












 
 

ADVANCED DIRECTIVES ACKNOWLEDGEMENT FORM 
 
 
Patient Name: _______________________________ Date:__________________ 
 
 
_____ I do have an Advanced Directive / Living Will / Durable Power of 

Attorney for medical or health care decisions. 
 
 
_____ I do not have an Advanced Directive / Living Will / Durable Power of 

Attorney for medical or health care decisions. 
 
 
 
____________________________________________ Date: __________________ 
Patient’s Signature 
 
_______________________________________________________________________ 
 
 
FOR ADMINISTRATIVE USE ONLY: 
 
 
_____  Written information regarding Advanced Directives was provided. 
 
 
 
If the patient has an Advanced Directive, has it been placed in the Medical Record?: 
 
  _____ Yes  _____ No 
 
 
Comments: 
 
 
 
 
 
 
 
 
 
Staff Signature: ______________________________ Date: ___________________ 
 



ADVANCED DIRECTIVES 
 

Definition 
Advanced Directives can protect your right to refuse or accept medical care if you ever become 
mentally or physically unable to choose or communicate your wishes due to an illness or injury. 
 
Why have an “Advanced Directive”? 
This protects your right to make medical choices that can affect your life.  It helps your family by 
allowing them to avoid the responsibility and stress of making difficult decisions.  It helps your 
physician by providing guidelines for your care. 
 
What kind of situation might cause me to need an Advanced Directive? 
IF YOU EVER: 

1.   Have irreversible brain damage or brain disease, which can affect your ability 
to think as well as communicate. 

2.    Have a permanent coma or other unconscious state which can leave you 
without hope of recovery. 

3. Have a terminal illness in which you are expected to die within a short period 
of time. 

 
What kinds of things can Advanced Directives Discuss? 
 

1. CPR – A procedure is used to restore stopped breathing or heartbeat. 
2. IV Therapy (intravenous) – This is used to provide food, water, and/or 

medication through a tube placed in a vein. 
3. Feeding Tubes – Are inserted through the nose, throat or through a hole in 

the abdomen (stomach wall) to provide liquid food/nutrition when you 
cannot eat, chew or swallow yourself. 

4. Respirators – machines used to keep a patient breathing when they are 
unable to breathe on their own.  (Previously called “iron lungs”). 

5. Dialysis – a method of cleansing the blood by a machine when kidneys are 
no longer working properly. 

 
Advanced Directives allow you to state whether you choose any of these procedures or wish to 
refuse them. 
 
How do I get an “Advanced Directive”? 
You can make a “Living Will” or a “Durable Power of Attorney” for health care.  You can 
contact an attorney to get one of these forms, or you can simply put your wishes in writing: be as 
specific as possible, then sign the document and have it witnessed and notarized.  
 
Give a copy of your advanced directive to your physician’s office as part of your medical record, 
and inform your family that you have done so.  You can also make special requests or statements 
regarding organ donations, etc. 
 
Where can I get more information or help in preparing Advanced Directives? 
 

 Any family lawyer or attorney 
 The State Attorney General’s office 
 The Internet 
 Local hospitals 
 Local hospice agencies 
 Local home health agencies 
 Long term care facilities, such a local nursing homes 

 
 

 



NUTRITION RELATED HISTORY 
 

Patient Name:_____________________________________________________ Date: _____/_____/_____ 

Age: ______ Date of Birth: _____/_____/______ Sex: M    F    Ethnicity: __________________________ 

Phone Number: __________________________________ Referring Clinician: _________________________ 

Reason for Visit: ___________________________________________________________________________ 

Personal Goal(s) with Nutrition: _______________________________________________________________ 

__________________________________________________________________________________________ 

Recent weight change (gain/loss in what time frame): ______________________________________________ 

Possible Reason for Weight Change: ____________________________________________________________ 

Current Exercise Schedule: ___________________________________________________________________ 

Disabilities: _______________________________________________________________________________ 

Appetite: Excellent       Good       Fair       Poor    Dentures: Yes     No  

Difficulty swallowing/chewing? (if yes, describe): _________________________________________________ 

Recent nausea, vomiting, constipation, diarrhea: (if yes, describe): ____________________________________ 

Cultural or religious food preferences: __________________________________________________________ 

Motivation level for change:  No motivation   1     2     3     4     5      Very Motivated 

Have you seen a dietitian before? If so for what?: __________________________________________________ 

Past Medical History: (check off all current (C) or resolved (R) conditions) 

C  R  High Cholesterol 

C  R  High Triglycerides 

C  R  High Blood Pressure 

C  R  Overweight/Obesity 

C  R  Pre-Diabetes 

C  R  Diabetes 

C  R  Cancer 

C  R  Underweight 

C  R  Gastrointestinal Disorders (IBS, 
Celiac Disease, GERD, Gastric Bypass etc.) 

If so, describe:__________________________ 

______________________________________ 

C  R  Other: ________________________ 

Lifestyle: Employed? Yes  No   Occupation: _________________________________________________ 

Sources of stress: ___________________________________________________________________________ 

Work schedule: ____________________________________________________________________________ 

Barriers to eating healthy when at work: _________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Barriers to eating healthy when at home: ________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Barriers to eating healthy on the weekends: ______________________________________________________ 

__________________________________________________________________________________________ 

Please start thinking about how you eat on a regular basis before you come in for the consult. Thank you! 





PATIENT FINANCIAL POLICY 
Caduceus Medical Group is dedicated to providing optimal care and service to our patients. This 
policy has been developed to address questions often asked by our patients. 
 
Benefits and Coverage Limitations 
It is the responsibility of the patient/guarantor to understand the terms and conditions of his/her 
insurance coverage including: in-network providers, co-payment and co-insurance responsibilities, 
and benefit maximums.  Caduceus Medical Group will be held harmless from any fees resulting from 
the failure to understand any of the terms and conditions regarding the patient's coverage policy which 
results in non- payment by the health plan. Any such fees shall be the sole responsibility of the 
patient/guarantor. 
 
Non-Covered Benefits 
In the event that your health plan (insurance) determines a service to be a non-covered benefit or if 
the procedure is considered to be elective and not medically necessary, you will be responsible for 
payment of the total charges related to that visit. For services rendered to minors, the parent/guardian 
and/or policy holder accompanying the minor will be responsible for payment of all expenses incurred. 
 
Payment  
Payment for services is due at the time services are rendered.  This would include co-payments, co-
insurance, yearly deductible, and amounts for non-covered services.  Outstanding balances are also 
due at the time other services are being provided. If a credit balance exists on an account, Caduceus 
is authorized to apply the credit balance to any unpaid or future balance. 
 
Past Due Balances 
For any past due balance in excess of 45 days, a monthly finance charge of 1.5% will be assessed 
and added to the balance due. 
 
Collection of Unpaid Accounts 
Statements for balances due are sent at 30, 60, and 90 days. The statement at 90 days is the final 
notice.  Unpaid balances over 120 days will be referred to an outside collection agency and/or an 
attorney, which may result in legal action and reporting to credit bureaus.  All legal expenses and 
costs incurred by Caduceus related to collection of any balance will be the responsibility of the 
undersigned. 
 
Payment Plans 
Payment plans for unpaid balances must be in writing and must be approved by the Management 
Services Officer or the Executive Board.  Physicians/providers are not authorized to offer or create 
any payment plans.  
 
Special Physical and Form Fees 
For special physicals and/or forms that may require completion by a physician, e.g. DMV, school, 
sports, camp, etc., the patient/guarantor is responsible for any fees related to the service unless 
documented to be  a covered benefit by third-party payer. 
 
Returned Check or Insufficient Funds 
In the event that a check is returned for any reason or if there are insufficient funds, a fee in the 
amount of $25 will be assessed and added to the account balance. 
 
I have read and understand the Patient Financial Policy of Caduceus Medical Group and accept all of the terms 
stated herein. 
 
____________________________   ____________________________ 
Print Name      Signature 
 
Date _______________________ 



 
 

Authorization to Use or Disclose Health Information 
 

 
Patient Name:_______________________________________ Date of Birth:__________________ 
 
1. I authorize the use or disclosure of the above named individual’s health information as described 

below: 
 
       ________________________ is  authorized to make the disclosure, indicate office below: 
 

  Caduceus Imperial  18300 Yorba Linda Blvd, Suite 204, Yorba Linda, CA 92886 
  Caduceus Specialty 18200 Yorba Linda Blvd, Suite 104, Yorba Linda, CA  92886 
  Caduceus4Kids, 18200 Yorba Linda Blvd, Suite 108, Yorba Linda, CA  92886 
  Caduceus Jamboree, 19724 MacArthur Blvd, Suite 100, Irvine, CA  92612 
  Caduceus on Thalia, 333 Thalia, Laguna Beach, CA  92 xxx 

 
2. The type of information to be used or disclosed is as follows (check the appropriate boxes and 

include other information where indicated) 
 

  Problem list 
  Medication list 
  List of allergies 
  Immunization records 
  Most recent office notes 
  Most recent hospitalization 
  Lab/ Xray results (please describe the dates or types of lab tests you would like  
      disclosed)______________________________________________________________ 
  Consultation reports from (please supply doctors’ names)_________________________  
      ______________________________________________________________________ 
  Other (please describe)____________________________________________________ 

 
3. I understand that the information in my health record may include information relating to sexually-

transmitted disease, acquired immunodeficiency syndrome (AIDS) or human immunodeficiency virus 
(HIV).  It may also include information about behavioral or mental health services, and treatment for 
alcohol and drug abuse.                                            

 
4. The information identified above may be used by or disclosed to the following individuals or  

organization(s) listed here.  
 
Name:_______________________________________________________________________ 

 
Address:_____________________________________________________________________ 

 
 
5. This information for which I’m authorizing disclosure will be used for the following purpose: 

  My personal records 
  Changing doctors 
  Appointment with a specialist 
  Moving 
  Legal case 
  Other (please describe)_____________________________________________ 

 
 
 



6. I understand that I have a right to revoke this authorization at any time.  I understand that if I revoke 
this authorization, I must do so in writing and present my written revocation to the health information 
management department.  I understand that the revocation will not apply to information that has 
already been released in response to this authorization.  I understand that the revocation will not 
apply to my insurance company when the law provides my insurer with the right to contest a claim 
under my policy. 

 
7. Unless I specify differently, this authorization will expire:   Date:______________________________ 

If I fail to specify an expiration date or event, this authorization will expire six months from the date on 
which it was signed. 

 
8. I understand that once the above information is disclosed to the designated party, it may be re-

disclosed by that party and the information may not be protected by federal privacy laws or 
regulations. 

 
9. I understand authorizing the use or disclosure of the information identified above is voluntary. I need 

not sign this form to ensure health care treatment.  
 
 
 

______________________________________   ______________________ 
      Signature of Patient or Legal Representative    Date 
 
 
      If signed by legal representative, relationship to patient: _________________________________ 
 
 

______________________________________   ______________________ 
      Signature of Witness      Date 



Consent to the Use and Disclosure of Health Information for Treatment,

Payment or Healthcare Operations

I understand that as part of my healthcare, this organization originates and maintains health records describing
my health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or
treatment. I understand that this information serves as:

• a basis for planning my care and treatment
• a means of communication among the many health professionals who contribute to my care
• a source of information for applying my diagnosis and surgical information to my bill
• a means by which a third-party payer can verify that services billed were actually provided; and
• a tool for routine healthcare operations such as assessing quality and reviewing the

competence of healthcare professionals

I understand that I have the right to receive a copy of the Notice of Information Practices which provides a more
complete description of information uses and disclosures prior to signing this consent. I understand that the
organization reserves the right to change their notice and practices and, prior to implementation, will post and
make available, the revised notice at physical practice site(s). I understand that I have the right to request
restrictions as to how my health information may be used or disclosed to carry out treatment, payment, or
healthcare operations and that the organization is not required to agree to the restrictions requested.

I request the following restrictions to the use or disclosure of my health information:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

I also authorize the disclosure of my health information to the following family members or person(s):
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

I wish to be contacted regarding any test results or treatment plans by the methods indicated:

Please circle: Home Phone  Yes/No Cell Phone  Yes/No Work Phone  Yes/No Voice Mail  Yes/No

Fax  Yes/No E-Mail  Yes/No US Mail  Yes/No

______________________________ ____________ ____________________________________
Patient Name Birth Date Signature of Patient or Legal Representative

______________________________ ____________ ____________________________________
Relationship to Patient (if patient is a minor) Date Witness

OFFICE USE ONLY:

Accepted

Denied

____________________________ ____________________________ ________________________
Signature Title Date

FP-009C
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