, 
Herpes, Cold Sores, Tuberculosis): 
_____________________________________________________ 
☐ Immune / Autoimmune (e.g., Lupus, Rheumatoid Arthritis, Viral Infections)___________________________ 

        ☐ Abnormal Bleeding or Clotting (Details: __________________________________________________________) 
        Please list any other medical problems, illnesses, or hospitalizations within the last 30 days: 

                                                   _________________________________________________________________________________ 
5. Emergency Contact: _________________________________________________________________________________ 
(Name/Relation/Phone) _________________________________________________________________________________ 
 
6. Current Medications (including over the counter and supplements):                            7. Preferred Pharmacy: 
__________________________________________________________________                                 _________________________ 
 

Patient Signature: ________________________________________________                                 Date: ___________________ 

2.   Allergies/ Reactions: 

☐ Latex 
☐ Penicillin or other antibiotics 
☐ Local anesthetics ("Novocain") 
☐ Codeine or narcotics 
☐ Sulfa drugs 
☐ Barbiturates, sedatives, or sleeping pills 
☐ Aspirin 
☐ Other: ___________________________ 

 
3. Do you smoke or use chewing tobacco?         
☐ Yes   ☐ No      Packs per day? ________ 
Other smoking: _______________________ 
 
Use Alcohol?  ☐ Yes ☐ No 
Other Substance: __________________ 
 
4.  Women: 
☐ May be pregnant  
Expected delivery date: ______________ 
☐ Taking hormones or contraceptives: 
________________________________________ 
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☐ Employed ☐ Unemployed ☐ Retired ☐ Student 

Menopause: ☐ Yes, at age ______ ☐ No 



 
 
 
 
 

Patient Eligibility & Financial Agreement
 

Patient Information: 
First Name: ____________________  Middle Name: _______________ Last Name: _______________________  
Date of Birth: ___________________  Social Security Number: ________________________________________ 

 

Insurance Information: 
☐ No Insurance (Self-Pay — complete section below) 

 

Self-Pay / No-Insurance Agreement (Complete only if you do not have insurance) 

I understand that I am responsible for all medical charges incurred during my visit. 
Orangewood Medical Clinic will provide an estimate of costs upon request, and full payment is due at the 
time of service unless other arrangements are made. 
I acknowledge that I will not submit claims to an insurance company for reimbursement. 

Initials: ________________  Date: ___________________ 

 

Patient Agreement 

I confirm that the information above is true. 
I understand that I am responsible for any charges not covered by insurance, including deductibles and 
co-payments. 
If my insurance or payment status changes, I agree to notify Orangewood Medical Clinic immediately. 

 

 

Signature of Patient or Responsible Party: ____________________________       Date: ___________________ 
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Primary Insurance: 
 
Company: _______________________________ 
Policy # _________________________________  
Group # ___________________ 
Name of Policy Holder: ___________________   
Relationship to Patient:  
☐ Self ☐ Spouse ☐ Child ☐ Other: __________ 
 

Secondary Insurance (if any): 
 
Company: _______________________________ 
Policy # _________________________________ 
Group # ___________________ 
Name of Policy Holder: ___________________  
Relationship to Patient:  
☐ Self ☐ Spouse ☐ Child ☐ Other: __________ 
 



 
 
 
 
 

Telemedicine Information and Consent Form 
 

 
California Telemedicine Information and Consent Form 
What Is Telemedicine? 
Telemedicine (also called telehealth) allows you to receive healthcare from your provider when you are not in the same 
location. It uses secure video, phone, or electronic communication to share medical information for diagnosis, treatment, or 
follow-up care. 
 
Benefits of Telemedicine 

 Easier access to medical care without traveling. 
 Continuity of care with your healthcare provider. 
 Comfort of receiving care at home or another convenient location. 
 Ability to include family or caregivers in the visit, if you choose. 

 
Limitations and Risks 

 Some aspects of an in-person exam may not be possible via telemedicine, such as subtle physical signs or non-verbal 
communication. 

 Technical diƯiculties (internet interruptions, audio/video issues) may disrupt your visit. 
 Despite precautions, electronic communications carry a small risk of privacy breaches or data loss. 
 Telemedicine is subject to California laws and licensing requirements; your provider is licensed in California. 
 If your provider believes your condition requires an in-person visit, they will recommend one. 

 
Privacy and Security 
We use secure systems that comply with California privacy laws, including the Confidentiality of Medical Information Act 
(CMIA). Your information will be protected but there is a minimal risk of unauthorized access. 
 
Your Responsibilities 

 Choose a private, well-lit, quiet location for your telemedicine session to protect your privacy. 
 Do not record the session without permission. 
 Inform your provider promptly if you have technical issues. 

Consent 
By signing this form: 

 You acknowledge that you understand telemedicine and its benefits and limitations. 
 You agree to use telemedicine services with your healthcare provider. 
 You understand you can withdraw consent or request in-person care at any time. 
 You understand that telemedicine services will be billed to your health insurance or you may be responsible for 

payment as per California law. 

 
 
Patient Name: _________________________________Patient Signature: ________________________ Date: ___________ 
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AUTHORIZATION FOR RELEASE AND DISCLOSURE OF HEALTH INFORMATION 
(Medical Records Request Form) 

 

Patient Name: _______________________________________________________                   Date of Birth: __________________________ 

Phone: _________________________      Address: _____________________________         City/State/Zip: ________________________ 

 

Who Can Share / Receive My Records: 
Send my records to:                                                                               Request my records from: 
Name of person or facility: _______________                                                      Name of person or facility: _______________________                               
Address: ________________________________                                                    Address:________________________________________ 
City/State/Zip: __________________________                                                      City/State/Zip:___________________________________ 
Phone: ___________________ Fax: ________                                                     Phone: _________________   Fax: __________________ 
 
Information to Share and Purpose 
☐ All my medical records 
☐ Only these records or dates: ____________________________________________________________ 
(Sensitive information such as mental health, HIV, or substance use treatment may be included if checked above.) 
 
Reason for sharing: 
☐ At my request           ☐ Ongoing care    ☐ Insurance/Billing    ☐ Referral    ☐ Legal/Personal use 

How records should be sent: 
☐ Mail  ☐ Fax  ☐ Patient will pick up 

This form expires in one year unless I write a diƯerent date: ____ / ____ / ____ 

 

My Rights 
 I can cancel this form anytime by writing to Orangewood Medical Clinic. 
 Canceling won’t aƯect records already shared. 
 I don’t have to sign this form to get treatment. 
 Once shared, information may no longer be protected by law. 
 I can get a copy of this form. 

 

Signature 
Signature of Patient or Authorized Representative: ___________________________________   Date: ____ / ____ / ____ 

 
Clinic Use Only 
Date Received: ____________________________ Processed By: ________________________________________________ 
☐ Mailed        ☐ Faxed          ☐ Picked Up            Fee (if any): $___________________________________________ 

 
Thank you for choosing Orangewood Medical Clinic. 
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