      Jeffrey R. Polito MD



  Santa Barbara Sleep Clinic
334 S. Patterson Ave #130



5973 Encina Rd Suite 102
                Santa Barbara, CA 93111



       Goleta, CA 93117
PATIENT INFORMATION (Confidential)

Date:____/_____/________
Name:________________________________________________________ Date of Birth:____/____/_______

Address__________________________________________City__________________ZipCode_____________

Mobile Phone:____________________ Home Phone___________________ Work Phone_________________

Email address__________________________________________Social Security #_______________________

Billing Address(if different then above)_____________________________________________________________





   City____________________________________State____Zip_____________

Employer________________________Address__________________________________Phone____________

EMERGENCY CONTACT

Name:___________________________________________________Relationship_______________________

Address:__________________________________City_________________________State____Zip_________

Mobile Phone:____________________Home Phone:____________________Work Phone:________________

NOTICE TO CONSUMERS: Medical doctors are licensed and regulated by the Medical Board of California, (800) 633-2322, www.mbc.ca.gov
I UNDERSTAND THAT MISSED APPOINTMENT OR APPOINTMENTS CANCELLED WITH LESS THAN 24 HOURS NOTICE WILL RESULT IN A CHARGE TO ME, WHICH MUST BE PAID PRIOR TO OR AT THE TIME OF MY NEXT APPOINTMENT.

I hereby authorize release of any information concerning my(or my child’s) health care, advice and treatment provided for the purpose of evaluating and administering claims for insurance benefits.  I also hereby authorize payment of insurance benefits otherwise payable to me directly to Jeffrey R. Polito MD.  I understand that regardless of insurance coverage and/or third –party involvement; I am ultimately financially responsible for charges incurred for care received from Jeffrey R. Polito MD and his staff.  I understand that it is my responsibility to provide current and correct insurance information and I am responsible for any charges that may result from incorrect or outdated information.  
I understand Jeffrey R. Polito MD is licensed and regulated by the Medical Board of California.
X_______________________________________________Date____/_____/________

    Signature 
HMO/POS PATIENTS ONLY
I have read the “Is your Insurance an HMO/POS” information sheet.  I understand it is my responsibility to ensure that I am assigned appropriately.  I am responsible for any charges that I incur from using any unassigned facilities and specialists.  I have asked any questions I may have regarding this policy with the staff of Jeffrey R. Polito MD.
X______________________________________________________________Date___/______/__________

   Signature
