
J. AUGUSTO BASTIDAS, M.D., F.A.C.S.
14981 National Avenue, Ste. 4, Los Gatos, CA 95032
Ph: 408.358.4747        Fax: 408.358.4742

      							        Primary Care Physician____________________________________
Primary’s Phone #_________________________________________    	                                                     Primary’s Fax #____________________________________________
PATIENT INFORMATION
Last Name__________________________________________   First Name___________________________________  Middle Initial_________
Date of Birth______________________________        Age______________         Sex:   M    F        Marital Status:   S   M   W   D   Sep
Address_______________________________________________________ City__________________________  State_______   Zip______________
Home Phone_________________________________    Cell Phone_____________________________     _________OK to leave message
Social Security #__________________________________________
Employer______________________________________ Work Phone___________________________     _________OK to call work
Are you here because of a work related injury?     YES     NO         Date of injury_________________________________________
SPOUSE INFORMATION  (Only fill out this section if your spouse is the Subscriber of your Ins. Plan
Last Name_________________________________________________  First Name____________________________  Middle Initial_________
Date of Birth___________________________________   Home Phone_______________________    Cell Phone_________________________
Social Security #_________________________________________
Employer______________________________________________________________ Work Phone_______________________________________
INSURANCE_________________________________________________________________________________________________________________
Identification #_____________________________________________________________________________________________________________
Address____________________________________________________City____________________________State________Zip________________
Phone #__________________________________________
EMERGENCY CONTACT                                                                                                               Relationship to Patient
Name________________________________________________________  Phone #___________________________     ______________________________________
Payment Agreement:  I agree to pay for all medical services provided by above doctors or any other health care professional acting on their behalf at the time of service, unless an insurance claim is being submitted for you.
Insurance:  As a courtesy, this office will file your insurance claim.  We will allow 45 days for payment from your insurance company, after that you are responsible for payment in full.
Attorney’s Fees:  In the event any action should become necessary to ensure payment of charges, the undersigned agrees to accept all financial responsibility for fees associated with the collection process as well as any additional relief granted by the court.
Authorization to release information and pay benefits to physician:  I hereby authorized payment directly to the signing physician of surgical and/or medical benefits, if any, otherwise payable to me for his services as described herein, and to release any information acquired in the course of my examination or treatment to hospital, other physicians, and/or my insurance company.
I have read, understand and agree to all of the above statements and have been presented with the NOTICE OF PRIVACY PRACTICES. 

__________________________________________________________________________            ____________________________________________ Patient Signature								      

J. AUGUSTO BASTIDAS, MD, FACS.
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