
PATIENT INFORMATION FOR MEDICAL RECORDS 
 

Aimee Eyvazzadeh, MD, MPH 
Reproductive Endocrinology  - Infertility 
5401 Norris Canyon Rd. Suite 106     Referred By:      
San Ramon, CA  94583 
PHONE: (925) 277-0600  FAX: (925) 277-0801 

 
NAME:          MAIDEN NAME:    
 (Last)    (First) 

BIRTHDATE:  / /      AGE:       EMAIL ADDRESS:      

HOME ADDRESS:            

CITY:     STATE:    ZIP:    PLACE OF BIRTH:    

HOME PHONE:      CELL:     WORK:      

SOCIAL SECURITY #:     

EMPLOYED BY:        JOB TITLE:     

WORK ADDRESS:            

Married         Partnered         Single         Divorced         Separated   

 

PARTNER INFORMATION:  

NAME:      BIRTHDATE:  / /   PHONE #:    

EMPLOYED BY:        JOB TITLE:     

 

In case of an EMERGENCY, please notify: 

NAME:        PHONE #:     

RELATIONSHIP TO PATIENT:        

PREFERRED PHARMACY:      LOCATION:       

 

MEDICAL INSURANCE INFORMATION: 

NAME OF INSURANCE(S):            

POLICY HOLDER NAME:        BIRTHDATE:  / /  

SOCIAL SECURITY #:    RELATIONSHIP TO PATIENT:      

PRIMARY CARE PHYSICIAN:      PHONE #:     

I understand that I have coverage with the above named insurance company and assign directly to Aimee Eyvazzadeh, MD, MPH, all surgical 
and/or medical benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges 
whether or not paid by insurance. I hereby authorize the doctor to release all information necessary to secure payment of benefits.  

 
DATE:     SIGNATURE:          















PATIENT CONSENT FORM 
 
Our Notice of Privacy Practices provides information about how we may use and disclose 
protected health information about you.  The Notice contains a Patient Rights section 
describing your rights under the law.  You have the right to review our Notice before 
signing this Consent.  The terms of our Notice may change.  If we change our Notice, you 
may obtain a revised copy by contacting our office. 
 
You have the right to request that we restrict how protected health information about you 
is used or disclosed for treatment, payment or health care operations.  We are not 
required to agree to this restriction, but if we do, we shall honor that agreement. 
 
By signing this form, you consent to our use and disclosure of protected health 
information about you for treatment, payment, and health care operations.  You have the 
right to revoke this Consent, in writing, signed by you.  However, such a revocation shall 
not affect any disclosure we have already made in reliance on your prior Consent.  Dr. 
Aimee Eyvazzadeh provides this form to comply with the Health Insurance Portability 
and Accountability Act of 1996. 
 
The patient understands that: 
 

• Protected health information may be disclosed or used for treatment, 
coordination of care with independent agencies, payment or health care 
operations. 

• The Practice has a Notice of Privacy Practices and that the patient has the 
opportunity to review this Notice. 

• The Practice reserves the right to change the Notice of Privacy Policies. 
• The patient has the right to restrict the uses of their information but the 

Practice does not have to agree to those restrictions. 
• The patient may revoke this Consent in writing at any time and all future 

disclosures will then cease. 
• The Practice may condition treatment upon execution of this Consent. 

 
 
This Consent was signed by:_________________________________________ 
     Patient 
 
This Consent was signed by:_________________________________________ 
     Partner 
 
        
        Date:___________________ 
Witness:_______________________________ 
 Printed name – Practice representative 
 
Copyright 2002, The Health Care Group, Inc. 



 
AIMEE EYVAZZADEH, M.D. 
5401 Norris Canyon Road: suite 106 

San Ramon, CA 94583 
Phone:  925.277.0600 
Fax:  925.277.0801 

 
 

PLEASE READ AND INITIAL  
 

___I authorize my medical records to be mailed or faxed to other physicians. 
 
___I am financially responsible for today’s services provided to me or my dependent by 
Dr. Aimee Eyvazzadeh 
 
___If at a later date I am able to show proof of contracted insurance coverage and/or 
written authorization for services rendered, Dr. Aimee Eyvazzadeh will take necessary 
steps to provide my insurance carrier with information, but I am ultimately responsible 
for all charges. 
 
___Services provided by Dr. Aimee Eyvazzadeh that are not authorized or covered by my 
primary insurance are my responsibility.  
 
___I authorize release of information to my insurance company. 
 
___I understand the diagnosis code WILL NOT be changed after a claim has been 
submitted to my insurance company. 
 
___I understand that I AM RESPONSIBLE FOR UNDERSTANDING WHAT MY 
INSURANCE COVERS. 
 
___I understand that my insurance may not pay for office visits, ultrasounds, labs, or 
medications that are considered “infertility”. 
 
___I understand that I will be charged $50.00 if I NO SHOW for an appointment. 
 
 
Patient Name: ______________________Signature:__________________ Date: ______ 
Partner Name: ______________________Signature: __________________Date: ______ 



 
 

PATIENT CONSENT FOR RELEASE OF MEDICAL 
INFORMATION 

 
 
 
Date: ________________ 
 
 
I hereby authorize __________________________________to release to 
Dr. Aimee Eyvazzadeh our medical records including history and physical, 
laboratory reports, x-rays, and any other material regarding the medical 
consultations and treatment(s) which we have received.  
 
 
Name: (print)______________________________ 
 
Signature: ________________________________ 
 
Birthdate:_________________________________ 
 
 
Name of Spouse: (print) _____________________ 
 
Signature of Spouse: ________________________ 
 
Birthdate of Spouse: ________________________ 
 
 
 
 
Please send requested information to:  
Dr. Aimee Eyvazzadeh 
5401 Norris Canyon Road; Suite 106 
San Ramon, CA 94583 
Phone: 925.277.0600 
Fax: 925.277.0801 
 



   
 
 
From 680 South 
From 680 South, take the Crow Canyon Road exit (Exit 36).  Turn left onto Crow Canyon 
Road.  Turn Right onto Alcosta Boulevard.  Turn left onto Norris Canyon Road.  
The 5401 Norris Canyon medical building will be on your right past the hospital. 
 
From 680 North 
From 680 North, take the Crow Canyon Road exit (Exit 36).  Turn right onto Crow Canyon 
Road.  Turn Right onto Alcosta Boulevard.  Turn left onto Norris Canyon Road.  
The 5401 Norris Canyon medical building will be on your right past the hospital. 
 

Aimee Eyvazzadeh, MD, MPH 
5401 Norris Canyon Rd., Suite 106 
San Ramon, CA  94583 
P (925) 277-0600 
F (925) 277-0801 
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