
 
 
 
WELLNESS NEW PATIENT INTAKE FORM 

 
  

Name:___________________________________  Male/Female           D.O.B._____________ 
 
 
Race/Ethnicity (data collection purposes/optional): _______________________________ 
  

(if requesting a Verification of Insurance Benefits) Social Security Number: _______________ 
 

 Cell phone: _________________________________ Do you text at this number (  )Yes (  )No  
Is it ok to leave a voice message stating who we are at this # (  )Yes (  )No 
  

Email: ___________________________________________________ 
  

Home phone: _________________   Cell phone: _________________ 
  

Mailing Address: Street__________________________________ 

   City____________________________________ 

   Zip____________________________________ 
  
How did you hear about us? ___________________________________________________ 
 

 

In case of an emergency please contact: 
 

Name: ______________________________________ 
 

Relationship: ________________________________ 
 

Phone: _____________________________________ 
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 Financial Agreement 

 

I understand I am financially responsible for the Ken Starr MD Wellness Group outpatient services defined in this agreement*. 

I attest that I have been informed of the importance of not being under the influence of any alcohol or drugs while agreeing to 

treatment. I understand that while Ken Starr MD Wellness Group staff consistently assesses my comprehension and 

competency to agree to services and fees, they cannot provide an absolute guarantee of competency. For this reason, it is critical 

that I am honest and forthcoming with staff as to whether my services should be rescheduled due to my inability to 

comprehend. *Less than 24 hour cancellation: Patient will be charged the missed appointment fee prior to 

scheduling a future service. 

 

PAYMENT & REFUND POLICY 
I understand that as a Ken Starr MD Wellness Group patient, I am required to maintain an active credit card 

on file. I understand that my credit card will be used for appointment and service fees due to late cancellation 

and/or no-shows. I understand that fees are due prior to the delivery of services. If I am paying with a package rate, 

payments will need to remain current in order to continue receiving seamless services. I understand that I must attend services 

within the time frame/package I have agreed to. I understand that fees are not negotiable and that failure to pay may result in 

discontinuation of services with a referral. I understand that I am responsible for payment for all services rendered and will 

inform a staff member when I am unable to continue paying for treatment in order to discuss alternative payment options. I 

understand that there is no refund for services once services have begun and are honored by Ken Starr MD Wellness Group. I 

also understand that I will not be provided a refund for services if I arrive for such services in a violent, agitated, intoxicated or 

otherwise under the influence state. If I have paid for services that I cannot attend/receive due to my own personal 

circumstances, I will not be entitled to a cash refund but I will be allowed to credit this payment toward future services (does 

not apply to program packages). The credit for future services will expire 6 months from original date of purchase. If I did not 

receive services due to the inability of the practice to provide, I will be entitled to a credit or cash refund.  All refunds may be 

subject to a 10% credit card processing fee. 

 

DELINQUENCY 
I understand that Ken Starr MD Wellness Group will make several attempts to collect payment. I will be notified by telephone 

and letter once my account becomes delinquent after 30 days. I understand that if my account is more than 90 days in arrears 

and no attempt has been made on my part to return calls or set up a payment plan, my account will be terminated and sent to a 

collections agency.   I understand that a re-billing fee of 5% in compliance with California state law will be applied to any 

overdue balance. In the event of non-payment, my bill will be subject to collections with an additional 20% fee in addition to 

court costs and reasonable legal fees.  
 

LATE CANCELLATIONS  
I understand that I must call to cancel an appointment 24 hours or more in advance, otherwise I must pay the missed 

appointment fee in order to schedule future appointments.  For NAD, Ketamine, and Chelation infusions, there will be a $150 

missed appointment fee.  For all other Wellness services, there will be a $50 missed appointment fee.  I will not be allowed to 

recover a missed appointment if I did not follow the 24 hour cancellation requirement. I understand that if my credit card is on 

file, it will be used for payment of services scheduled that do not receive a 24 hour or more cancellation.  For NAD, Ketamine, 

and Chelation infusions, a deposit equivalent to the first infusion is required prior to day of appointment. This deposit may be 

transferable to a different day with more than 24 hours notice, and expires (non-refundable and non-transferrable) after 3 

months.  
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ARBITRATION AGREEMENT  
I understand that any dispute between myself and Ken Starr MD Wellness Group, including without limitation, employees, 

independent contractors, agents, and/or other service providers (collectively Ken Starr MD Wellness Group), regarding services 

you were improperly, negligently or incompetently rendered, will be determined by submission to arbitration as provided by 

California law, and not by lawsuit or resort to court process except as California law provides for judicial review of arbitration 

proceedings. Both parties to this arbitration agreement, by entering into it, are giving up their constitutional right to have any 

such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration. It is the intention of the 

parties involved that this arbitration agreement shall cover all claims or controversies, whether in tort, contract or otherwise, 

and shall bind all parties whose claims may, among other things, arise out of or in any way relate to treatment or services 

provided or not provided by Ken Starr MD Wellness Group to you. A demand for arbitration must be communicated in writing 

by US mail, postage prepaid, to all parties, describing the claim against Ken Starr MD Wellness Group, the amount of damages 

sought, and your name, address and telephone number, and if applicable, your attorney. The parties shall thereafter select a 

neutral arbitrator who was previously a California superior court judge, to preside over the matter. Both parties shall have the 

absolute right to arbitrate separately the issues of liability and damages upon written request to the arbitrator. I understand I 

shall pursue my claims with reasonable diligence, and the arbitration shall be governed pursuant to the Code of Civil 

Procedures 1280-1295 and the Federal Arbitration Act (9 USC 1-4). I intend this arbitration agreement to cover all services 

rendered by Ken Starr MD Wellness Group not only after this agreement is signed, but also before it was signed. I understand 

this agreement may be revoked by written notice within 30 days of signature and if not revoked will govern all services received. 

In the event any provisions of this agreement are declared void and/or unenforceable, such provisions shall be deemed severed 

therefrom and the remainder of the agreement shall be enforced in accordance with California law. By signing this contract 

I am agreeing to have any issue of medical malpractice decided by neutral arbitration and I am giving up my 

right to a jury or court trial. 

 

 

I, _______________________________, have read and fully understand Ken Starr MD Wellness Group’s 

Financial Agreement. I am agreeing to the policy that has been thoroughly explained to me, with opportunity 

for questions and answers. All questions or concerns have been answered to my satisfaction.  I have been 

provided with a copy of the following Financial Agreement.  

 

 

 

__________________________________________________________________________ 
Client Signature     Date 
 

 

__________________________________________________________________________ 
PRINTED NAME     Date 
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Acknowledgement of Receipt of Notice of Privacy Practices 
 

I hereby acknowledge that I received a copy of this medical practice’s Notice of Privacy Practices. I 
further acknowledge that I will be offered a copy of any amended Notice of Privacy Practices at each 
appointment. 

 
____________________________________ ________________ 
Printed Name Date 
 
____________________________________ ________________ 
Patient Signature Date 
Guardian Signature if a minor 
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