
________________________________________  __________   ____________________________________
Responsible Party Signature Date Responsible Party Name (Please Print)

GENERAL SURGERY MEDICAL GROUP
OF VENTURA COUNTY (GSMGVC) Account #: _____________________________________

Patient Name __________________________________________________E-mail ______________________________________________________

Home Address ___________________________________________________ City __________________________State _________Zip___________

Mailing Address __________________________________________________ City __________________________State _________Zip___________

Home Phone ____________________________	Work Phone ___________________________ Cell Phone  _____________________________

Preferred Method of Notification:   o Patient Portal    o Cell Phone    o Home Phone    o Mail    o Other _________________________

Date of Birth ________________________ Age ___________ Sex:  o	Male  o	Female Marital Status:  o S   o M   o D   o W

Social Security # ___________________________________  Drivers License # _______________________________  Exp. Date ___________

Patient’s Employer ______________________________________________ Occupation _____________________________________________

Is Today’s Visit Work Related?   o	Yes    o	No If Yes, Date of Injury ________________________________________________

Emergency Contact ____________________________________ Relationship ____________________ Phone ___________________________
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Insurance Company _________________________________________

o	HMO o	PPO Co-Pay ___________ Deductible ___________

Name of IPA: o	Seaview o	Kaiser Other_________________

Primary Care Physician _______________________________________

Subscriber’s Name __________________________________________

ID # ______________________________  Group # ________________

Birthdate _______________ Social Sec. # ______________________

Subscriber’s Relationship to Patient ___________________________

Subscriber’s Employer _______________________________________

INSURANCE INFORMATION
 PRIMARY INSURANCE SECONDARY INSURANCE

Father’s Name _______________________________________________  Employer __________________________________________________

Work Phone _________________________  Cell Phone __________________________  Social Security # ______________________________

Mother’s Name _______________________________________________  Employer __________________________________________________

Work Phone _________________________  Cell Phone __________________________  Social Security # ______________________________

IF PATIENT IS A MINOR

I HEREBY AUTHORIZE EXAMINATION AND TREATMENT OF THE PATIENT NAMED ABOVE.

I HEREBY AUTHORIZE THE DIRECT PAYMENT TO GSMGVC OF ANY INSURANCE BENEFITS OTHERWISE PAYABLE TO, OR ON BEHALF OF, THE 
PATIENT FOR ANY MEDICAL REASON AND/OR SURGICAL EXPENSES. I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR THESE CHARGES.

I HEREBY AUTHORIZE GSMGVC TO RELEASE TO MY INSURANCE COMPANY ANY INFORMATION ACQUIRED IN THE COURSE OF MY CARE TO ALLOW 
THEM TO PROCESS ANY CLAIMS FOR MEDICAL AND/OR SURGICAL SERVICES.

Date ___________________________________ Referred by ________________________________________________

PLEASE PRINT

Insurance Company _________________________________________

o	HMO o	PPO Co-Pay ___________ Deductible ___________

Name of IPA: o	Seaview o	Kaiser Other_________________

Primary Care Physician _______________________________________

Subscriber’s Name __________________________________________

ID # ______________________________  Group # ________________

Birthdate _______________ Social Sec. # ______________________

Subscriber’s Relationship to Patient ___________________________

Subscriber’s Employer _______________________________________

AUTHORIZATION FOR TREATMENT/ASSIGNMENT OF BENEFITS/RELEASE OF INFORMATION



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

ofGeneral Surgery Medical Group 

V E N T U R A  C O U N T Y

______________________________________________   __________________________________
Signature Date

______________________________________________   __________________________________
Print Name Telephone Number

1700 N. Rose Avenue 
Suite 430 

Oxnard, CA 93030

phone: 805.485.8722 
fax: 805.485.9311

168 N. Brent Street 
Suite 506 

Ventura, CA 93003

phone: 805.653.6580 
fax: 805.653.6687

Acknowledgement of Receipt of Notice of Privacy Practices

117 Pirie Road 
Suite E 

Ojai, CA 93023

phone: 805.485.8722  
fax: 805.485.9311

If not signed by the patient, please indicate relationship:

o Parent or guardian of minor patient 
o Guardian or conservator of an incompetent patient 
o Beneficiary or personal representative of deceased patient

Name of Patient:  ______________________________________________________________________________
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2460 N. Ponderosa Drive
Suite #A 117  

Camarillo, CA 93010

phone: 805.485.8722 
fax: 805.485.9311

415 Rolling Oaks Drive
Suite #220 

Thousand Oaks, CA 91361

phone: 805.485.8722 
fax: 805.485.9311












