
Loma Vista Endocrinology, Inc.
Tricia Westhoff-Pankratz, M.D.

Barbara Holdsworth, FNP-C, BC-ADM
Marki Meyer, FNP-C

3555 Loma Vista Rd. Ste. #100, Ventura, CA 93003
Phone: 805-259-1356 Fax: 805-259-1357/805-651-1015

Name_____________________________ Preferred Language___________________ Date_________________
Address_____________________________________ City_________________State_____ Zip______________
DOB ________________ SSN ________________ Ethnicity____________________Marital Status___________
Gender Assigned at Birth_____________ Preferred Pronoun (circle)  He  She They Other
Cell Phone_____________________________________Other Phone___________________________________
Email ______________________________________________________________________________________
Emergency Contact ________________________Phone___________________Relationship_________________

Patient or parent's employer _________________________________ Work phone _______________________
Address __________________________________City __________________________ State_____ Zip _______

Primary Care Provider _______________________________________City _____________________________

Responsible Party
Name of person responsible _____________________________ Relationship to patient ____________________
Address____________________________________ Phone___________________DOB____________________
SSN _______________________ Driver's License# ___________________________

Primary Insurance Information Secondary Insurance Information
Name of Insurance _________________________ Name of Insurance ___________________________
Subscriber Name __________________________ Subscriber Name_____________________________
Relationship to patient ______________________ Relationship to patient _________________________
Subscriber DOB ___________________________ Subscriber DOB______________________________
Certificate or ID# __________________________ Certificate or ID# _____________________________
Group# __________________________________ Group# _____________________________________

Consent of Treatment :  I hereby consent to and authorize the administration of all treatments that may be considered advisable or
necessary in the judgment of any physician who examines and treats me. You are authorized to furnish a copy of this report to my insurance
carrier. Financial Agreement, Assignment of Benefits : : I agree to pay all fees and copayments for services not covered by my medical
plan. It is agreed that payments not be delayed or withheld because of any Insurance coverage or the pendency of claims thereon.
Authorization and Assignment: I hereby authorize agents of Loma Vista  Endocrinology  to furnish information to insurance carriers or to
3rd party review organization carriers concerning my illness treatments and I hereby assign to the doctor all payments for medical services
rendered.

Patient's Signature __________________________________________________Date ____________________
Print Name ______________________________________ Relationship to patient if minor_________________


