




 

Reviewed by: Choose an item. 

REVIEW OF SYSTEMS 

SYSTEM YES/NO EXPLANATION 
CARDIOVASCULAR: 
Chest Pain YES  NO   
Shortness of breath on exertion YES  NO   
Lower extremity swelling YES  NO   
Difficulty breathing while laying 
flat in bed without multiple pillows 

YES  NO   

PULMONARY: 
Cough  YES  NO   
Difficulty breathing YES  NO   
Pain with deep breaths YES  NO   
GASTROINTESTINAL: 
Abdominal pain YES  NO   
Nausea or vomiting YES  NO   
Diarrhea YES  NO   
SKIN: 
Rashes YES  NO   
Easy bruising YES  NO   
Open sores YES  NO   
HEAD: 
Headaches YES  NO   
Dizziness or fainting YES  NO   
VISUAL: 
Blurry vision or change in vision YES  NO   
EXTREMITIES/JOINTS: 
Joint pain YES  NO   
Joint swelling YES  NO   
NEUROLOGICAL: 
Numbness or tingling in the hands YES  NO   
Numbness or tingling in the feet YES  NO   
Imbalance or frequent falls YES  NO   
Difficulty with fine motor skills (like 
buttoning a shirt or writing) 

YES  NO   

 



 
 

ASSIGNMENT OF BENEFITS AND APPOINTMENT AS REPRESENTATIVE 
 
 
ASSIGNMENT OF ALL RIGHTS AND BENEFITS: 
In exchange for and in connection with any and all of the medical and related (“services”) provided to me by Todd H. Lanman, M.D., 
Inc., or Jason M. Cuellar, M.D., Inc.. (“Physician”), I hereby assign to Physician all of my rights, benefits, privileges, protections, 
claims and any other interests of any kind whatsoever, without limitation, that I had, have or may have in the future pursuant to or in 
connection with any insurance policy or plan, health benefit plan, health management agreement, risk-bearing agreement, trust, fund 
or any other source of payment, insurance, indemnity or health or medical coverage of any kind (collectively, “Health Coverage”).  
This assignment includes, without limitation, direct payment by my insurance carrier or health plan directly to Physician and/or its 
designated associates for the Services, appeal rights (both internal and external), fiduciary rights, rights to sue, rights to payment, 
rights to full and fair claims review, rights to penalties or interest, rights to plan documents and plan information, and rights to notices 
and disclosures from any source (collectively, “Rights”).  I am here by transferring to Physician all of these Rights under any Health 
Coverage to which I am now, previously, or may be entitled to in the future with respect to the Services.  Unless otherwise agreed 
between me and Physician, this assignment is irrevocable.  
 
APPOINTMENT OF AUTHORIZED REPRESENTATIVE:  
I hereby designate Physician and/or Physicians’ designated agents and representatives as my duly authorized representative(s) in 
connection with all matters arising from or relating to Rights and Health Coverage, such that Physician completely and without 
reservation “stands in my shoes” and takes my place for all applicable purposes, and is granted absolute power and legal authority to 
seek, claim and directly receive payment or reimbursement for Services; challenge or appeal any adverse benefit determination of any 
kind whatsoever; or take any other action or obtain anything that I would have been entitled to do, seek, claim, appeal or obtain in my 
own capacity pursuant to or in connection with the Rights or Health Coverage in any legal, private, administrative, formal or informal 
process or forum whatsoever and without limitation, including any internal or external appeal, review, grievance or any other process, 
procedures or entitlement under any Health Coverage.   

 
AGREEMENT TO COOPERATE:  
I hereby agree to personally cooperate with, and take all steps necessary, required or reasonably requested by any Health Coverage or 
by Physician (or its designated associates) to effectuate, perfect, confirm, validate or enforce my Assignment of Rights and Benefits to 
Physician or authorization of Physician as my authorized representative, as provided above.  I promise to make my best efforts to 
assist and cooperate with Physician as needed or reasonably requested by Physician in connection with any action in any forum, 
whether legal, formal or informal, without limitation, commenced or maintained by Physician in order to exercise, secure or enforce 
any Rights provided under the Health Coverage.  
 
PRINTED NAME: ___________________________________________________________    DOB:_________________________ 
 
PLEASE READ CAREFULLY: 
I hereby authorize my insurance carrier to release information regarding medical benefits payable under my policy, and to pay medical 
benefits directly to Todd H. Lanman, M.D. or Jason M. Cuellar, M.D., a medical corporation. 
I hereby authorize any medical care provider to release any medical records and reports concerning my illness and/or treatment 
directly to Todd H. Lanman, M.D. or Jason M. Cuellar, M.D. a photocopy of this authorization is as valid as the original. 
Dr. Lanman or Dr. Cuellar is pleased to be affiliated with the 90210 surgery center, located in Beverly Hills, California.  While Dr. 
Lanman or Dr. Cuellar at times may believe it is in his patient’s best interest to refer them to this surgery center, patients should be 
aware that they are free to choose any organization or surgical center to provide the services which Dr. Lanman or Dr. Cuellar 
recommends. 
 
____________________________________________________________________________________________________________ 
SIGNATURE OF PATIENT OR GUARDIAN                  DATE 
 



ACKNOWLEDGEMENTS AND AUTHORIZATIONS REGARDING PAYMENT

CERTIFICATION OF ACCURATE PERSONAL AND COVERAGE INFORMATION:                                         
I certify that the personal and Health Coverage information that I have provided to Physician (on the “Patient Information Sheet” or 
otherwise) is, to the best of my knowledge, accurate, complete and correct and that the Health Coverage information is current and 
in effect as of the date of this form. I certify that I have furnished all required information requested by Physician regarding any and 
all insurance policies or plans, health benefit plans, health management agreements, risk-bearing agreements, trusts, funds or any 
other source of payment, insurance, indemnity or health or medical coverage of any kind that may be responsible for my medical 
costs and expenses. Should my Health Coverage change or experience any additions, deletions or cancellations of coverage or 
benefits for any reason, I agree that I will notify Physician’s office of such changes immediately.  I agree that I will be responsible 
for any charges resulting from changes to my Health Coverage should they adversely affect the payment of health insurance or plan 
benefits to Physician. 

ACKNOWLEDGEMENT OF PATIENT RESPONSIBILITY FOR ALL CHARGES:                                                                                
I understand and agree by signing below that I am financially responsible for all charges regarding the medically necessary and
related medical services rendered to me by Todd H. Lanman, M.D., Inc. or Jason M. Cullar, M.D., Inc (“Physician”).  As a 
courtesy to me, Physician may submit a claim of Physician’s charges for payment to my health insurance carrier and/or health plan 
(“Health Coverage”) pursuant to the attached “Assignment of Benefits” agreement that I am executing herewith.  I hereby 
acknowledge that Physician may release my medical records to my health insurance carrier or health plan, or to Physician’s 
designated Business Associates, as becomes necessary to process, complete or enforce any claim for payment submitted by 
Physician to my Health Coverage. In the event that my Health Coverage refuses to cover any portion of the charges submitted by 
Physician for payment, I understand and agree that I (or parties responsible for me) shall be liable for any remaining unpaid charges 
and, unless Physician and I agree otherwise, I agree to pay such charges no later than sixty (60) days upon receiving an invoice for 
payment from Physician.  Physician reserves the right to require that I pay any deductible required by my Health Coverage or other 
deposit prior to services.        

LATE CHARGES AND ATTORNEY’S FEES:                                                                                                                                   
I agree to pay all charges for which I am liable in a timely manner.  I understand and agree that a late charge of 1.5% or $10.00 per 
month (whichever is greater) will be charged on accounts past due 60 days or more.  If my account is referred to Physician’s legal 
counsel or a collection agency to obtain payment, or if legal action is brought against me, I agree to pay the total amount due with 
applicable late charges or interest as well as all reasonable attorney’s fees or collection fees or related expenses incurred in 
collecting or recovering payment on my debt.

CANCELLATION CHARGE:                            
I understand that a twenty-four (24) hour notice of cancellation of my appointment is required or a $50.00 charge will be owed and 
added to my account.

COPY VALID AS ORIGINAL: I agree that a photocopy of this signed form is as valid as the original and may be used in place of 
the original signed form.

PRINTED NAME: ________________________________________________ DOB: _____________________________

SIGNATURE______________________________________________________DATE_____________________________



 
OUT OF NETWORK BENEFITS 

 
 
I understand that I have an insurance policy which allows me to use both ‘in network’ and ‘out 
of network’ providers. 
 
 
 At this time, I am choosing the OUT OF NETWORK benefits of my insurance policy, where I 
can select any doctor of my choice without authorization.  I fully understand that I may be 
responsible to pay a yearly deductible, co-payments and any portion that is not covered by my 
insurance company. 
 
 
 At this time, I am choosing the PPO portion of my policy and I understand I may be 
responsible for a deductible, co-payment, and any portion that is not covered by my insurance 
company. I can select any doctor of my choice without authorization.  I also understand that I 
am electing not to use my ‘in network’ benefits. 
 
 
 At this time, I am choosing Dr. Lanman as my neurosurgeon.  I am fully aware that Dr. 
Lanman is a NON-PROVIDER for my insurance company.  Therefore, I will be responsible for a 
higher co-payment, deductible or any portion not covered by my insurance company. 
 
 
 
PRINTED NAME: _____________________________   DOB: _________________________ 
 
             
SIGNATURE: _________________________________ DATE: _________________________        
 

  



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. 



fThis agreement is between Dr. Todd H. Lanman ("Physician"), whose principal place of business is       
450 N. Roxbury Drive, 3rd Floor,  Beverly Hills, California 90210, and ____________________________ 
("Patient"), who resides in _______________________________and is a Medicare Part B Beneficiary 
seeking services covered under Medicare Part B pursuant to Section 4507 of the Balanced Budget Act of 
1997. The Physician has informed Patient that Physician has opted out of the Medicare program effective 
on July 1, 2015 for a period of at least two years, and is excluded from participating in Medicare Part B 
under Sections 1128, 1156, or 1892 or any other section of the Social Security Act.  

             Physician agrees to provide the following medical services to Patient (the "Services"):  

             Consultation office visits, follow-up office visits, surgery, post-operative care. 

In exchange for the Services, the Patient agrees to make payments to Physician pursuant to 
the Attached Fee Schedule. Patient also agrees, understands and expressly acknowledges 
the following:  

 Patient agrees not to submit a claim (or to request that Physician submit a claim) to 
the Medicare program with respect to the Services, even if covered by Medicare Part 
B.  

 Patient is not currently in an emergency or urgent health care situation.  
 Patient acknowledges that neither Medicare's fee limitations nor any other Medicare 

reimbursement regulations apply to charges for the Services.  
 Patient acknowledges that Medi-Gap plans will not provide payment or 

reimbursement for the Services because payment is not made under the Medicare 
program, and other supplemental insurance plans may likewise deny reimbursement.  

 Patient acknowledges that he has a right, as a Medicare beneficiary, to obtain 
Medicare-covered items and services from physicians and practitioners who have not 
opted-out of Medicare, and that the patient is not compelled to enter into private 
contracts that apply to other Medicare-covered services furnished by other physicians 
or practitioners who have not opted-out.  

 Patient agrees to be responsible, whether through insurance or otherwise, to make 
payment in full for the Services, and acknowledges that Physician will not submit a 
Medicare claim for the Services and that no Medicare reimbursement will be 
provided.  

 Patient understands that Medicare payment will not be made for any items or 
services furnished by the physician that would have otherwise been covered by 
Medicare if there were no private contract and a proper Medicare claim were 
submitted.  

 Patient acknowledges that a copy of this contract has been made available to him.  
 Patient agrees to reimburse Physician for any costs and reasonable attorneys' fees 

that result from violation of this Agreement by Patient or his beneficiaries.]  

Executed on _______________________________________________________________      

Between _____________________________________________and Todd H. Lanman, M.D.  

Patient 
signature______________________________Dr.Signature__________________________  

[NOTE to physicians: keep a copy of all of these contracts in case CMS demands them! CMS 
requires that this contract be re-executed each period.]  

 


