1617 Saint Marks Plaze, Ste. C 999 S.Fairmont Ave., Ste. 120

. L Stockton, California 95207 Lodi, California 95242
www.californiaskinlaser.com (209) 956 - 4260 (209) 333 - 1382
CALIFORNIA SKIN & LASER CENTER (209) 475 - 6002 Fax (209) 334 - 1047 Fax

Today's Date: MM/ DD / YYYY

Patient Name :

Last Name Middle Name First Name
Address : Please Select
Street City State Zip
Home Phone: (__ )-_ - Work Phone : (__ )-_ - Ext__ SSN: - -
Date of Birth: MM / DD / YYYY Age: Driver's License# :
Email Address : All right to contact by E-mail? DYes DNO
Occuptation : Place of Employment :
Marital Status : [ ] Single [ JMarried [ JWidowed [_|Separated [_|Divorced Sex: [ JMale [JFemale
Spouse Name : Telephone : (__)-___ -
Address : Please Select
Street City State Zip
Place of Employment : Telephone : (___ )-_ -
Address : Please Select
Street City State Zip
SSN - - Date of Birth: MM / DD / YYYY

Responsible Party (If different from patient)

Responsible Party : Date of Birth : MM/ DD/ YYYY
SSN: - - Driver's License# :
Responsible Party Address : Please Select
Street City State Zip

Occupation : Company Name : Telephone : ( ) - -
Address : Please Select

Street City State Zip
Referred By : Primary Care Physician :

How did you learn about our office?

*INSURANCE INFORMATION (Please present insurance card at time of check in.)
|:| | authorize the release of medical information to my primary care or referring physician, to consultants if needed and as necessary
to process insurance claims, insurance applications and prescriptions. | also authorize payment of medical benefits to the physician.

Patient Signature : Date : MM/ DD / YYYY

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 a prepaid plan in which we participate. For those patients, applicable copayments and deductibles will
be collected. We accept payment in the form of cash, check, or credit card. In the event of hospitalization or major procedures, our office
may file with the appropriate insurance. However, before such claims are filled, coverage will be preverified and you will be asked to pay
any unmet deductible, non-covered services and copayments. In the event that your account must be turned over to collections, a $10.00
collection fee will be added to your account. Your signature below signifies your understanding and willingness to comply with this policy.

*** A $40 FEE WILL BE CHARGED TO PATIENT FOR ALL MISSED APPOINTMENTS ***

Patient Signature : Date : MM/ DD / YYYY
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Patient Name : Date of Birth: MM / DD / YYYY Date: MM /DD /YYYY

Primary reason for today's visit :

Are you under physician(s) care? []Yes [JNo  Which MD(s)?

Explain :

Who is your primary care physician?

Are you allergic to anything? []Yes [No  What?

Women Only Are you pregnant and/or planning pregnancy? DYes DNO Are Your menses? D Reg D Irreg D None

List any medications that you are currently taking (include over-the-counter, vitamins, herbals, etc.) :

Do you have now or have you ever had diseases or conditions of : (Please check Yes or No)

Arthritis/Joint Problems DYes DNO Artifical Joint DYes DNO Asthma DYes DNO
Bladder Problems DYes DNO Blood Clots DYes DNO Cancer DYes DNO
Cataracts/Glaucoma DYes DNO Convuisions/Epilepsy DYes DNO Diabetes DYes DNO
Emotional Problems DYes DNO Gl/Stomach Problems DYes DNO Hearing Loss DYes DNo
Heart Disease/Attack DYes DNO Have you had or been DYes DNO Explosed to HIV/AIDS? DYes DNO
Heart Murmur DYes DNO Hepatits DYes DNO High Blood Pressure DYes DNO
Irregular Heartbeat DYes DNO Kidney Problems DYes DNO Liver/Gall Bladder Disease DYes DNO
Mitral Valve Prolapse DYes DNO Pacemaker DYes DNO Phlebitis/Vein inflammation/Circulation DYes DNO

Polycystic Ovaries DYes DNO Thyroid Problems DYes DNO VD/Sexuality Transmitted Problems DYes DNO
TB/Lung Problems DYes D No

Other medical problems :

List any surgical procedures in the last 6 months :

SKIN Explain
Have you had skin cancer? DYes D No
Has anyone in your family had skin cancer? D Yes D No

Do you have a history of any specific skin disease? D Yes D No

Do you develop keloids (scars) after surgery? D Yes D No

Do you bleed easily? [Qyes [INo

Are you prone to herpes (fever blister) outbreaks? D Yes D No

Do you develp skin rashes in reaction to D Yes D No

any medications, food, or the environment?

SOCIAL Explain
Do you drink alcohol? yes [no

Do you use recreational drugs? D Yes D No

Do you smoke/chew tobacco? D Yes D No
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What additional educational material may we provide for you?
|:| Botox |:| Laser Hair Removal |:| Laser facial blood vessel removal
|:| Spider Vein Treatment |:| Microdermabrasion |:|Collagen Injections
|:| Laser Tattoo Removal |:| Facelift Surgery Dlntense Plused Light for Brown Spots
|:| Eyelid Surgery |:|Skin Tag Removal Dlntense Plused Light for Sun Damage
|:| Liposuction Surgery |:|Oil Gland or Oily Skin Treatment |:|Laser Resurfacing-Wrinkle & Scar Removal

ASSIGNMENT OF INSURANCE BENEFITS

I:l | hereby authorize direct payment of surgical/medical benefits to Gerald N. Bock, M.D. for professional services rendered by him or under his
supervision. | understand that | am financially responsible and agree to pay, in a current manner, for any balance not covered by my insurance.

AUTHORIZATION TO RELEASE INFORMATION

|:| | hereby authorize release of any medical or incidental information directly to/from Gerald N. Bock, M.D. that may be necessary for either
medical care or in the processing of claims/ applications for financial benefits.

MEDICARE OR MEDI-CAL

|:| | certify that the information given by me in applying for payment is correct. | authorize release of all records on request. | request that
payment of authorized benefits be made on my behalf.

REGARDING YOUR INSURANCE

We will directly bill insurance companies for which we are contracting providers. Patients with coverage from Health Maintenance Organizations
(HMOQ's), Preferred Provider Organization (PPQO's), Individual Practice Association's (IPA's) or Managed Care Plans that require a referral from
a Primary Care Physician must provide us with a written referral on the day of the appointment or will be rescheduled. In the event that you do
not have a referral and wish to be seen, you must be prepared to pay for your visit that day. Payment is expected at the time of service unless
prior arrangements have been made.

A PHOTOCOPY OF THESE ASSIGNMENTS SHALL BE AS VALID AS THE ORIGINAL.

Patient's Name :

Patient Signature : Date : MM / DD / YYYY

Parent/Guardian Name :
(if under 18 years Old)

Parent/Guardian Signature : Date: MM /DD /YYYY
( Must sign if patient under 18 years Old)

Page 3 of 6



1617 Saint Marks Plaze, Ste. C 999 S.Fairmont Ave., Ste. 120

. L Stockton, California 95207 Lodi, California 95242
www.californiaskinlaser.com (209) 956 - 4260 (209) 333 - 1382
CALIFORNIA SKIN & LASER CENTER (209) 475 - 6002 Fax (209) 334 - 1047 Fax
Patient Name : Date: MM / DD /YYYY

Account Number :

If family, friends or others inquire by phone or in person if you/patient are here or have been here at the office to see doctor, do we have your
permission to let them know?
Specific Person(s) & Relationship to you :

While you/patient are being seen by the nurse and/or doctor today, who among family and friends that are with you, is it alright to share
health information with?

Family : [JYes []No

Friends: []Yes [JNo

Billing or clinical information may be sent to your home address or it may be necessary to contact you by phone.

Do we have a permission to contact you at your home telephone number? D Yes DNo If (No) Alertnate Phone#: (___)-__ -__
Do we have permission to send correspondence to your home address D Yes DNo

(If No) Alternate Address : Please Select
Street City State Zip

PROCEDURE "NO SHOW" OR CANCELLATION CHARGE NOTIFICATION

Our office has implemented a "NO SHOW" office charge policy. If you fail to keep your appointment for a procedure, or you give us less than a
24 hour natice that you are canceling your appointment, you will be charged the equivalent of the scheduled procedure up to $200.

|:|I have read and understand the policy noted above.

Patient's Name :

Signature of Patient or Guardian : Date : MM/DD/YYYY
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To Our Patients:

As you know if you have ever checked into a hotel or rented a car, the 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, and more
efficient. Currently we all are expected to pay at the time a service is rendered or an object is purchased. In medicine the situation has been
somewhat different because many services are covered by insurance, and the size of the payment due from the patient was not known, until
after the insurance had paid. Then, a bill was sent to the patient for the balance due. However, we currently find ourselves in a situation where
our payments are declining and insurance payments are increasingly tardy, while our expenses continue to increase. Our staff and our
suppliers expect to be paid in a timely fashion, even if the insurance company finds it to their benefit to delay payment as long as they can.
Currently if frequently takes 3 to 6 months before we are reimbursed for services rendered. While we have made slight progress with the
insurance companies, we are taking steps to reduce further delays in payments.

Because of these changes, we have implemented a similar policy similar to that used by hotels and most other businesses. We will no longer
be billing to co-payments. You will be asked for a credit card number at the time you check in and the information will be held securely until all
your insurances have paid their portion, and notified us of the amount of your co-payment. At the time, any remaining balance owed by you will
be charged to your card is the identical amount which we would have billed you in the past. Our average co-payments billed has been $10 -
$40.

This arrangement 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. The combination will benefit everybody in
helping to keep the cost of health care down.

We will keep your credit care information very secure. Unless it is being used that day, it will be kept locked up with only two senior staff
members having keys. If you desire, and if you have no pending future appointments, we will destroy your information after the charge has
been paid. If that is the case, we will need to obtain the information again at the time you next schedule an appointment.

This in no way will compromise your ability to dispute a charge or question your insurance company's determination of payment.

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

If you have any questions about this payment method, do not hesitate to ask. Thank you for your understanding in this matter.
Gerald N. Bock MD/California Skin & Laser Center

|:|I authorize Dr. Gerald N. Bock/California Skin Laser Center to charge outstanding balances on my account to the following credit card.

OOvisa  [JMASTERCARD  [JAMERICAN EXPRESS  []DISCOVER

Account # : Exp. Date : MM/ DD/ YYYY

Name on card (please print) :

Signature : Date : MM/ DD / YYYY
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CALIFORNIA SKIN & LASER CENTER

To all our patients:

In order to serve you better, we have hired a third party firm to contact you to remind you of your scheduled appointments and to send you a
survey to rate our performance. This means we will give them your email address and cell phone number, which will be kept confidential.

Please confirm with the front desk if you do not wish to participate.

Thank You.
| wish to receive email and/or text message reminders. [JYes []No

Email : Cell Phone : ( ) - -

Date: MM/ DD/ YYYY

Signature :
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