


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 of arbitration 

proceedings. Both parties to this contract, by entering into it, are giving up their constitutional rights to have 
any such dispute decided in 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 relate to treatment or service provided by the physician including any spouse or 

heirs of the patient and any children, whether born 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 both 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 physicians partners, associates, association, corporation or partnership, and the employees, agents 

and estates of any of them, must be arbitrated including , without limitation, claims for loss of consortium, wrongful 

death, emotional distress or punitive damages. Filing of any action in any court by he 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 be communicated 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 30 days of a demand for a neutral arbitrator 

by either party. Each party to the arbitration shall pay such party’s pro rate 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, not supplant, any other applicable 

statutory or common law.   

Either party shall have the absolute right to 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 Sections 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 one 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: This agreement may be revoked by written notice delivered to the physician within 30 days of signature. 

It is 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 signed (including, but not limited to, emergency treatment) patient should initial below: 

EFFECTIVE AS OF THE DAT OF FIRST MEDICAL SERVICES ___________________________   (Initial)                                                           

If any provision of this arbitration agreement is held invalid or 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 or Patients Rep Signature 
                               

                                  By ________________________________________ 

                                    Print Patients Name 

 

By: ________________________   ___         __ 

Physicians or Authorized Representative Signature 

 



CRISTINA RIZZA, M.D., F.A.C.C. 
Diplomat American Board of Cardiovascular Disease and 

American Board of Nuclear Cardiology 

Assistant Clinical Professor of Medicine, University of California Irvine 

General and Invasive Cardiology 

 

      355 Placentia, Suite 309                                                                                 

9940 Talbert Ave. Suite 101 
     Newport Beach, CA 92663                                                                                         

Fountain Valley, CA.  92708 

    Both Offices: (714) 241-9070                                                                                                

FAX: (714) 241-1815 

PATIENT CONSENT FORM 

The Department of Health and Human Services has established a “Privacy Rule” to help insure 

that personal information is protected for privacy. The Privacy rule was also created in order to 

provide a standard for certain health care providers to obtain their patients consent for uses and 

disclosures of health information about the patient to carry out treatment, payment, or health 

care operations. 

 

As our patient we want you to know that we respect the privacy of your personal medical 

history and will do all we can to secure and protect that privacy. We strive to always take 

reasonable precautions to protect your privacy. When it is appropriate and necessary, we 

provide the minimum necessary information to only those we feel are in need of your health 

care operations, in order to provide health care in your best interest.  

 

Health Information Exchange      

This practice is participating in the Hoag Health information Exchange (HIE), an electronic 

system through which it and other participating healthcare providers can share patient 

information according to nationally recognized standards and in compliance with federal and 

state law that protects your privacy. Through the HIE, your participating providers will be able 

to access information about you that is necessary for your treatment, unless you choose to have 

your information withheld from the HIE by personally opting out from participation. To opt 

out telephone 949-764-8722. 

 

If you have any objection to this form, please ask to speak with our HIPAA Compliance Officer. 

You have the right to review our privacy notice, to request restrictions and revoke consent in 

writing after you have reviewed our privacy notice.  
 

 

____________     _____________________________________________                                                                  

Date                     Patient Name (Print) 

 

 

____________________________________________________________        

Patient Signature 



Cristina Rizza M.D. 
Financial Policy 

 
Missed Appointments 

24 hours notice is required to cancel any office appointments including the initial consultation. 

Failure to give our office a 24 hour notice will result in a $50 charge for the office visit or 

consultation. 

PPO/EPO/POS 
Your insurance company requires us to collect co-payments at the time of service. Waiver of 

co-payments may constitute fraud under state and federal law. Please help us in upholding 

the law by paying your co-payment at each visit. For your convenience we accept cash, 

checks or the following credit cards: Visa, MasterCard, Amex & Discover. If you do not have 

your co-payment your appointment may be rescheduled. 

PRIVATE INSURANCE 
As a courtesy, we will bill your insurance carrier provided current insurance information is 

furnished to us before service are provided. 

 

You will be expected to pay any deductibles and/or co-payments at the time of service. If you’re 

insurance company has not paid the full balance within 60 days you will have 15 days to pay the 

balance.  

 

Insurance is a contract between you and your insurance company. We are not a party to this 

contract, in most cases. We will not become involved in any disputes between you and your 

insurance company regarding deductibles, co-payments, etc., other than to supply factual 

information as necessary. YOU ARE RESPOSIBLE FOR THE TIMELY PAYMENT 

OF YOUR ACCOUNT. 

 

MEDICARE 
We are providers with Medicare and bill according to their fee schedule; however, you are still 

responsible for the deductibles and the 20% co-payment. This amount will be expected at the 

time of service. If you have a secondary insurance we will bill them for you. However you are 

responsible if they do not pay in a timely manner. 

 

 

______________________________________________ 

RESPONSIBLE PARTY PRINT NAME 

 

 

___________________________________DATE_____________ 

SIGNATURE 



 

 

 

 

CRISTINA RIZZA, M.D 

9940 Talbert Ave. Suite 101 

Fountain Valley, CA 92708 

Phone (714) 241-9070 

Fax     (714) 241-1815 

 

 

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION 

 
 

Patient’s Name:_________________________________Date of Birth:________________________ 

 

Previous Name:________________________________Social Security #:_____________________ 

 

I request and authorize ______________________________________________________________ 

to release healthcare information of the patient named above to: 

 

 

  Name:   Cristina Rizza M.D.                                          

 

  Address:    9940 Talbert Ave Suite 101                                

 

  City:  Fountain Valley          State:   CA      Zip Code:     92708  
 

This request and authorization applies to: 

 

Healthcare information related to the following treatment, condition, or 

dates:_____________________________________________________________________ 

 

All healthcare information:____________________________________________________ 

 

Other::____________________________________________________________________ 

 

 

Definition:  Sexually Transmitted Disease (STD) as defined by law, RCW 70.24 et seq., includes herpes, 

herpes simplex, human papilloma virus, wart, genital wart, condyloma, Chlamydia, non-specific urethritis, 

syphilis, VDRL, lymphogranuloma venereuem, HIV (Human Immunodeficiency Virus) AIDS (Acquired 

Immunodeficiency Syndrome), and gonorrhea. 

 

 

Yes  No I authorize the release of my STD results, HIV/AIDS testing, whether negative or 

positive, to the person(s) listed above. I understand that the person(s) listed above will be notified that I 

must give specific written permission before disclosure of these test results to anyone.  

 

Yes  No I authorize the release of any records regarding drug, alcohol, or mental health treatment 

to the person(s) listed above. 

 

 

Patient Signature:_______________________________________Date:____________________ 

 
 



 



 


