
DR. DO-EUN LEE 

ENDOCRINOLOGIST 

NEW PATIENT REGISTRATION FORM 

3466 MT. DIABLO BLVD C100 

LAFAYETTE CA 94549      

TEL 925-298-5220      

FAX 925-298-5221      

935 Trancas St. 4B
Napa, CA 94558

TEL 707-927-5753
FAX 925-298-5221

Name:        Gender 

Date of Birth        SSN 

Address 

Best number to reach you 

Email address 

Primary subscriber name    Primary subscriber ‘s date of birth 

1. Main reason you are seeking endocrine care

2. Important medical conditions that we need to be aware of

3. List major surgeries that you had and we need to be aware of

4. List of any medications including over the counter supplements with the dose and frequency

5. Your primary care provider and his/her contact number

6. List the name of your pharmacy

7. Where do you get your lab test drawn?



PHYSICIAN-PATIENT ARBITRATION AGREEMENT 

Article 1:  Agreement to Arbitrate:  It is understood that any dispute as to medical malpractice, that is as to whether any medical services rendered 
under this contract were unnecessary or unauthorized or were improperly, negligently, or incompetently rendered, will be determined by submission 
to arbitration as provided by California law, and not by a lawsuit or resort to court process except as California law provides for judicial review or 
arbitration proceedings.  Both parties to this contract, by entering into it, are giving up their constitutional rights to have any such dispute decided on 
a court of law before a jury, and instead are accepting the use of arbitration. 

Article 2:  All Claims Must be Arbitrated:  It is the intention of the parties that this agreement bind all parties whose claims may arise out of or 
related to treatment or service provided by the physician including any spouse or heirs of the patient and any children, whether bron or unborn, at the 
time of the occurrence giving rise to any claim.  In the case of any pregnant mother, the term “patient” herein shall mean the mother and the mother’s 
expected child or children. 

All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the physician, and the physician’s partners, 
associates, association, corporation or partnership, and the employees, agents and estates of any if them, must be arbitrated including, without 
limitation, claims for loss of consortium, wrongful death, emotional distress or punitive damages.  Filing of any court by the physician to collect any 
fee from the patient shall not waive the right to compel arbitration of any malpractice claim. 

Article 3:  Procedures and Applicable Law:  A demand for arbitration must communicate in writing to all parties.  Each party shall select an 
arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the parties 
within thirty days of a demand for a neutral arbitrator by either party.  Each party to the arbitration shall pay such party’s pro rata share of the 
expenses and fees of the neutral arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not including 
counsel fees or witness fees, or other expenses incurred by a party for such party’s own benefit.  The parties agree that the arbitrators have the 
immunity of a judicial officer from civil liability when acting in the capacity of arbitrator under this contract.  This immunity shall supplement, nit 
supplant, any other applicable statutory or common law. 

Either party shall have the absolute right ti arbitrate separately the issues of liability and damages upon written request to the neutral arbitrator. 

The parties consent to the intervention and joinder in this arbitration of any person or entity which would otherwise be a proper additional party in a 
court action, and upon such intervention and joinder any existing court action against such additional person or entity shall be stayed pending 
arbitration. 

The parties agree that provisions of California law applicable to health care providers shall apply to disputes within this arbitration agreement, 
including, but not limited to, Code of Civil Procedure Section 340.5 and 667.7 and Civil Code Sections 3333.1 and 3333.2.  Any party may bring 
before the arbitrations a motion for summary judgment or summary adjudication in accordance with the Code of Civil Procedure.  Discovery shall be 
conducted pursuant to Code of Civil Procedure section 1283.05, however, depositions may be taken without prior approval of the neutral arbitrator. 

Article 4:    General Provisions:  All claims based upon the same incident, transaction or related circumstances shall be arbitrated in once 
proceeding.  A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would be 
barred by the applicable California statute of limitations, or (2) the claimant fails to pursue the arbitration claim  in accordance with the  procedures 
prescribed  herein with reasonable diligence.  With respect to any matter not herein expressly provided for, the arbitrators shall be governed by the 
California Code of Civil Procedure provisions relating to arbitration. 

Article 5:  Revocation:  This agreement may be revoked by written notice delivered to the physician within 30 days, or signature.  It is the intent of 
this agreement to apply to all medical services rendered any time for any condition. 

Article 6:  Retroactive Effect:  If patient intends this agreement  to cover services rendered before the date it is Effective as of the date of first 
medical services. 

__________________________________________________
      Patient’s or Patient Representative’s Initials

If any provision if this arbitration agreement is held invalid of unenforceable, the remaining provisions shall remain in full force and shall not be 
affected by the invalidity of any other provision. 

I understand that I have the right to receive a copy of this arbitration agreement.  By my signature below, I acknowledge that I have received a copy. 

NOTICE:  BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED 
BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL.  SEE ARTICLE 1 OF 
THIS CONTRACT.    

      By:  _____________________________________    ___________ 
Patient’s or Patient Representative’s Signature        (Date) 

By: _______________________________________    __________  
  Physician’s or Authorized Representative’s     (Date)      By: ________________________________________________ 
  Signature     Print Patient’s Name 

 ____________________________________________________    ________________________________________________ 
  Print or Stamp Name of Physician,   (If Representative, Print Name and Relationship to Patient) 
  Medical Group or Association Name 

A signed copy of this document is to be given to Patient.  Original is to be files in Patient’s medical records. 



HIPAA Privacy Authorization Form 
**Authorization for Use or Disclosure of Protected Health Information 

(Required by the Health Insurance Portability and Accountability Act, 45 C.F.R. 
Parts 160 and 164)** 

**1. Authorization** 

I authorize ________________________________________ (healthcare provider) to use 
and disclose the protected health information described below to 
______________________________________________ (individual seeking the information). 

**2. Effective Period** 

This authorization for release of information covers the period of healthcare 
from: 

a.□ ______________ to ______________.

**OR** 
b. □ all past, present, and future periods.

**3. Extent of Authorization** 

a. □ I authorize the release of my complete health record (including records 
relating to mental healthcare, communicable diseases, HIV or AIDS, and treatment of 
alcohol or drug abuse).  

**OR** 

b. □ I authorize the release of my complete health record with the exception 
of the following information:  

 □ Mental health records   

 □ Communicable diseases (including HIV and AIDS)   

 □ Alcohol/drug abuse treatment  

 □ Other (please specify): _______________________________________________  



4. This medical information may be used by the person I authorize to receive 
this information for medical treatment or consultation, billing or claims payment, or 
other purposes as I may direct.  

5. This authorization shall be in force and effect until ___________________ (date 
or event), at which time this authorization expires. 

6. I understand that I have the right to revoke this authorization, in writing, 
at any time. I understand that a revocation is not effective to the extent that any 
person or entity has already acted in reliance on my authorization or if my 
authorization was obtained as a condition of obtaining insurance coverage and the 
insurer has a legal right to contest a claim.  

7. I understand that my treatment, payment, enrollment, or eligibility for 
benefits will not be conditioned on whether I sign this authorization.  

8. I understand that information used or disclosed pursuant to this 
authorization may be disclosed by the recipient and may no longer be protected by 
federal or state law. 

Signature of patient or personal representative 

Printed name of patient or personal representative and his or her relationship to patient 

Date 



APPOINTMENT CANCELLATION POLICY

---------------------------------------------------------------- 
Dr. Do-Eun Lee, MD, Inc. is committed to providing all of our patients 

with exceptional care. When a patient cancels without giving enough 

notice, they prevent another patient from being seen. 

Please call us at (925)298-5220 for our Lafayette office or 

(707)927-5753 for Napa by 2:00p.m. on the day prior to your scheduled 
appointment to notify us of any changes or cancellations. To cancel a 
Monday appointment, please call the Lafayette office by 2:00p.m. on 
Friday. If prior notification is not given, you will be charged $100.00 for 
your missed appointment.



MEDICARE PAYMENT AUTHORIZATION 

I request that payment of authorized Medicare Benefits be made either to 

me or on my behalf to Dr. Do-Eun Lee, MD, for any services furnished 

by that Physician. I authorize my holder of medical information about 

me to be released to The Health Care Financing Administration and its 

Agents, if needed to determine benefits or the benefits of related 

services. I understand my signature requests payment be made and 

authorizes release of medical information necessary to pay the claim. If 

other insurance is indicated in item #9 of the HCFA-1500 form or 

elsewhere on other approved claim forms or electronically submitted 

claims, my signature authorizes release of information to the insurer. 

________________________________________________ 

Signature of Beneficiary 

_____________________________________ 

Date



Do-Eun Lee MD FACE - Endocrinology Practice in Lafayette and Napa 

3466 Mt. Diablo Blvd, Suite C-100, Lafayette CA 94549 

Tel: 925-298-5220 Fax: 925-298-5221 

935 Trancas St. 4B Napa, CA 94558 

Tel: 707-927-5753 Fax: 925-298-5221 

_____________________________________________________ 

Dear Patients, 

Due to the increasing medical costs and paperwork associated with prescriptions, we have been 

forced to charge some additional fees. 

We will now be charging $30 for Prior Authorizations (PA's). This pertains only to prescription 

medications requiring a PA to be covered by your insurance. 

We currently receive numerous prior authorization requests each day, due to the fact that 

insurance companies are covering less medications and are requiring more paperwork. Often, 

this paperwork (PA's) takes 30 minutes or more of our staff's time. 

In addition, our Patients who receive a Prolia injection in our office will be billed a $50 charge 

which is not covered by insurance. 

These medications can cost up wards of $900 and MEDICARE only pays a small portion. Since 

we are a small office we often purchase the medicine on credit and in small batches. Therefore, it 

ends up we lose money each time we give this treatment. 

Thank you for your cooperation and understanding in these matters.

Dr. Do-Eun Lee and staff 
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