
R. Sonia Batra, MD, MSc, MPH 
1301 20th Street, Suite 465 
Santa Monica, CA 90404 

(310) 829-9099 
 

Health History Form 
 

 
 
PATIENT INFORMATION      
 
TODAY’S DATE:___________________ 
 
Name:____________________________________________________________________________________________________ 
 Last     First    Middle Initial 
Address:___________________________________________________________________________________________________ 
        City  State  Zip 
Home Phone:____________________ Work Phone:______________________  SS#___________________________________ 
 
Date of Birth:___________________  Age:_____________  Sex:_______  Email:______________________________________  
 
Occupation:________________________________________________________________________________________________ 
 
 
Pharmacy of choice:______________________________________________________________________________ 
 
In case of an Emergency, who should be notified?___________________________________________________ 
Phone:__________________________________________________________________________________________ 
 
 
Referred By:__________________________________________________________________________________ 
Primary Care Physician:________________________________________________________________________ 
 
 
In order to establish optimal relations with our patients and avoid misunderstanding and 
confusion regarding our payment policies, our staff is trained to consistently inform you of the 
financial payment policies of this office. Payment is required for all services at the time they are 
rendered unless you are in an insurance plan with which we participate.  Applicable co-
payments and deductibles will be collected.  The patient is financially responsible for all 
cosmetic procedures. This office does not bill insurance companies for cosmetic procedures (not 
medically necessary).  We accept payment in the form of cash, check or credit card.  Your 
signature below signifies your understanding and willingness to comply with this policy. 
 
 

Patient Signature:_______________________________________________________ 
 
Date:__________________________________________________________ 
 

 
 
 
 
 

PLEASE TURN OVER 
HEALTH HISTORY  

 
 
 



 
Reason for visit:___________________________________________________________________________ 
 
 
PAST MEDICAL HISTORY 
Have you ever had the following:   (circle “yes” if pertinent) 
 
Skin Cancer  no     yes   
If yes, circle: Basal cell carcinoma (BCC)/ Squamous Cell Carcinoma (SCC)/ Melanoma 
Year: 
Location:  
 
     Anemia  no     yes      Chickenpox no     yes 
Hepatitis   no     yes  Bladder Infec. no     yes   Kidney Disease no     yes 
High Blood Pressure no     yes  Ulcer  no     yes   Heart Disease no     yes 
Epilepsy   no     yes  Low Blood Press. no     yes   Arthritis  no     yes 
Migraine Headache  no     yes  Back Trouble no     yes   Venereal Disease no     yes 
Thyroid Disease  no     yes  Tuberculosis no     yes   Chemotherapy no     yes 
Date of last Chest X-ray ________  Bleeding Tendency no     yes   Any other disease (please list) 
Diabetes   no     yes  Asthma  no     yes   __________________________ 
Cancer   no     yes  Pneumonia no     yes   __________________________ 
AIDS/HIV+  no     yes  Rheumatic Fever no     yes   __________________________ 
Glaucoma  no     yes  Infectous Mono no     yes   __________________________ 
Hernia   no     yes  Bronchitis no     yes                    __________________________ 
Blood/Plasma Transfusions no     yes  Mitral Valve                                                     __________________________  
Stroke   no     yes  Prolapse                    no     yes 
 
SKIN PROBLEMS 
Have you ever had any of the following? (please circle) 
Melanoma/Skin Cancer/Unusual moles /Blistering Sunburns/Psoriasis/Eczema/Other:__________________________________________ 
________________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________________ 
    
PREVIOUS HOSPITALIZATIONS/SURGERIES/SERIOUS ILLNESS      When          Hospital, City, State 
_____________________________________________________________       _____________________        __________________________ 
_____________________________________________________________       _____________________        __________________________ 
 
 
ARE YOU ALLERGIC TO ANY MEDICATIONS ? (please list):____________________________________________________________ 
 
 
DO YOU TAKE ANY MEDICATIONS? (please list all prescription and non-prescription):_________________________ 
 
________________________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________________________ 
 
 
DO YOU TAKE (circle):  Aspirin/Motrin/Excedrin/Bufferin/Ibuprophen/Aleve/Coumadin/Other Blood Thinners:   
 
 
PATIENT SOCIAL HISTORY 
Marital Status Single______    Married/Partnered_______  Separated_________  Divorced__________ Widowed______________ 
Use of alcohol Never______     Social________ Moderate_________   
Use of tobacco Never______     Previously, but quit________________ Current packs/day_________ 
 
 
 
FAMILY HISTORY 
Have any close relatives had any of the following? (please circle): Melanoma/Skin Cancer/Unusual moles/Severe 
acne/Psoriasis/other;:__________________________________________________________________________________________   
 

    
 

                                        
___________________________     Date____________ 
R. Sonia Batra, MD 
 



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 partners, 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.  However, following the assertion of any claim 
against the physician, any fee dispute, whether or not the subject of any existing court action, shall also be resolved by 
arbitration.  
  
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 benefit.  The parties agree that the arbitrators 
have the immunity of a judicial officer 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 agreement, 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 Procedure.  Discovery shall be conducted pursuant to all 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 proceeding. 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 note 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 limited to, emergency treatment) patient should initial below:  
Effective as of the date of first 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:  R. Sonia Batra, MD, Inc.     By:  _________________________________     _______  
       1301 20th Street, Suite 465     Patient’s or Patient Representative’s Signature    Date      
  Santa Monica, CA 90404 
  (310) 829-9099 
  
       By:  _________________________________  
            Print Patient’s Name  
  
  
  
              ___________________________________  
              (If Representative, Print Name and Relationship to  Patient)  
  
  
  
  
  
  
  
  
  
  
A signed copy of this document is to be given to the Patient.  Original is to be filed in Patient’s medical records.   
(02-08)  



NOTICE OF PRIVACY PRACTICES  
  

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 
ACCESS TO THIS INFORMATION.  
PLEASE REVIEW IT CAREFULLY.  

  
State and Federal laws require us to maintain the privacy of your health information and to inform you about our privacy practices 
by providing you with this Notice.  We must follow the privacy practices as described below.  This Notice will take effect on July 1, 
2009 and will remain in effect until it is amended or replaced by us.  
  
It is our right to change our privacy practices provided the law permits the changes.  Before we make a significant change, this Notice 
will be amended to reflect the changes and we will make the new Notice available upon request.  We reserve the right to make any 
changes in our privacy practices and the new terms of our Notice effective for all healthy information maintained, created and/or 
received by us before the date changes were made.    
  
You may request a copy of our Privacy Notice at any time by contacting our Privacy Officer, R. Sonia Batra, MD.  Information on 
contacting us can be found at the end of this Notice.    
  
TYPICAL USES AND DISCLOSURES OF HEALTH INFORMATION  
  
We will keep your health information confidential, using it only for the following purposes:  
  
Treatment:  We may use your health information to provide you with our professional services.  We have established “minimum 
necessary or need to know” standards that limit various staff members’ access to your health information according to their primary 
job functions.  Everyone on our staff is required to sign a confidentiality statement.   
  
Disclosure:  We may disclose and/or share your healthcare information with other health care professionals who provide treatment 
and/or service to you.  These professionals will have a privacy and confidentiality policy like this one.  Health information about you 
may also be disclosed to your family, friends and/or other persons you choose to involve in your care, only if you agree that we may 
do so.  
  
Payment:  We may use and disclose your health information to seek payment for services we provide to you.  This disclosure involves 
our business office staff and may include insurance organizations or other businesses that may become involved in the process of 
mailing statements and/or collecting unpaid balances.    
  
Emergencies:  We may use or disclose your health information to notify, or assist in the notification of a family member or anyone 
responsible for your care, in case of any emergency involving your care, your location, your general condition or death.  If at all 
possible we will provide you with an opportunity to object to this use or disclosure.  Under emergency conditions or if you are 
incapacitated we will use our professional judgment to disclose only that information directly relevant to your care.  We will also use 
our professional judgment to make reasonable inferences of your best interest by allowing someone to pick up filled prescriptions, x-
rays or other similar forms of health information and/or supplies unless you have advised us otherwise.    
  
Healthcare Operations:  We will use and disclose your health information when we are required to do so by law.  (Court or 
administrative orders, subpoena, discovery request or other lawful process).  We will use and disclose your information when 
requested by national security, intelligence and other State and Federal officials and/or if you are an inmate or otherwise under the 
custody of law enforcement.    
  
Abuse or Neglect:  We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible 
victim of abuse, neglect, or domestic violence or the possible victim of other crimes.  This information will be disclosed only to the 
extent necessary to prevent a serious threat to your health or safety or that of others.    
  
Public Health Responsibilities:  We will disclose your health care information to report problems with products, reactions to 
medications, product recalls, disease/infection exposure and to prevent and control disease, injury and/or disability.  
  
Marketing Health-Related Services:  We will not use your health information for marketing purposes unless we have written 
authorization to do so.  
  
National Security:  The health information of Armed Forces personnel may be disclosed to military authorities under certain 
circumstances.  If the information is required for lawful intelligence, counterintelligence or other national security activities, we may 
disclose it to authorized federal officials.  
  
Appointment Reminders:  We may use or disclose your health information to provide you with appointment reminders, including, but 
not limited to, voicemail messages, postcards or letters.  
  



ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES  
  
Notice to Patient:  
  
We are required to provide you with a copy of our Notice of Privacy Practices, which 
states how we may use and/or disclose your health information.  Please sign this form to 
acknowledge receipt of the Notice.  You may refuse to sign this acknowledgement, if you 
wish.  
  
  
  
  
I acknowledge that I have received a copy of this office’s Notice of Privacy Practices.  
  
  
Please print your name here  
  
  
Signature  
  
______________________________________  
Date  
  
  

FOR OFFICE USE ONLY  
  
  
We have made every effort to obtain written acknowledgement of receipt of our Notice of 
Privacy from this patient but it could not be obtained because:  
  

• The patient refused to sign.  
• Due to an emergency situation it was not possible to obtain an acknowledgement.  
• We were not able to communicate with the patient.  
• Other (please provide specific details).  

  
  
  
  
  
  
 
_______________________________________       _________________________  
Employee signature        Date  
  
  

HIPAA Acknowledgement of Receipt of the Notice of Privacy Practices  
This form does not constitute legal advice and covers only federal, not state, law.  
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