
East Bay Family Practice 
Patient Information 

 
 

Patient  Name_____________________________________________________________Sex:    F      M   Date of Birth__________________ 
 
Street Address____________________________________________________________ Social Security #___________________________ 
City______________________________________ State______ Zip_________________  Home Phone(____)_____________ 
Employer/School___________________________________________________________ Work Phone (____)_____________ 
                        Cell Phone   (____)_____________ 

Occupation________________________________________ Full Time �   Part Time �  E-mail __________________________________ 

Marital Status    Single �     Married �      Divorced �      Separated �      Widow/er �      Minor � 
 
 
Parent/Spouse/Partner _____________________________________________________  Sex:  F    M   Date of Birth __________________ 
Address (if different from patient’s)

         _________________________________________________________ 
 _________________________________________________________ Home Phone (____)________________ 

Employer_____________________________________________________________________ Work Phone  (____)_______________ 
                         

Emergency Contact ___________________________________________________________ Home Phone (____)_________________ 

Home Address_________________________________________________________________ Work Phone  (____)________________ 
 

Responsible Party for Payment   Self �     Spouse/Partner �     Parent �     Other � Name____________________________________ 
 
 
INSURANCE INFORMATION    
                                   ID#________________________________ 
Primary Insurance_______________________________________________________________Group #____________________________ 
                                   Group name ________________________ 
Insurance Address_______________________________________________________________ Phone # ___________________________ 

Subscriber Name ____________________________________ Relationship to Patient:  Self �    Spouse/Partner �     Parent �     Other � 

Social Sec #___________________________ Date of Birth _____________ Employer____________________________________________  
 
           ID#_________________________________________ 
Secondary Insurance__________________________________________________ Group #______________________________________ 
               Group name __________________________________ 
Insurance Address______________________________________________________Phone #_____________________________________ 

Subscriber Name ____________________________________Relationship to Patient:  Self �    Spouse/Partner �     Parent �     Other � 

Social Sec #___________________________ Date of Birth _____________ Employer____________________________________________ 
 
For HMO Patients Only 
I have chosen ____________________________________________ to be my primary care physician as of___________________________ 

date 
through (circle one)      HILL PHYSICIANS       ALLIANCE  
 
Please note that failure to provide us with correct insurance information or to notify us of any changes in your insurance could result in medical 
charges to you. 

PLEASE SIGN AGREEMENTS ON REVERSE 
 
 
 
 
 



 
 
ASSIGNMENT OF BENEFITS  & FINANCIAL AGREEMENT 
I hereby give lifetime authorization for payment of insurance benefits to be made directly to East Bay Family Practice Medical Group Inc. and any 
assisting physicians for services rendered.  I understand that I am responsible for all charges whether or not they are covered by insurance.  In the event of 
default I agree to pay all costs of collection and reasonable attorney’s fees.  I hereby authorize East Bay Family Practice to release all information 
necessary to secure the payment of benefits.  I further agree that a photocopy of this agreement shall be as valid as the original. 
 
Signed_____________________________________________________________________ Date________________________ 
 
 
CANCELLATION - RESCHEDULE POLICY 
Failure to cancel or reschedule an appointment at least 24 hours in advance will result in a charge ($50 - $100) directly to the patient, which is 
not billable to the patient’s insurance company.  After three such occurrences the patient may be asked to leave the practice.  
 
I hereby am advised of the cancellation - reschedule policy of East Bay Family Practice. 
 
Signed______________________________________________________________________Date________________________ 
 
 
How did you hear about us? _________________________________________________________________________________ 
We would like to thank whoever referred you. 
 
 



                                          East Bay Family Practice
                             3100 Telegraph Avenue, Suite 2109
                                        Oakland, CA 94609

To our patients:

We welcome you to our office and promise to provide you with the highest quality medical care. However, we must
       ask that in return you help us by accepting the following responsibilities. We ask that you sign below to
       acknowledge that you have read and understand these policies.

        We require at least 24-hour notice if you cancel or change your appointment.

• You will be billed $50 if you miss an appointment or fail to give 24-hour notice to cancel a regular
   appointment. You will be billed $100 if you miss a physical exam appointment (cancel less than 24-hours
   in advance).

•   Missing or late cancellations of three appointments may result in termination of our relationship with
   you as a patient.

    All co-payments, deductibles, share of cost payments, and other fees are due at the time of your visit.

• We accept checks, cash, Visa or MasterCard. You will be responsible for $15.00 plus bank charges if
   your check does not clear.

•   We charge $10.00 to bill for your co-pay

    If you have an outstanding balance, a payment must be made at the time of your visit.

• We will ask you to make a payment on your outstanding balance at each visit and regularly by mail
   until the balance is cleared.

•   We cannot schedule further care in the office if you do not make regular payments on your bill.

We charge a fee to complete forms (including disability forms and letters).

•   Fees are determined by the length and complexity of the form ($20- $150).
•   Fees may be waived if forms can be completed during allotted appointment time.
•   We charge an additional $10.00 to rewrite lost forms, prescriptions and vaccine records.
•    Please allow 7 business days for completion of forms.

Urgent /same- day appointments are available Monday-Friday.

•   Please call after 9am Monday- Friday, to make urgent/same-day appointments. If you are very ill, you
will be scheduled for same-day appointment.

•  We make every effort to stay on schedule but can never predict how many patients will require urgent
appointments. Please be patient if you are told there may be a lengthy wait for same- day appointments.

I understand and agree to the conditions listed above:

___________________________                        ___________________________              ____________
      PRINT PATIENT’S NAME                                          SIGNATURE                                      DATE















East Bay Family Practice  
Medical Group, Inc. Janet Arnesty, MD Edie Silber, NP

Steve Bryzman, PA Deanna Ward, MD
Audrey D’Andrea, MD Sarah White, NP
Rebecca Riseman, NP Polly Young, MD

Sharon Healy, Practice Mgr

There are services that your practitioner may recommend that may not be covered by your

insurance. We cannot know everyone’s insurance plan’s benefits. We will try to inform you of
services that are sometimes denied. You may choose not to have these services. If we do provide
you with a noncovered service, you will be responsible for payment.

You are responsible for knowing what your plan covers.

Medical billing continually becomes more complex with each passing year. Several private and
government organizations work together to modify the, regulations and codes that govern how
providers can bill insurance companies for their services. Our first priority is to provide you with
the best medical care. We must document and code this care according to the required
guidelines.

Medicare and many insurance companies do not cover “routine” or “preventive” care. This
includes, but is not limited to, annual exams, immunizations, TB tests, screening blood tests, and
travel counseling.

Your signature below indicates that you have read this notice and that you agree to pay for
noncovered services. It also allows us to bill your insurance and provide them with the
information they need to process your claim. Please have your insurance card with you for
every visit.

With Medicare, HMO, PPO, EPO, POS, and indemnity plans, contracted providers agree
to accept the allowed amount on covered services as payment in full. The patient is
responsible for the deductible, coinsurance, copay, and noncovered services. Please verify
this information and your benefits directly with your insurance company before your
appointment.

I request that payment of insurance benefits be made on my behalf to East Bay Family Practice
Medical Group, Inc. I authorize any holder of medical information about me to release to the
insurance carrier and its agents information needed to determine these benefits. This remains in
effect until revoked by me in writing. I authorize East Bay Family Practice Medical Group, Inc.,
to use my Protected Health Information for treatment, payment, and operations purposes.

____________________________  ___________________________  ______________
(printed name) (signature) (date)



East Bay Family Practice  
Medical Group, Inc. Janet Arnesty, MD Edie Silber, NP

Steve Bryzman, PA Deanna Ward, MD
Audrey D’Andrea, MD Sarah White, NP
Rebecca Riseman, NP Polly Young, MD

Sharon Healy, Practice Mgr

Knowing your own health insurance

To help you to better understand how your own health coverage works, we have designed
the following questionnaire. It is for your use.  We recommend filling it out, making one
copy to carry with you, and leaving another at home. (on your refrigerator?)

Insurance company name____________________________________________________

Name and birthdate of plan subscriber
(family member whose employment provides the plan)_____________________________

Administering group (HMO or PPO)__________________________________________

Insurance ID #________________________________________________

Group name and number______________________________________________________

Primary Care Provider (if HMO or
EPO)___________________________________________________________________

Office visit copay________________ Annual deductible (met?)
______________________

Emergency room copay_____________     Mental health copay___________________

Contracted hospital________________________________________________________

Contracted lab____________________________________________________________

Contracted radiology (xray) facility_____________________________________________

Preferred pharmacy
(and phone number)________________________________________________________

Benefit limitations and exclusions_____________________________________________
Preventive/well care?____________
Travel?_______________________
Other?_______________________
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