
	
  

MASTER	
  AGREEMENT	
  
	
  

	
  
CEI	
  Medical	
  Group	
   is	
   the	
  compilation	
  of	
   the	
   following	
  Clinics:	
  California	
  Ear	
   Institute,	
  California	
  
Craniofacial	
   Institute,	
   California	
   Face	
   and	
   Laser	
   Institute	
   and	
   California	
   Sinus	
   Institute.	
   	
   The	
  
following	
   policies	
   and	
   procedures	
   are	
   inclusive	
   of	
   the	
   above	
   Clinics	
   and	
   are	
   referred	
   to	
   as	
   CEI	
  
Medical	
  Group,	
  unless	
  otherwise	
  noted:	
  
	
  

• Patient	
  Service	
  Guidelines	
  (Effective	
  2/01/2010)	
  

• Appointment	
  Policies	
  (Effective	
  2/01/2010)	
  

• Email	
  and	
  Telephone	
  Call	
  Policies	
  (Effective	
  2/01/2010)	
  

• Notice	
  of	
  Privacy	
  Practices	
  (HIPAA)	
  (Effective	
  2/01/2010)	
  

By	
   signing	
   this	
   document,	
   I	
   acknowledge	
   the	
   receipt	
   of	
   and	
   had	
   the	
   opportunity	
   to	
   review	
   the	
  
following	
   documents	
   pertaining	
   to	
   my	
   visit	
   to	
   CEI	
   Medical	
   Group	
   and	
   I	
   attest	
   that	
   all	
   of	
   the	
  
information	
  I	
  have	
  provided	
  to	
  CEI	
  Medical	
  Group	
  is	
  true	
  to	
  the	
  best	
  of	
  my	
  knowledge,	
  and	
  that	
  I	
  
will	
   notify	
   CEI	
  Medical	
   Group	
   of	
   any	
   changes.	
   I	
   understand	
   that	
   acceptance	
   of	
   these	
   terms	
   is	
   a	
  
condition	
  of	
  receiving	
  care	
  at	
  CEI	
  Medical	
  Group.	
  

	
  
____________________________________________________	
   	
   	
  
Patient	
  Name	
  (Print)	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Date	
   	
  
	
  
	
  
	
  
____________________________________________________	
  	
  	
  	
  	
  	
  	
  ________________________________________________________	
  
Patient	
  Signature	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Date	
   	
   Witness	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
   	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Date	
  

	
  
__________________________________________________________	
  
Title	
  (if	
  signed	
  by	
  someone	
  other	
  than	
  Patient)	
  

	
  
	
  

www.ceimedicalgroup.com	
  
	
  

 
 
 

PALO ALTO 
1900 University Avenue, Suite 101 

E. Palo Alto, CA  94303   
Telephone (650) 494-1000 

Fax (650) 322-8228 

SAN RAMON 
5801 Norris Canyon Road, Suite 200 

San Ramon, CA  94583 
Telephone (925) 830-9116 

Fax (925) 866-1699 
	
  


