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Welcome to our practice! 

DDCOC- Irvine 
113 Waterworks Way, Ste. 155 
Irvine, CA 92618 
DDCOC- Tustin 
15000 Kensington Park, Ste. 390 
Tustin, CA 92782 
DDCOC- Mission Viejo 
25982 Pala, Ste. 140 
Mission Viejo, CA 92691 
DDCOC-Huntington Beach 
19582 Beach Boulevard, Ste. 270 
Huntington Beach, CA 92648  
www.DDCOC.com fax 949-612-9091
office 94 9-612-9090 I contact@ddcoc.com 

Please print the attached forms and complete all the requested information prior to your 
office visit. 

You may also fill out the paperwork through our Patient Portal prior to your appointment. 
Please call the office so we can assist you with access to the portal. 

1hankyou. 

AUTHORIZATION TO RELEASE INFORMATION & ASSIGNMENT BENEFITS 

Consent to Import Medication History D Yes D No 

I consent to obtaining a history of my medications purchased in pharmacies. 

Consent to Share Data D Yes D No 

I consent to having my medical and demographic information shared with other health care entities. 

Reminder Preference D Yes D No 

I would like to receive preventive care and follow up care reminders 

Reviewed with: □ Patient □ Parent □ Guardian

I authorize the release of any medical information necessary to process this claim. I permit a copy of this 
authorization to be used in place of the original. 

I hereby authorize DDCOC, Inc to apply for benefits on my behalf for covered services rendered by the 
doctors that belong to DDCOC. I request that payment from my insurance company be made directly 
to DDCOC (or to the party who accepts assignment!. I certify that the information I have reported 
with regard to my insurance coverage is correct. Either my insurance company or I may revoke this 
authorization at any time in writing. 

SIGNATURE DATE 



PATIENT MEDICAL HISTORY 

PATIENT REGISTRATION 

------------------------ 0Male 
patient name: LAST, FIRST 

address:STREET 

phone:HOME 

primary email 
ETHNICITY: □ Hispanic 

D Non-Hispanic 
D Decline to Specify 

RACE: □ White 

D Black 

□ Asian

0 Female DOB

CITY 

CELL 

SSN# 

D American Indian 
D Native Hawaiian 
□ Unknown

STATE 

D Decline to Specify 

ZIP 

PREFERRED METHOD OF CONTACT: □ Letter □ Email □ Phone □ Other:. _______ □ Decline to Specify 

PREFERRED PHARMACY CITY PHONE 

PRIMARY DOCTOR 

EMERGENCY CONTACT 

REFERRING PROVIDER (If different from Primary Doctor] 

name: LAST, FIRST 

INSURED PERSON 

relation to patient PHONE 

name: LAST, FIRST relation to patient 

#1 PRIMARY INSURANCE CO. #2 SECONDARY INSURANCE CO( if any) ID #(s) 

SOCIAL HISTORY 

Alcohol 

D None D Occasionally D Daily 

Tobacco 

D Current smoker D Former smoker D Never smoked 

MEDICATION ALLERGIES & REACTIONS 

D No known drug allergies D Penicillin □ Sulfa
D Latex Gloves 

MEDICATIONS 

NAME 

ver. 2018-01 

0 IV Dye Iodine D Other _______ _

DOSE FREQUENCY 

Drug Use 

□ Yes □ No



PAST OR PRESENT MEDICAL CONDITION 

□ None GASTROENTEROLOGY/ □Hep A □Hep B □HepC

HEPATOLOGY DH. Pylori Infection □ Ulcer

D Colon Cancer □ Jaundice
D Diverticulitis 
D Cirrhosis D Crohn"s Disease 

D Pancreatitis D Celiac Disease 

D Gastresophagael D Fatty Liver 

Reflux Disease D Other 

CARDIOLOGY D Heart Disease D High Blood Pressure 

D Coronary Artery D Heart Attack 

Stents 
D Other 

PULMONOLOGY □ Asthma □ C.O.P.D. □ Sleep Apnea

D Hemorrhoids
D Irritable Bowel Syndrome

D Ulcerative Colitis 

D Bowel Obstruction 
D Barrett's Esophagus 

D Coronary Artery Disease 
□ Atrial Fibrilation

□ Other ____ _

OTHER D Diabetes (I) □ Diabetes (II) D Anxiety Disorder D Bipolar Disorder D Seizures

PRIOR DIAGNOSTIC STUDIES/TESTS 
□ Dementia D Alzheimer's Disease 

D None D Colonoscopy 

□ EGO 

DATE ___________ _ 
DATE ___________ _ 

PREVIOUS SURGERIES 

□ None

FAMILY HISTORY 

D CT Abdomen/Pelvis DATE ___________ _ 
□ MRI Abdomen/Pelvis DATE -------------
0 ER C P DATE

-------------

D Gallbladder Removed D Appendectomy 
D Exploratory Laparotomy D Gastric Bypass 

D Colon Resection 

D Gastric Lap Band 
D Small Bowel Resection 

D No knowledge of Family History DIAGNOSES: Please list the diagnosed Parent, Sibling, or Grandparent,
and the AGE at their diagnosis. 

REVIEW OF SYSTEMS 

GASTROINTESTINAL 
Change in Bowel Habits 
Abdominal Pain 

Constipation 
Diarrhea 
Excessive Gas 
Heartburn 
Nausea 
Blood in Stool 
Vomiting 
Bloating 
Hemorrhoids 

EYES 
Blurred Vision 

NEUROLOGICAL 
Dizziness 
Fainting 

Colon Cancer: D 
-------------------

Esophageal Cancer: D 
------------------

Lynch Syndrome: D 
------------------

Stomach Cancer: D 
------------------

Colon Polyps: D ------------------

Liver Cancer: D 
------------------

Pancreatic Cancer: D 
-------------------

Uterine Cancer: D __________________ _

□ 
Inflammatory Bowel Disease: 

None 

DY □ N CARDIOVASCULAR □ None

DY □ N Chest Pain or Pressure DY □ N 

DY □ N Irregular Heart Beat DY □ N ALLERGIC/IMMUNOLOGIC □ None

DY □ N RESPIRATORY □ None Immune Deficiency DY □ N

DY □ N Cough DY □ N MUSCULOSKELETAL □ None

DY □ N Shortness of Breath DY □ N Arthritis DY □ N

DY □ N PSYCHIATRIC □ None
DY □ N GENITOURINARY □ None

DY □ N Kidney Disease DY □ N 
Anxiety DY □ N 

DY □ N CONSTITUTIONAL □ None INTEGUMENTARY □ None

DY □ N Fatigue DY □ N Itching DY □ N

□ None Weight Loss DY □ N HEMATOLOGIC/LYMPHATIC □ None

DY □ N Weight Gain DY □ N Anemia DY □ N

□ None □ None Bleeding Disorder DY □ N
ENT Clotting Disorder DY □ N

DY □ N Hearing Loss DY □ N

DY □ N Ringing in Ears DY □ N



e OFFICE AND FINANCIAL POLICY 

Thank you for choosing our practice. We are committed to providing the best possible medical care for you. 
In order to avoid any confusion, we ask that you read the following Office and Financial Policy carefully . 

. ___ O_p!n Payments Database: ___________________________________________________________ -· 
The Open Payments database is a federal tool used to search payments made by drug and device companies to physicians 
and teaching hospitals. It can be found at https://openpaymentsdata.cms.gov 

Insurance Billing: 
Your insurance policy is a contract between you and your insurance company. It is your responsibility 
to know your benefits and how they would apply to your treatment. We will bill your insurance for 
services that we provide; however, any account balance that is not paid by your insurance company 
will be your responsibility (or the responsibility of the guarantor listed on your insurance policy]. 
*All deductibles and co-payments will be collected in full at the time of service.

No Show Fee Policy (Office Appointments & Procedures): 
We understand that situations arise in which you may need to cancel your appointment. It is 
therefore requested that you notify our office at least 24 hours in advance if you are unable to 
keep your scheduled office appointment AND 72 hours in advance for scheduled procedure 
appointments. This may enable us to utilize that spot for another patient who may be waiting for 
an appointment. 

• Office appointments which are cancelled with less than 24 hours· notification may be subject
to a $50.00 cancellation fee. Patients who do not show up to their office appointment are
considered a No-Show and are subject to a $50.00 office appointment no-show fee.

• Procedure appointments which are cancelled with less than 72 hours' notification may be
subject to a $200.00 cancellation fee. Patients who do not show up for their procedure(sl will be
considered a No-Show and are subject to a $200.00 procedure appointment no-show fee.

The Cancellation and No Show fees are the sole responsibility of the patient and must be paid in full 
before the patient's next appointment. 

Phone Consultations: 
Routine phone consultations will not be performed by our physicians and healthcare providers. 
After-hour phone calls are limited to urgent medical issues. All other medical matters (including 
test results) must be discussed in the office. We'll make every effort to notify you with test results; 
however, it is the patient's responsibility to call for any test results. 

Administrative Fees: 
All medical record requests are subject to a preparation fee of $15.00. We encourage that you sign 
up for portal access where you can access your records without a charge. 

• All administrative forms (i.e. disability, employer's leave, etc) are subject to a $45.00 fee.

Cash Patient Policy: 
If you do not have (or wish not to use] health insurance for your office visit, you are considered a 
·cash Patient'.

• All Cash Patients must pay a $50.00 non-refundable fee to book office appointments. This fee
will be applied towards your balance.

• All Cash Patients must pay their physician-fee portion of their procedure(sl in full prior to
scheduling their procedure(s].

SB 1061: A holder of t his medical debt contract is prohibited by Section 1785.27 of the Civil code from furnishing any information related to 
this debt to a consumer credit reporting agency. In addition to any other penalties allowed by law, if a person knowingly violates that section 
by furnishing information regarding this debt to a consumer credit reporting agency, the debt shall be void and unenforceable.

MY SIGNATURE ACKNOWLEDGES RECEIPT OF THIS FORM DATE 

Acknowledgement and Authorization: 
I have read, understand, and agree to abide by the above Office and Financial Policy. 






