
                 

      25150 HANCOCK AVE.  

Temecula Valley                                     STE 210 MURRIETA, CA 

92562 

       Neurosurgery , INC.                                                                                   

TEL:  951-587-3739    FAX:951-698-5213 

_____________________________________________________________________________________________ 
                          BRET B. ABSHIRE , M.D. 

             DANIEL L. FRIEDLICH, M.D.  

PERSONAL INFORMATION  

Date _____________________Family Physician ________________________Phone # ________________________ 

Birthdate _______________________________     Social Security #________________________________________ 

NAME____________________________________________ Wish to be called_______________________________ 

⁯ Male  ⁯ Female  ⁯ Minor ⁯ Single  ⁯ Married  ⁯ Divorced  ⁯Widowed ⁯ Seperated  

Address________________________________________________________________________________________ 

City ____________________________________ State / Prov. _________________ Zip/P.C.____________________ 

Occupation ________________________________  Employer ____________________________________________ 

Referred by _____________________________________________________________________________________ 

Contact Information  

Home Phone____________________ Cell Phone____________________ Pharmacy Phone#____________________ 

Work Phone ____________________ Ext.# _____________ E-Mail ________________________________________ 

Prefered to received call? ⁯Home ⁯Work ⁯ Cell Phone           Best time to reach you ? Time ________ Days________ 

INSURANCE INFORMATION   

 Primary  Insurance                  Additional Insurance  

Name of Insured _______________________________    Name of Insured __________________________________ 

Relationship to patient ___________________________  Relationship to patient _____________________________ 

Insured’s Birthdate ______________________________  Insured’s Birthdate ________________________________ 

SS #/SIN ______________________________________  SS #/ SIN  _______________________________________ 

Employer ______________________________________ Employer  _______________________________________ 

Date Employed   ________________________________  Date Employer ___________________________________ 

Occupation  ____________________________________  Occupation  _____________________________________ 

 

Insurance Company ______________________________ Insurance Company ________________________________ 

Group # _______________________________________  Group # _________________________________________ 

Insurance Co. Address ____________________________ Insurance Co. Address ______________________________ 

Deductible _____________________________________  Deductible _______________________________________ 

Max. annual benefit ______________________________  Max. annual benefit _ ______________________________ 

 

AUTHORIZATION AND RELEASE  

I hereby assign the insurance benefits to which I am entitled, directly to TEMECULA VALLEY NEUROSURGERY, INC. , a medical group . 

I understand that I am financially responsible for all charges regardless of insurance verification benefits and eligibility, I authorize release of 

medical records and information regarding medical history that is requested by the insurance  company . I hereby  authorize treatment by 

TEMECULA VALLEY NEUROSURGERY, INC.. A Photostat of this authorization is accepted with the same authority as original .  

 

_______________________________________________________                                     _______________________________________ 

SIGNATURE OF PATIENT / GUARDIAN                          DATE  



 

This agreement will remain valid from this day forward to include all future services relating  to the above patient, or until changes in the above 

information are required. It is the patient’s responsibility to notify Temecula Valley Neurosurgery, INC. of any changes in information .  

 

             Temecula Valley Neurosurgery, Inc. 

       25150 Hancock Ave Suite 210 

                                                              Murrieta, CA 92562 

                                                                 (951) 587-3739 
 

 

  

OUR POLICIES AND PROCEDURES 

 
OFFICE TELEPHONE HOURS ARE MONDAY,TUESDAY, WEDNESDAY AND THURSDAY FROM 

8:00 A.M. – 4:00 P.M.,FRIDAYS FROM 8:00 A.M. – 12:00 PM.  PLEASE BE ADVISED THAT OUR 

PHONES ARE TURNED OVER TO VOICEMAIL FROM THE HOURS OF 12:00 P.M. - 2:00 P.M. AND 

AFTER 4:00 P.M. MONDAY, TUESDAY, WEDNESDAY AND THURSDAY. HOWEVER WE ARE 

FREQUENTLY SEEING PATIENTS DURING THESE TIMES.  

 

PLEASE BE AWARE THAT OUR PHYSICIANS DO TAKE TRAUMA CALL AND CAN BE CALLED 

OUT TO AN EMERGENCY AT ANY GIVEN TIME. IF YOUR APPOINTMENT IS RESCHEDULED 

DUE TO THE PHYSICIANS TRAUMA CALL WE WILL MAKE EVERY EFFORT TO 

ACCOMMODATE YOU ON OUR SCHEDULE. 

 

 DUE TO THE COMPLEX NATURE OF MANY OF OUR PATIENT’S MEDICAL PROBLEMS WAIT 

TIMES CAN EXCEED UP TO 1 HOUR OR MORE OF YOUR SCHEDULED APPOINTMENT. WE 

APPRECIATE YOUR PATIENCE AND UNDERSTANDING IN THIS MATTER.  

 

APPOINTMENTS: IF YOU ARE MORE THAN 15 MINUTES LATE TO YOUR APPOINTMENT WE 

WILL HAVE TO RESCHEDULE YOUR APPONTMENT FOR THE NEXT AVAILABLE DATE. IF 

YOU MISS TWO OR MORE APPOINTMENTS, WE WILL ASSUME ANOTHER PHYSICIAN IS 

TREATING YOU AND YOU WILL BE DISCHARGED FROM OUR CARE. IF YOU HAVE HAD ANY 

XRAYS TAKEN, (MRI, CT SCAN, PLAIN X-RAYS, etc…),.PLEASE MAKE SURE THAT YOU BRING 

EITHER YOUR ACTUAL FILMS OR A CD OF THEM WITH YOU TO YOUR APPOINTMENT. PLEASE 

BE ADVISED THAT ALL IMAGING STUDIES NEED TO BE NO MORE THAN 1 YEAR OLD. NEW 

PATIENTS MUST ALSO COMPLETE NEW PATIENT DOCUMENTS VIA OUR PATIENT PORTAL. 

PATIENTS MUST PROVIDE THEIR EMAIL ADDRESS TO OUR OFFICE STAFF SO WE MAY SEND AN 

INVITE WITH INSTRUCTIONS. A PAPER VERSION OF THE DOCUMENTS CAN BE RETRIVED FROM 

OUR WEBSITE, WWW.TVNEUROSURGERY.COM. PLEASE CHECK IN 30 MINUTES EARLIER THAN 

YOUR SCHEDULED TIME TO COMPLETE THE NECESSARY PAPERWORK.  

 

HANDICAPPED PATIENTS:  THERE IS ELEVATOR ACCESS IN THE BUILDING FOR OUR 

PATIENTS AS OUR OFFICE IS LOCATED ON THE SECOND FLOOR. 

 

REFERRALS: IF YOUR INSURANCE REQUIRES A REFERRAL OR PRIOR AUTHORIZATION, 

PLEASE BE SURE ONE HAS BEEN OBTAINED PRIOR TO SCHEDULING YOUR APPOINTMENT. 

WE WILL BE UNABLE TO SCHEDULE AN APPOINTMENT WITHOUT AN AUTHORIZATION. 

PLEASE HAND CARRY A COPY OF YOUR AUTHORIZATION TO YOUR APPOINTMENT OR 

MAKE ARRANGEMENTS TO HAVE YOUR REFERRING PHYSICIAN FAX A COPY TO OUR 

OFFICE WITH ANY MEDICAL RECORDS PERTAINING TO THE REASON FOR YOUR VISIT.   

 

WORKMAN’S COMPENSATION:  IF YOU ARE UNDER WORKMAN’S COMPENSATION IT IS 

NECESSARY FOR YOUR ADJUSTER TO FAX AN AUTHORIZATION AND ANY MEDICAL 

RECORDS IN ADVANCE PRIOR TO SCHEDULING YOUR APPOINTMENT. PLEASE BE AWARE 

THAT IT IS THE RESPONSIBILITY OF THE PATIENT TO COORDINATE THE AUTHORIZATION 

PROCESS WITH THEIR ADJUSTER.  

 

HOSPITALS:  OUR PHYSICIANS PERFORM SURGERY AT INLAND VALLEY MEDICAL CENTER, 

LOMA LINDA-MURRIETA AND TEMECULA VALLEY HOSPITAL 



 

 

 

 

 

 

X-RAYS/RECORDS:. MEDICAL RECORDS WILL BE KEPT FOR 7 YEARS. COPIES OF MEDICAL 

RECORDS CAN BE FAXED TO OTHER PHYSICIANS UPON RECEIPT OF A SIGNED MEDICAL 

RECORDS RELEASE FORM FROM THE PATIENT AT NO CHARGE. IF THE PATIENT WOULD 

LIKE A COPY OF THEIR OWN MEDICAL RECORDS, A RECORD RELEASE FORM WILL NEED 

TO BE SIGNED STATING WHAT SPECIFIC PART OF THE CHART THE PATIENT WOULD LIKE 

COPIES OF.  PLEASE NOTE, THERE IS A $0.25 FEE FOR EACH PAGE REQUESTED. WE 

REQUIRE A 3 DAY NOTICE FOR COPYING OF MEDICAL RECORDS OR PICK UP OF X-RAYS 

THAT HAVE BEEN LEFT IN OUR OFFICE. 

 

BILLING/INSURANCE: CO-PAYS ARE DUE AT THE TIME OF SERVICE, WE WILL ONLY ACCEPT 

CASH OR CREDIT/DEBIT CARDS. WE MUST EMPHASIZE THAT AS MEDICAL CARE 

PROVIDERS, OUR RELATIONSHIP IS WITH YOU, NOT YOUR INSURANCE COMPANY. PLEASE 

MAKE SURE TO BRING YOUR INSURANCE CARD(S) AND PICTURE IDENTIFICATION WITH 

YOU TO YOUR APPOINTMENT SO THAT WE MAY MAKE COPIES. THE FILING OF INSURANCE 

CLAIMS IS A COURTESY THAT WE EXTEND TO OUR PATIENTS; ALL CHARGES ARE THE 

PATIENTS RESPONSIBILITY FROM THE DATE SERVICES ARE RENDERED. WE REALIZE THAT 

TEMPORARY FINANCIAL PROBLEMS MAY AFFECT TIMELY PAYMENT OF YOUR ACCOUNT, 

IF SUCH A PROBLEM SHOULD ARISE WE ASK YOU TO CONTACT CRISTY IN OUR BILLING 

OFFICE AT (951)587-3739. 

 

MEDICATIONS: OUR PHYSICIANS DO NOT PRESCRIBE NARCOTIC MEDICATIONS FOR 

PATIENTS THAT THEY HAVE NOT PERFORMED SURGERY ON. YOU WILL NEED TO 

CONTACT YOUR PRIMARY CARE PHYSICIAN FOR THIS. 

MEDICATION REFILLS WILL BE CONSIDERED DURING OFFICE HOURS ONLY. PATIENTS 

NEED TO CONTACT THEIR PHARMACY 3 DAYS PRIOR TO NEEDING A REFILL.  

NOTE: NO REFILLS WILL BE GRANTED TO ANY PATIENT WHO HAS NOT BEEN SEEN IN THIS OFFICE 

FOR 6 MONTHS OR MORE. NO MEDICATIONS WILL BE REFILLED AFTER 4PM FRIDAY UNTIL 8AM 

MONDAY.  

 

I HAVE READ THE ABOVE POLICIES & PROCEDURES AND I UNDERSTAND THAT IF FOR ANY 

REASON I DISAGREE WITH THE ABOVE, I DO HAVE THE RIGHT TO CANCEL MY 

APPOINTMENT AND SEEK TREATMENT ELSEWHERE 

 

X______________________________________________      DATE:_________ 

 

I hereby assign the insurance benefits to which I am entitled, directly to TEMECULA VALLEY  

NEUROSURGERY, INC. , a medical group . I understand that I am financially responsible for all charges 

regardless of insurance verification benefits and eligibility, I authorize release of medical records and information 

regarding medical history that is requested by the insurance company . I hereby authorize treatment by 

TEMECULA VALLEY NEUROSURGERY, INC.. A Photostat of this authorization is accepted with the same 

authority as original . 

 

x__________________________________________                                    ___________________ 

SIGNATURE OF PATIENT / GUARDIAN                          DATE  

 

This agreement will remain valid from this day forward to include all future services relating  to the above  

patient, or until changes in the above information are required. It is the patient’s responsibility to notify  

Temecula Valley Neurosurgery, INC. of any changes in information. 

 

 
 

 
 
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 
                                              

                   25150 HANCOCK AVE.  

     Temecula Valley                                     STE 210 MURRIETA, 

CA 92562 

       Neurosurgery , INC.                                                 
    TEL:  951-587-3739    FAX:951-698-5213               

_______________________________________________________________________________________________ 
                                    BRET B. ABSHIRE , M.D. 

            DANIEL L. FRIEDLICH, M.D.  



 
 



 
 



 

 

 
 

 



 
 25150 HANCOCK AVE.  

       Temecula Valley                                STE 210 MURRIETA, CA 92562 

       Neurosurgery , INC.                                                                    
TEL:  951-587-3739    FAX:951-698-5213  

______________________________________________________________________________________________ 

                                            BRET B. ABSHIRE , M.D. 

         DANIEL L. FRIEDLICH, M.D.  
          

  Acknowledgement of Receipt of Notice of Privacy Practice  
       

     I have received a copy of the current Notice of Privacy Practice and understand a current Notice of Privacy  

     Practice is available at my appointments and at the office website . 

 



 
                                                                                                                       


