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We will make every effort to verify your eligiblity and benefits prior to your visit.  It is your 
responsibility to ensure that your insurance and coverage is reported to us accurately, and that 
any updates to your insurance and/or coverage is reported to us immediately in order to ensure 
accurate and timely billing.    

Private-pay Election:  

 in advance All fees are due at time of service.

Insured Election:  

the office will 

Work Comp/Personal Injury Election:  

/SPSC, and that proper authroization has been recieved

Insurance Election Form 



Andrew H. Messiha, MD 
23521 Paseo de Valencia, Suite 

204 Laguna Hills, CA 92653 

P) 949-458-2026   F) 949-273-8053

Financial Policy 
We would like to share our financial policies and billing procedures with you. We hope you find this information helpful. If you have 
any questions or concerns, please contact our billing manager. 

1. As a courtesy, we are happy to file insurance claims for your primary insurance. If you have Medicare and a secondary
insurance, please confirm with Medicare that you are set up for a crossover which will allow Medicare to send their
Explanation of Benefit (EOB) directly to your secondary insurance for payment. 

*You as a Medicare beneficiary are the only person who can contact Medicare and give Medicare permission to 
send the EOB (Explanation of Benefit) directly to your secondary insurance. 
*If Medicare does not crossover, you will be responsible for billing your secondary insurance and paying for the
balance as well. 

2. As a patient, you are responsible for co-payment/co-insurance amount, plus any deductible at the time of service.

3. If our office cannot verify your insurance benefits or if you have no insurance, payment in full is expected at the time of the
service. We accept most forms of payment.

4. If your insurance carrier sends payment directly to you, then payment is due in full at your visit. In the event that your
insurance does not cover all services, you will be billed for services that are not covered.

5. Our statements are sent out on a monthly basis. All charges are due and payable within 30 days of receipt. We will make
every effort to work with you, so please contact our billing manager if there is a need for a payment plan.

6. If your insurance has not paid your account in full within a reasonable amount of time and after reasonable effort has
been made, you will be billed the entire balance. If you are unable to keep your account current, we will not be able to
provide additional medical services to you unless you have set up a payment plan for your balance. We may require that
you pre-pay for all future services.

7. In the event that payment is not made on your account, and it is placed in collection, you are required to pay the balance so
that medical service can be continued.

8. There will be a $30.00 service fee on all returned checks in addition to the amount of the original check and the bank
penalty. Please understand that we can only accept a cash payment to settle this issue.
If there is a repeat incident, we will no longer be able to accept your check.

9. Please notify us with at least 24  if you must cancel your appointment so that we may let another patient have
your appointment time. If you do not provide at least 24  

- $ .00
 to be paid at your next office visit.

I have read and understood the foregoing Financial Policy and agree to abide by the terms of the policy.  

By signing below, I have read and understand the Financial Policy and agree to abide by the terms of the policy. 

_______________________________ _______________________________ _____________________ 
Print Name Signature  Date 













Andrew H. Messiha, M.D.
Saddleback Pain and Surgical Center

23521 Paseo de Valencia, Suite 204 Laguna Hills, CA 92653
Tel: 949-458-2026 Fax: 949-273-8053

Permission for Verbal Communications

__________________________________ ___________________ 
Date of Birth

I permit their

Name Relationship

1.__________________________________________ _____________________________

2.__________________________________________ ____________________________

3.__________________________________________ ____________________________

I do not authorize anyone, outside of my healthcare providers, to have access to my 
health information.

This authorization is limited to discussions regarding the following medical condition(s):

____________________________________________________________________________

(If no limitations are listed, discussions will be permitted regarding any medical condition for which the 
patient has received care.)

Release of information under this document is limited to verbal discussions with my Health Care 
Providers. This document does not permit release of any written health information to the 
individuals named above.

This authorization is limited to the following time frame from _____________ to _____________
If no dates are indicated, this form will remain in effect for an unlimited amount of time.

If, at any time, I do not want verbal discussions to be permitted between my Health Care Providers 
and any of the individuals named above, I must notify my Health Care Provider by contacting the 
office.

__________________________________ ___________________
Date

If this Release is signed by a representative on behalf of the patient, complete the following:

________________________________ ________________________________

________________________________
Relationship to Patient



Andrew H. Messiha, M.D., Inc. 
Patient Agreement for Long-term Opioid Therapy 
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1. I, _______________________________ agree that Dr. Andrew Messiha will be the only
physician prescribing OPIOID (also known as NARCOTIC) pain medication for me and that I
will obtain all of my prescriptions for opioids at one pharmacy. The exception would be an
emergency situation or in the unlikely event that I run out of medication. Should such
occasions occur, I will inform my physician as soon as possible. ______ (Initial)

2. I will take the medication at the dose and frequency prescribed by my physician. I agree not
to increase the dose of opioid without first discussing it with my physician, and that an
appointment would be required. I will not request earlier prescription refills. No other pain
medications are to be taken unless first discussed with my doctor. ______ (Initial)

3. I will attend all reasonable appointments, treatments and consultations as requested by my
physician. I agree to other pain consultations/management strategies, as necessary. ______
(Initial)

4. I understand that the common side effects of opioid therapy include nausea, constipation
sweating and itchiness of the skin. Drowsiness may occur when starting opioid therapy or
when increasing the dosage. I agree to refrain from driving a motor vehicle or operating
dangerous machinery until such drowsiness disappears. ______ (Initial)

5. I understand that using long-term opioids to treat chronic pain may result in the
development of a physical dependence on this medication, and that sudden decreases or
discontinuation of the medication will lead to the symptoms of opioid withdrawal. I
understand that opioid withdrawal is uncomfortable but not life threatening. ______
(Initial)

6. I understand that there is a small risk that I may become addicted to the opioids I am being
prescribed. As such, my physician will require that I have randomized blood, urine, or hair
testing, and that I see a specialist in addiction medicine should a concern about addiction
arise. ______ (Initial)

7. I understand that the use of a mood-modifying substance, such as tranquilizers, sleeping
pills, anxiety medication, alcohol, or illicit drugs (such as cannabis, cocaine, heroin, or
hallucinogens), can cause adverse effects or interfere with opioid therapy. Therefore, I
agree to refrain from the use of all of these substances without prior agreement from my
physician. ______ (Initial)

8. I understand that I should check with my physician or pharmacist before taking other
medications including over the counter and herbal products. ______ (Initial)

9. I agree to be responsible for the secure storage of my medication at all times. I agree not
to give or sell my prescribed medication to any other person. Depending on the
circumstances, lost medication may not be replaced until the next regular renewal date.
______ (Initial)
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10. I consent to open communication between my doctor and any other health care
professionals involved in my pain management, such as pharmacists, other doctors,
emergency departments, etc. ______ (Initial)

11. I agree to waive any applicable privilege or right of privacy of confidentiality with respect
to the prescribing of my pain medication. I authorize the Doctor and my pharmacy to
cooperate fully with any city, state, or federal law enforcement agency, including the
California Board of Pharmacy, in the investigation of any possible misuse, sale, or other
diversion of my pain medication, I authorize the Doctor to provide a copy of this agreement
to the pharmacy.  ______ (Initial)

12. I understand that the reduction in the intensity of my pain and improvement in my quality
of life are the goals of this program, and that pain medication may not be the only solution
to achieve this goal. _______ (Initial)

13. If we choose to discontinue your opioids, we will generally lower the dose slowly over
several days.  _______ (Initial)

14. I agree to use _______________________________Pharmacy, located at
______________________________________________________________________,
telephone number             _________     , for all my pain medication. If I change pharmacies
for any reason, I agree to notify the Doctor at the time I receive a prescription and advise my
new pharmacy of any prior pharmacy s address and telephone number. _______ (Initial)

15. I understand that my pain treatment may be stopped if any of the following occur:
___ (Initial)

a. My physician does not think or no longer things that opioids are not effective for my
pain or my functional activity is not improved.

b. I obtain opioids from sources other than Dr. Andrew Messiha
c. I give, sell, or misuse the drug.
d. I develop rapid tolerance or loss of effect from this treatment.
e. I observe significant side effects from my prescribed medication.
f. I do not abide by the requirements of this agreement.

The treating physician and the patient agree that we have discussed this contract, and the patient 
agrees to abide by the terms of this Agreement.  The breaking any portion of this agreement may 
result in the withdrawal of all prescribed medication by the Physician and the termination of the 
Physician/Patient relationship. 

Patients Signature: _________________________ Date: ________________ 

Physicians Signature: _______________________ Date: ________________ 










