
 

Date: ________________________________________________   Social Security Number: ___________ - ________- ____________

Patient’s Name: ________________________________________________________________________________________________
                First              MI             Last Name

Sex:      Male     Female     Other: _____________________   Date of Birth: ___________________________________________

Street Address: _____________________________________________________________ City: ______________________________

State/Zip Code: _______________________________________    Home Phone: (_______) ___________ - _____________________

Work Phone: (_______) ___________ - ____________________   Cell Phone:     (_______) ___________ - _____________________

Email Address: ________________________________________   Is this work-related?      Yes       No   

Pharmacy Name/Address: _______________________________________________________________________________________

Language: ____________________________________________   Religion: __________________/or  Declines to specify

Marital Status:   Single   Married   Divorced   Widowed      Race: _________________________________________________

 
Patient’s Employer: _____________________________________________________________   Driver’s License: _______________

Spouse’s Name: ________________________________________   Social Security Number: ____________ - ________- __________

 
Primary Insurance: ___________________________  ID Number: _______________________  Group Number: _________________

Insurance is through:   Patient   Spouse   Parent   Other    Name and DOB of Insured:  _________________________________ _
Secondary Insurance: _________________________  ID Number: _______________________  Group Number: _________________

Insurance is through:   Patient   Spouse   Parent   Other    Name and DOB of Insured: __________________________________ 

If patient is a minor, are parents:     Married     Divorced      Custodial Parent: __________________________________________

Custodial Parent’s Home Phone: (_______) ________ - _________   Work Phone: (_______) ________ - ________________________

Custodial Parent’s SSN: ___________________________________   Date of Birth: __________________________________________

How were you referred to us?    Physician    Insurance    Family    Friends    Internet (Google/Yelp)   Other: _____________

Referring Physician: ____________________________________________________   City: ___________________________________

Primary Care Physician: ________________________________________________   City: ___________________________________

Release Medical Records to Referring Physician:     Yes     No                                  Primary Care Physician:     Yes     No

Name of Emergency Contact: ______________________________________________________________________________________

Phone: (_______) __________ -______________ Relationship to Patient: __________________________________________________

I, the responsible party, certify that the above information is true and correct to the best of my knowledge.  

_________________________________________    ________________________________   ___________________   _______________
__________
Signature of Patient, Parent or Legal Guardian   Print Patient’s Name                               Relationship to Patient   Date

NEW PATIENT REGISTRATION

EMERGENCY CONTACT INFORMATION

PATIENT’S INSURANCE INFORMATION

PHYSICIAN INFORMATION
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John S. Kellogg, M.D., M.S. Phone (408) 286-1707 Phone (408) 358-1771 Phone (650) 966-8201
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REVIEW OF SYSTEMS

Patient Name: DOB: Age:

Are you currently experiencing of have recently experienced any of the following?

1. General: 5. Cardiovascular: 9. Musculoskeletal:

□ Weight gain or loss
□ Fatigue
□ Fever or chills
□ Sleep disturbance

□ Chest pain or tightness
□ Palpitations
□ Shortness of breath with activity
□ Difficulty sleeping lying down

□ Weakness
□ Joint pain or swelling
□ Back Pain

2. Eyes: 6. Gastrointestinal: 10. Skin:

□ Eye redness
□ Eye itching 
□ Blurred Vision
□ Decreased vision
□ Eye pain

□ Abdominal pain
□ Nausea or vomiting
□ Diarrhea
□ Constipation
□ Heartburn or acid reflux

□ Rash
□ Itching
□ Dryness
□ Hair/nail changes

3. ENT (Ears/Nose/Throat): 7. Genital/Urinary: 11. Neurologic:

□ Sneezing
□ Nasal congestion
□ Nasal drainage
□ Nasal itching
□ Nosebleeds
□ Sinus pain/pressure
□ Difficulty swallowing
□ Mouth sores or thrush

□ Infections
□ Stones

□ Headaches
□ Dizziness or faintness
□ Numbness or tingling

4. Respiratory: 8. Endocrine: 12. Hematologic:

□ Cough
□ Wheeze
□ Shortness of breath
□ Coughing up blood
□ Snoring

□ Increased appetite or thirst
□ Increased urination
□ Always hot or cold
□ Hair loss

□ Easy bruising or bleeding
□ Blood in urine or stool
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Questionnaire Filled out by:  Patient

 Parent:     Father         Mother Name:_____________________________

 Other: Relation ____________________ Name:_____________________________



Billing and Financial Policy

The following sets forth the policies of South Bay Allergy & Asthma Group, Inc.  Please review 
this information and sign where indicated below:

I understand that if I present an insufficient funds check (NSF check) for payment on my 
account that I will be charged at $25.00 NSF fee.  These amounts must be cleared with our 
financial office prior to your next appointment.

I understand that a cancellation with less than a 48 hour notice or a no-show may result in a $25.00
fee that may be billed directly to myself.  All cancellation or no-show fees must be cleared with our
financial office prior to your next appointment or shot visit.

We are not Medi-Cal providers.  As a US. Government health program we are unable to bill 
patients directly for medical care services, therefore, we will be unable to provide for your 
medical care.

It is the responsibility of each patient to verify with their insurance if this practice and the 
physician you are seeing is a contracted provider.  South Bay Allergy & Asthma Group, Inc. 
and/or its representatives will make every effort to assist you but South Bay Allergy & Asthma 
Group, Inc. will not be held accountable for understanding every insurance plan.

I understand that I will be billed for any amounts due by me (co-payments / co-insurance / 
deductibles) and that I have a financial responsibility to pay these amounts.  I understand that I 
will be provided with three (3) statements for any balance due after insurance payment.  I further 
understand that if I have not made payment prior to the third statement being mailed, the third 
statement will be marked as “Final Notice” and may result in my account being sent to an 
outside collection service if I still do not fulfill my financial obligations.  I also understand that I 
will be responsible for any collection, interest, or legal expenses associated with these collection 
efforts.

I understand that the practice will obtain the necessary authorizations prior to services being 
rendered.  I further understand that prior authorization is not a guarantee for payment and that I 
am responsible for all charges not paid by my insurance carrier.  This also applies if your 
insurance company delays payment over 90 days after billing or denial of insurance coverage.  
If your insurance company demands a refund of any monies paid to us, you become financially 
responsible for those charges.

I understand that the clinic may also take a verbal request by me over the phone to make a 
credit card payment on my account.  I give authorization for the clinic to bill my card for the 
amount specified and acknowledge that verbal requests can only be made by the responsible 
party since no credit card information is kept on file.

I understand that it is my responsibility to furnish South Bay Allergy & Asthma Group, Inc. with
current accurate insurance information at the time services are rendered and/or notify us in a timely
manner of any changes in coverage, which may affect the payment of services already rendered.

I understand that there is a $20.00 fee (per form) to complete paperwork associated with my care.
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I, the responsible party, certify that the above information is true and correct to the best of my 
knowledge. I understand that I am financially responsible for all charges regardless of delays in 
insurance payment or denial of insurance coverage.

It is my responsibility to understand and have personally verified if my insurance is contracted 
with this practice and/or the doctor I am seeing.

I hereby authorize South Bay Allergy & Asthma Group, Inc. to apply for benefits and receive 
payments directly on my behalf for covered services rendered.  They may also disclose any or 
all parts of my clinical record to any insurance company covering the services for the purpose of 
satisfying charges billed.

I further agree to pay all collection costs, attorney fees, and any other collection costs that may 
be incurred in the attempt to collect outstanding patient responsibility amounts.

I also understand that if any insurance payments are sent directly to me, it is my responsibility to 
send these monies directly to South Bay Allergy & Asthma Group, Inc. immediately upon 
receipt.

______________________________________ __________________ _______________

Signature of Patient, Parent, or Legal Guardian Relationship to patient Date
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