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Thank you for choosing Salinas Valley Medical Clinic as your health care provider. Your treatment and successful recovery are our first 
priorities. In order to offer you the best possible service, we are providing information regarding our billing policies. Please read this 
information and sign below before any care is administered.

As a courtesy to you, we will bill your insurance carrier(s). We require that insurance cards be presented prior to/at the time of service and we 
will verify coverage. This includes authorizations by your insurance carrier, as needed. If your insurance carrier shows we are a participating 
provider, or where we accept assignment of benefits all co-pays, co-insurance, and deductibles are due at the time of service. This includes 
amounts due for “high deductible” plans as well as amounts due for “limited coverage” plans. Please keep in mind that participating 
providers may change from time to time and it is the responsibility of the patient to verify whether or not the physician you are seeing is 
listed as a participating provider with your specific insurance carrier.

Insurance coverage is an agreement between you and your insurance carrier. It is your responsibility to remit payment for charges not 
covered by your insurance unless your carrier clearly states in writing that you are not responsible. If there is a question about whether or 
not your insurance will cover a specific service, we may ask you to sign a financial waiver before that service is provided. If your claim is not 
cleared or paid by your insurance carrier within 45 days of billing, you will be required to remit payment to cover any outstanding balance.

A billing statement will be mailed to you after insurance claims have been processed. You will be billed for any remaining amounts that 
your insurance carrier indicates are patient responsibility. Payment is due upon receipt of our statement. If we do not receive payment or 
communication from you about any remaining balance in a timely manner, we reserve the right to send overdue accounts to collection.

I understand that Salinas Valley Medical Clinic is required to report (or code) procedures and diagnosis based on the services I receive; 
consequently, the coding cannot be changed later to cause the insurance company to pay for a non-covered service as this is considered 
fraudulent practice.

If your insurance carrier shows we are not a participating provider, or if you do not have insurance, please be prepared to pay your bill 
in full at the time of service. However, Salinas Valley Medical Clinic will courtesy bill your insurance carrier for you. In most cases, any 
reimbursement will be sent directly to you by your insurance carrier. If your insurance coverage changes, please send a copy of both the 
front and back of your new insurance card to our office so we can update your record. Patients will need to update their Patient Information 
Sheet at least annually.

Other Fees:
A fee of $25.00 for the completion of medical forms such as those required by DMV, PG&E, California State Disability, FMLA, etc. is due 
when picking up the completed forms. Please allow 7 business days to complete the forms. A fee is applicable to obtain a copy of medical 
records and is due when picking up those records. Please allow 3 business days to prepare the records. A list of fees can be obtained 
with the receptionist. The fee is not applicable when the records are subpoenaed by the court or are required by another physician for the 
purpose of the coordination of your healthcare. A fee of $25.00 for a checked returned for Non-Sufficient funds will be charged to your 
patient account.

Minor Patients:
The parent(s)/guardian(s) accompanying a minor is/are responsible for full payment. For unaccompanied minors, non-emergency service 
may be denied.

We accept cash, checks, Health Saving Account debit cards, and most major credit cards. If you have questions regarding our billing/
payment policy or need assistance, please contact our billing office (Cypress Healthcare Partners) at (831) 649-1000. They may be able 
to set up a payment plan for you, if needed. I understand and agree to the above policy and I am the person responsible for payment of 
services rendered by Salinas Valley Medical Clinic.
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PREFERRED METHOD OF CONTACT:
q Phone q U.S. Mail q Email By providing my cell phone number, I consent to Salinas Valley Medical Clinic - Multi-Specialty Care, including its business 
associates, calling and/or texting regarding appointments and to call regarding my care and/or payment of my care. Other federal and state rules govern telemarketing and 
commercial email messages. A summary of these laws is available on the website of the Office of the Attorney General at oag.ca.gov/privacy/privacy-laws

Please describe your illness/injury/symptoms and date of onset:

PATIENT INFORMATION:

Last Name:   First Name: Middle:

Birthdate: / / Gender:   q Male     q Female Social Security #:

Marital Status:  q Single q Married q Divorced q Widowed q Other:

Home Phone: (            ) Work Phone: (            ) Cell Phone: (            )

E-mail Address:

Street Address: City: State: Zip:
Race:  q White q African American  q Hispanic q Other q Declined
Ethnic Group:  q Non-Hispanic q Hispanic q Declined

PERSON TO NOTIFY IN CASE OF EMERGENCY:

Name (Not in Same Household):

Street Address: City: Zip:

Home Phone: Relationship to Patient:

PRIMARY INSURANCE INFORMATION:

Name of Insured: Date of Birth: Social Security #:

Relationship to Insured: Insurance Address:

City: State: Zip:

Insurance Carrier Name:  Policy/Group #:

IF PATIENT IS A MINOR PLEASE COMPLETE:

Name of Parent/Guardian: Guarantor Date of Birth: 

Street Address: Home Phone:

City: State: Zip:

Social Security #: Relationship to Patient:

PREFERRED PHARMACY PREFERRED LABORATORY

SURROGATE DECISION MAKER

Name: Home Phone: Relationship to Patient:
Do you have a Legal Durable Power of Attorney?     q Yes     q No

If yes, Name: Phone: Relationship:
Please provide a copy of the legal paperwork for your medical file.

I identify the following individuals as being involved in my care and /or payment of my care. I authorize my healthcare provider, or representative, to 
discuss any healthcare and/or financial information with the following individuals.

Name: Relationship: Name: Relationship:

Date of Birth: Restrictions: Date of Birth: Restrictions:
 (i.e. medical info only, financial info only)  (i.e. medical info only, financial info only)

TO OUR PATIENTS:
This authorization will remain in effect until you revoke or modify it in writing. Any persons not listed above will not be given access to your personal 
information unless you personally call and give verbal consent. By your signature below, you acknowledge that you understand and agree to the above 
information. 

Signature of Patient: Date:

By initialing in this box [          ] I am requesting Salinas Valley Medical Clinic not leave me a detailed/confidential 

message about my health or payment of my healthcare at the phone number listed here
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Patient Name: Date of Birth:

Date:

Privacy Official, 100 Wilson Rd, Ste. 100, Monterey, Ca 93940   Phone: (831) 649-1000

ACKNOWLEDGMENT OF PRIVACY PRACTICES

I hereby acknowledge that I received a copy of this medical office’s Notice of Privacy Practices. I further acknowledge that a copy of the current notice is 
posted in the reception area and that I will be offered a copy of any amended Notice of the Privacy Practices at my request. 

Signed: Date:

Print Name:

If not signed by the patient, please indicate your relationship with the patient:

 q Parent or guardian of minor patient

 q Guardian or conservator of an incompetent patient

 q Beneficiary or personal representative of deceased patient

I identify the following individuals as being involved in my care and /or payment of my care. I authorize my healthcare provider, or representative, to discuss 
any healthcare and/or financial information with the following individuals.

By initialing in this box [          ] I am requesting Salinas Valley Medical Clinic not leave me a 
detailed/confidential message about my health or payment of my healthcare at the phone number listed here .

TO OUR PATIENTS:
This authorization will remain in effect until you revoke or modify it in writing. Any persons not listed above will not be given access to your personal 
information unless you personally call and give verbal consent.

By your signature below, you acknowledge that you understand and agree to the above information. 

Signature of Patient: Date:

Name: Name:

Relationship: Relationship:

Birth Date: Birth Date:

Restrictions: (i.e. medical info only, financial info only) Restrictions: (i.e. medical info only, financial info only)
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Welcome to Salinas Valley Medical Clinic

The physicians and staff of Salinas Valley Medical Clinic–Multi-Specialty Care extend a warm 
welcome to you as a new patient. We appreciate the opportunity to serve your medical needs 
and are committed to the highest level of quality in patient care and satisfaction. 

Enclosed are New Patient Registration and Personal Health History forms. Please take a few 
minutes to complete the forms and bring them with you to your first appointment. Please do 
not mail them to us in advance. Your health history and insurance information will be added to 
your medical record at our office. 

If you are transferring here from another provider, please ask your provider to either mail or 
fax your current medical records, including the results of recent diagnostic procedures and lab 
tests, to our office in advance of your appointment. Please plan to bring any medications—
prescription, over-the-counter and vitamins/supplements—with you in their original containers 
so we can record the information in your record. If you have an Advance Healthcare Directive or 
Power of Attorney for Health Care, please bring a copy with you. 

We understand that life can get busy and schedules can change.  If you need to cancel or 
reschedule an appointment, please call our office at least 24 hours before your scheduled 
appointment. Multiple No Shows or Late Cancellations may result in a patient’s dismissal from 
our care. Cancelling your appointment with advanced notice will allow another patient to receive 
timely medical care. 

Also enclosed is information on our privacy practices and financial policies. 

Salinas Valley Medical Clinic offers MyChart, which provides online access to your medical 
record. With MyChart you can manage many of your health information needs from home. 
You can access your medical record, schedule your next primary care appointment, request a 
prescription refill, access your test results, pay bills and view account statements online. It’s 
free, secure and easy to use. For mobile users, the MyChart app is available on iOS and Android 
devices.  At your doctor’s visit you’ll get instructions for how to sign up for MyChart. 

If you have questions about the forms, our policies or your appointment, please call us at 
(831) 757-2058. We look forward to meeting you and appreciate the opportunity to provide you 
with excellent care and compassionate, quality service. 

Sincerely, 

Salinas Valley Medical Clinic - Multi-Specialty Care

1033 Los Palos Drive  |  Suite A

Salinas  |  CA 93901

.25” space between
bottom of logo & address


