
south Coast

SOUTH COAST UROGYNECOLOGY WELCOMES YOU

...and thanks you for selecting us for your healthcare needs. We are dedicated to

providing you with the best personalized healthcare and solutions. To help us do this,

please fill out this form completely in ink. If you have any questions or need help, please

ask us. We will be happy to help you. Complete this form prior to your visit if possible.

PERSONAL INFORMATION

Today's date Social Security Birthday

Name

Address_

City/State/Zip

Age nSingle nMarned nDtvorced nSeparated nWidowed

Employer

Referred By Primary Physician_

Primary Physician Address

Primary Physician Phone # Fax#

TELEPHONE INFORMATION

Home Phone Work Phone Ext.

E-Mail _Cell Phone

(We prefer and encourage e-mail communication for speed and efficiency)

When is it the best time to reach you? nMon □Tues nWed nThurs aFri nSat nSun

Where do you prefer to receive calls? nHome nWork nCell Phone

Emergency Contact Relationship

Home Phone _Work Phone Cell Phone

RESPONSIBLE PARTY

Who is responsible for this account?

Name Relationship to Patient

Address (if different from patient's)

City/State/Zip

Social Security # Drivers License # Birthdate_

Employer Occupation

Home Phone Work Phone

INSURANCE INFORMATION

Primary Insurance Secondary Insurance

Name of Insurance Name of Insurance

Subscriber* Subscriber*

Group # Group #

Name of Insured Name of Insured __

Relationship to Patient Relationship to Patient

Insured's Birthdate Insured's Birthdate

Soc. Sec. # Soc. Sec. #

ASSIGNMENT OF BENEFITS / FINANCIAL AGREEMENT
PLEASE READ AND SIGN THE FOLLOWING:

I hereby assign all medical/surgical benefits to South Coast Urogynecology, Inc. /Dr. Red Alinsod and

understand that I am financially responsible for all charges whether or not paid by insurance. I hereby

authorize the release of information necessary to secure the payment of benefits. 1 further agree that a

photocopy of the agreement shall be as valid as the original.

SIGN HERE DATE
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South Coast

Red Alinsod M.D.

Maggie Carpio PA-C

PAYMENT POLICY v2.1

Thank you for choosing us as your primary care provider. We are committed to providing you with quality and

affordable health care. Because some of our patients have had questions regarding patient and insurance

responsibility for services rendered, we have been advised to develop this payment policy. Please read it, ask us

any questions you may, and sign in the space provided. A copy will be provided to you upon request.

1. Insurance. We participate in most insurance plans, including Medicare. If you are not insured, or 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 before or at the time of service. All

deductibles must be paid when the amount is known. This arrangement is part of your contract with your

insurance company. This fee is your responsibility. We cannot guarantee the deductible amount since it

varies among patients and their plans and what services have been accessed in the recent past. It is best

to call your insurance company.

3. Non-covered services. Please be aware that some-and perhaps all-of the services you receive may be

non-covered, considered investigational by some health plans, or not considered reasonable or necessary

by Medicare or other insurers. You must pay for these services in full at the time of visit.

A. 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. As a courtesy to you, 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. It is your responsibility to ask your plan what is covered and what is not covered.

6. Coverage. 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 90 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 30

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 Co find alternative medical care. During the

30 day period, our physician will only be able to treat you on an emergency basis.

8. Missed appointments, We may charge a $25 fee for missed appointments not canceled within 24 hrs.

These charges will be your responsibility.

9. Bounced checks. Please be advised there is a S25 fee for any bounced or returned checks.

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. Thank you for understanding our payment policy. Please let us know if

you have any questions or concerns.

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

Signature of patient or responsible parly _Date

Print Name
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Red M. Alinsod. M.D.,

FACOG. ACGE

Toll Free i877)4-UROGYN

Wain i949) 499-5311

Fax (949)499-5312

Payment Policy for Aesthetic Surgery

Dr. Alinsod is the leading surgeons in his field of expertise and takes great

pride providing quality and confidential care. Patients are exceptionally

valued and provided extensive consultation time with both Dr. Alinsod and our

patient liaison, enabling all questions and concerns to be addressed well in

advance of scheduled surgery.

As you can imagine, surgical slots are at a premium. A great deal of thought

has been given for evaluation, preparation, surgery time, and staffing needed

for each procedure. In consideration for Dr. Alinsod's time, staff members,

and fellow clients, we have an unwavering financial policy.

A 50% deposit is required at the time of scheduling surgery. This allows us to

block the time needed for your surgery. The remaining balance is due one

week prior to surgery. All fees must be received one week prior to surgery. A

nonrefundable 25% of deposit will be retained for a cancelled surgery that is

not rescheduled with Dr. Alinsod.

. .■. ■ ■■ n»
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We accept cash, all major credit cards, and cashiers check. A 5% discount

will be given for cash payments. Personal checks are not accepted. We

provide several financing options and would be happy to discuss those with

you.

Please note, additional surgical procedures cannot be added on the day of

surgery unless payment in full has been received.

Sincerely,

- ■

■ ■ r,

Red M. Alinsod, M.D., FACOG, FACS, ACGE

Urogynecology & Reconstructive Pelvic Surgery

agree and understand the SCU Payment Policy for Aesthetic Surgery.

Patient Signature

. . ■. ■■ ■ .

SCU Representative

IIfll . ■-,■ ■: \

Date

a -. , .
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Rim) M. Alimod, M.D.,

FACOG. ACGE

South Coast

Toll Free (877) 4-UROGYN

Main 1949) 'I'J'J-biH

fa* (9491499-^12

To Our Patients:

As you know if you have ever checked into a hotel or rented a car, Ihe

first thing you are asked for is a credit card, which is imprinted and later

used to pay your bill. This is an advantage for both you and the hotel or

rental company, since it makes checkout easier, faster, more efficient.

We have implemented a similar policy. You will be asked for a credit

card number at the time you check in and the information will be held

securely until your insurances have paid their portion and notified us of

the amount of your share. At that time, any remaining balance owed by

you will be charged to your credit card, and a copy of the charge will be

mailed to you. This will be an advantage to you, since you will no longer

have to write out and mail us checks. It will be an advantage to us as

well, since it will greatly decrease the number of statements that we

have to generate and send out. This will lower our billing costs. The

combination will benefit everybody in helping to keep the cost of health

care down.

i 1 9 0 2 (OMI
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This in no way will compromise your ability to dispute a charge or

question your insurance company's determination of payment- We will

charge you only the portion of the insurer-determined payment not paid

by the insurer. We will not do "balance billing," which is asking you to

pay the difference between our normal fee and the insurer's normal

payment. We will accept your insurer's allowable billing amount. This

policy may not apply if you are a cash-paying patient.

If you do not have a credit card we will require a lawyer-style "retainer" of

$500 that is held in escrow and used to pay receivable amounts as they

come due. Co-pays due at the time of the visit will, of course, still are

due at the time of the visit. If you have any questions about this

payment method, do not hesitate to ask us.

Our office will also have a "No-Show" fee of S25 that is charged to your

credit card if appointments are missed without a 24-hour notice. Our

appointment slots are at a premium and we truly value the time we are

able to spend with you.

Sincerely,

■ .-.a

■

Red M. Alinsod, M.D., FACOG, FACS, ACGE
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SOUTH COAST UROGYNECOLOGY -~~~■

THE WOMEN'S CENTER

Laguna Institute for Aesthetic Vaginal Surgery

South Coast Laser Center

INITIAL HISTORY AND PHYSICAL Date:

Appropriate sections to be completed by patient

Patient Name Medical Record #

Age Date of Birth

Pregnancies Births (Vaginal Cesarean ) Miscarriages Abortions

Address:

Phone (Home) Allergies: LJNone

Phone (Work) DYes_

Phone (Cell)

Phone (Fax)

Email

Referring Physician:

Primary Care Physician;

How did you hear about us?

CHIEF COMPLAINT (Why you want to see the doctor today?)

AVS (Aesthetic/Vaginal Surgery) QUESTIONAIRE

□ Skip this section. I have no problems with aesthetics or function of my vaginal area.

[ want aesthetic vaginal surgery I have had difficult births

My labia are larger than what 1 want My vagina feels too loose

I do not like the way my labia looks . I have decreased sensations

My labia rub, tug, and pull on my clothing I feel pelvic heaviness

I am unable to wear the type of clothing I want I rely on my appearance at work

I have had unflattering comments about my Sex is uncomfortable and

genital region unpleasant at times

□ I want Laser Hair or/and Vein reduction D I want Botox

□ I want Laser/Fotofacial/Fraxel/Skin Tightening □ I want Skin Fillers

□ I want Laser Scar Reduction □ I want Scar/Stretch Marks Reduction



BLADDER SYMPTOM QUESTIONNAIRE

Skip this section. I have no bladder/kidney or urinary problems.

How often do you urinate: during the day? Times

during the night? Times

Do you leak urine (incontinence)?

Durationof incontinence? Months

Is it caused by coughing, laughing, sneezing, running, sports, etc.?

Is the amount of urine you usually pass :

Do you have difficulty starting your urinary flow?

Do you strain to void your urine?

Do you feel that you empty your bladder completely?

Do you notice dribbling of urine after voiding?

Do you have to assume abnormal positions to urinate?

Do you need to wear protective 'pads' for this type of incontinence?

Are you bothered by a strong sense of urgency to void?

Can you overcome the sensation of urgency to void?

Do you sometimes not make it to the bathroom in time (urgency?)

What activities seem to cause you to loose control of your urine?

- sight, sound or feel of running water

- standing up after being seated or lying down

- "key in the door" when you return home

Do you lose your urine during intercourse?

if yes - with deep penetration

- with orgasm?

Do you lose urine without any warning (without activity or urgency)

When urinating, can you usually stop your stream?

Do you ever wet the bed while asleep?

Would you describe the amount of urine that you leak as being

(you may answer more than one)

- frequent small volumes

- unconscious/continuous loss (always damp or wet)

- infrequent but single large volumes of loss

Yes No

Years

Yes No

Large Average Small

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Is your urine flow: (circle one) Strong Weak Dribbling Intermittent

How many pads do you usually use per day for protection? (circle) 1, 2,3,4, 5, 6, 7, 8, more.

Has urine leakage limited your ability to: not at all | min | mild | mod | greatly

- do household chores (cooking, house-cleaning, laundry)? 0 12 3 4

- recreation such as walking, swimming, or other exercise? 0 12 3 4

- participate in activities (church, movies, concerts)? 0 12 3 4

- travel more than 30 minutes from home? 0 12 3 4

- participate in social activities outside your home? 0 12 3 4

- participate in, enjoy, or feel comfortable with sexual activity? 0 12 3 4

Do you have reduced self-esteem, depression, frustration, nervousness? Yes No

Do you have frequent urinary infections? Yes No

How often have these occurred in recent years? 1,2, 3, 4 or more per year, (circle choice)

Do you ever see blood in your urine? Yes No

Do you have pain during urination? Yes No

Do you have pain in the lower abdomen? Yes No

Is the pain related to:

- your bladder being full? Yes No

- your menstrual cycle? Yes No

- intercourse? Yes No

- bowel movements? Yes No



GYNECOLOGIC QUESTIONNAIRE

Do you have menstrual periods? Yes No (skip to PAP Questions below)

Date of last menstrual period:
If you have periods, are they: regular / irregular, heavy / moderate / scant / painful? Circle

If Irregular periods, for how long? Months Years

If you have painful periods, does the pain occur before or during or after menses? Circle

If painful periods, for how long? Months Years

If you no longer have menstrual periods:

Hysterectomy: Yes No Surgical removal of your ovaries: Yes No

Do you take (or have you ever taken) hormone replacement? Yes No

When was your last PAP smear? Normal / Abnormal. Circle

Have you had treatments for abnormal PAPs? Yes No

If yes, please explain:.

Are you having any abnormal vaginal discharge or discomfort? Yes No

Do you have a feeling of vaginal fullness or pressure? Yes No

Can you see or feel a swelling protruding from the vagina? Yes No

Do you push the protrusion back to have a BM or empty your bladder? Yes No

Are you sexually active? Yes No

Are your partner(s): Men Women Both

Do you have any sexuality concerns to discuss with us? Yes No

If yes, please explain:

Birth Control: Do you have a need for birth control? Yes No

Are you or your partner using any birth control now? Yes No

If yes, what method?

Are you satisfied with this method? Yes No

Have you ever had a sexually transmitted disease? Yes No

If yes, please explain:

Do you have recurrent bladder infections? Yes No

If yes, (1) Please explain:

(2) Have you had kidney infection(s)? Yes No

PAST MEDICAL HISTORY/REVIEW OF SYSTEMS (other current health problems):

D Skip this section. I am completely healthy without any conditions mentioned below.

Are you physically active? Yes No What type of exercise?

Describe

Do you now have or have you ever had:

Neurologic (seizures, headaches, weakness, paralysis) problems? Yes No

Psychiatric problems? Depression? Mania? Bipolar? Yes No

Head/Ear/Eyes/Nose/Throat Problems? Yes No

Thyroid problems? Yes No

Cardiac (heart) problems? Palpitations? Chest Pain? Irregular Beat? Yes No

Lung Problems? Asthma? Short of Breath? Yes No

Breast Problem? Mass? Lumpiness? Discharge? Pain? Yes No

Gastrointestinal (stomach) problems? Yes No

Kidney or bladder disease? Stones? Infections? Yes No

Liver problems? Yes No

Hematologic (bleeding, anemia) bleeding problems? Yes No

Diabetes (insulin dependent/oral medication) Yes No

Musculoskeletal (bones, joints, muscles) problems? Yes No

Circulation problems (varicose veins, thrombosis)? Yes No

Cancer Yes No Type

High Blood Pressure Yes No

OtherProblems






















