
Kenneth Bermudez, MD 
525 Spruce Street, Ste 2 

San Francisco, California 94118 
415.668.2122 

 

Self-Pay Patient Registration Form 
 

Referring Physician: _______________________   Primary Care Physician: ____________________________ 
 

 

 

Patient Information:  Email: _______________________________________ Male        Female  
 
 

Name: ____________________________________________________________ Date of Birth: ______________________  
                                                  First         M.I.                    Last 

 

Address: ___________________________________________________________________________________________ 
                        Street Number                  Street Name                  Apt#                           City                         State                            Zip Code  

 
 

_________________________       ____________________________                  ________________________  
       Home Phone #                                      Work Phone #                                                         Mobile/Cell #  

 

Social Security #: ___________________________________ Driver’s License #: ________________________________ 
                                                                        Patient ID Number 

 

Patient’s Occupation: ______________________________ Employed by: _____________________________________ 

 

 

Emergency Contact Information: 
 

Emergency Contact: ______________________________________ Relationship to Patient: ______________________________ 
                                               (Name of local relative or friend) 

 

Emergency Contact Address: _____________________________________________________ Phone #: ____________________ 
 

 

Insurance Information:  
 

Name of Insurance: ______________________________________   Insurance Phone #: __________________________ 

 

Name of Subscriber: ________________________________  Relationship to patient: ______________________________ 

 

Date of Birth: ___________ Subscriber’s Employer: ______________________ Employer Phone #: __________________ 

 

Subscriber ID#: _______________________ Group number: ______________________ Effective date: _______________ 

 

 
CANCELLATION POLICY: 

 

This office has a policy of charging a fee for missing an appointment or canceling with less than two working day’s notice. 

This policy is explained at the time of the first visit. The fee is $50.00. NO EXCEPTIONS. The purpose of this fee is to 

encourage our patients to take their appointments as seriously as we do. That time is reserved for you, and if you do not 

keep your scheduled appointment, then other patients who need to be seen are being obligated to wait longer than necessary. 

We remain available to discuss this policy in general, or individual circumstances. Thank you for understanding.   
 

 

_____________________           ________________________________________                                     ___________________________________________________ 

          Date                                  Patient’s signature                                                       Responsible Party’s signature 



 

 
 

 

Kenneth Bermudez, MD 
525 Spruce Street 

San Francisco, California 94118 
415.668.2122 

 

Patient Registration Form 
 

 

 

Name: __________________________________________________  Date of Birth: ___________________  
                                                  First         M.I.                    Last 

 
Reason for Consultation: ___________________________ Referred By: ____________________________ 
 

Allergies: ______________________________________________________________________________ 
 

Height: ____________ Current Weight: _____________    
 
Do you smoke? Yes   No           Are you an ex-smoker?  Yes   No  
 
Current Medications (INCLUDING NON-PRESCRIPTION DRUGS, VITAMINS AND HERBALS):  
 
______________________________________________________________________________________ 

 
List previous surgeries or major illnesses and dates (including any plastic surgery): 
 
______________________________________________________________________________________ 

 
Family History: Has any blood relative ever had any of the following: 

Breast Cancer                      No    Yes High Blood Pressure             No    Yes Kidney Disease                     No    Yes 

Melanoma                             No    Yes Heart Disease                       No    Yes Depression                           No    Yes 

Stroke                                   No    Yes Diabetes                               No    Yes 

 
 

Past Medical History: Have you ever had the following: 

Heart Disease                       No    Yes Asthma                                 No    Yes Stomach Ulcer                      No    Yes 

Stroke                                   No    Yes Arthritis                                 No    Yes Kidney Disease                     No    Yes 

Mitral Valve Prolapse            No    Yes  Tuberculosis                         No    Yes Thyroid Disease                    No    Yes 

High Blood Pressure             No    Yes Rheumatic Fever                  No    Yes Bleeding Tendency               No    Yes 

Cancer                                  No    Yes AIDS/HIV+                            No    Yes Anemia                                 No    Yes 

Diabetes                               No    Yes Hepatitis                                No    Yes Glaucoma                             No    Yes 

Substance Abuse Problems (Drugs or Alcohol)                                    No    Yes 

 
 

Review of Systems: Do you have now or have you had within the last year: 

Weight Change                     No    Yes Swollen Feet/Ankles             No    Yes Seizures                                No    Yes  

Dry Eyes                               No    Yes Skin Rash                             No    Yes Joint or Muscle Pain             No    Yes 

Chronic Cough                      No    Yes Chronic Diarrhea                  No    Yes Swollen Lymph Nodes          No    Yes 

Chest Pain                            No    Yes Jaundice                               No    Yes Easy Bleeding                      No    Yes 

Rapid Heartbeat                   No    Yes Depression                           No    Yes Easy Bruising                       No    Yes 

 
 

Women Only: 

Date of last mammogram: Breast lump                          No    Yes Breast Discharge                  No    Yes 

Number of pregnancies: Vaginal Issues/Concerns      No    Yes 

 
 
I VERIFY THAT THE ABOVE INFORMATION IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE.  
 
X______________________________________________                       ________________________________  

Signature of patient or parent if minor      Date 



HIPAA Compliance Patient Consent Form 

 
Our Notice of Privacy Practices provides information about how we may use or disclose protected health information. 

 

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your signature 

that you have reviewed our notice before signing this consent. 

 

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date. 

 

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or 

healthcare operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. The 

HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of the information for 

treatment, payment, or healthcare operations. 

 

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially 

anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a 

revocation will not be retroactive. 

 

By signing this form, I understand that: 

 

• Protected health information may be disclosed or used for treatment, payment and/or dispute of payment, or 

healthcare operations. 

• The practice reserves the right to change the privacy policy as allowed by law. 

• The practice has the right to restrict the use of the information, but the practice does not have to agree to those 

restrictions. 

• The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease. 

• The practice may condition receipt of treatment upon execution of this consent. 

 

May we phone, email, or send a text to you to confirm appointments?     YES  NO 

 

May we email you marketing materials?         YES  NO 

 

May we leave a message on your answering machine at home or on your cell phone?   YES  NO 

 

May we use your photographs and other audio-visual and graphic materials before, during, and after the course of your 

therapy for Dr Bermudez’s before & after gallery on website, social media, medical, marketing, and education purposes. 

Although the photographs or accompanying material will not contain your name or any other identifying information, you 

are aware that you may or may not be identified by the photos.      YES  NO 

 

May we discuss your medical condition with any member of your family?    YES  NO 

 

If YES, please name the members allowed: 

 

________________________________________________________________________________________________ 

 

This consent was signed by:  ____________________________________________________ 
(PRINT NAME PLEASE) 

 

Signature: ________________________________________________________________ Date: _________________ 

 

Witness: _________________________________________________________________ Date: _________________ 




