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= @ jsﬁ_,,, BROOKHURST FOOT & ANKLE CLNIC, INC. 4
) ) Chuc B. Dang, D.P.M_, FACFAS Pheone: (714)775-5373 !
t:‘g";g 18821 Delaware St. Fax: (657) 329-0016 3
9 Humt.ingt.on Beach: CA 92648 E-Mail: brookhurstfootclixﬁc@ya%c
S
Name ® Date of Birth: __Sex:  Male
Nombre/Tén Lost First Middle Cumpleafios/Ngay Sanh Masculino/Nam Hemb Ny
Home Address 2k
Direccion de su coso/Oj a Chi NhG ¥
Home Phone # _ o ' ~ Cell Phone #: 5 |
Teléfono de ca g/Pién Thogi NhG Teléfono celulor/©ién Thooi DI £§ng _
Employer: . ____ ] ____ City, State
Emplecdor/Hbng 56 ‘ Cfudod/Tinh, Estado/Iifu Bang k]
Office Phone #: E-Miall Address: _ | ) | =:
Teléfono de lo oficdno/®ién Thogi VGn Phong Direccién de correo efectyonico/Bja Chr Email
insurance Name: Group ID'%

- e — T e

Seguro/Boo Hiémn
VMemberiD &

NGmero de identrftcamén de grqu/Nhém So
Sociaf Security #

NUmero de ID/S6 Thonh Vién ID Ngmero de sequro sodai/S6 An Sinh XG HGT B

Relative’s Name: Relationship:

Poriente Nombre/ Tén nguoithdn : Relacion/Mébi Quan Heé

Emergency Contact . Relationship: L

Contacto de Emergencio/Ngudi Lién Lgc Khan Cap Refacién/Mibi Quon HE

-~ Home Phone#: _ : Cell Phone # )

Teléfono celulor #/ Dfen thogi di dpng # : Teléfono #/ dién thogi #

Referred By: o Pharmacy Name/Location: . | L

Rejerido por/gi&i thiéu boi Farmacia Nombre/Ublicacién /Duroc pham Tén/noi ‘4
TREATMENT AGREEMENT . oY

(Thereafter called Podiatrist) :

With.regard to podiatric care and services provided or to be provided, IT IS AGREED THAT THE ATTENDING PC@I A
TRIST will provide podiatric care and services to the patient to the best of his skill and loaowledge, which podiatric dire
light of circurastance is possible and practlcal The PATIENT will cooperate fully with the ATTENDING PODIATRI > T.
obtaming such medications as are pre;scnb ed by following the instructions of the ATTENDING PODIATRIST by adﬂ{*rl
to such treatment regimen or course of action as may be set forth and by paying all fees and charges m. full as billed H'r
prewded by prior special arrangements. 1T IS AGREED that because of differences 1n human constrtution and re:s;)oz 5€
1S . no way possible to wairant the outcome of such podiatric care and sexvice. In the event of any controversy betvs%w
PATIENT or dependent (whether or not a minor) or the heirs-at-law or personal representative of a PATIENT as the m SC
may be and the ATTENDING PODIATRIST (including his agents and employees) mvolvimg a claim m tort or conn'%:
same shall be submitted to liticotion. Alll notices or other papers required to be served shall be served by United Stattp:! iy
Claims for the fees and charges of the AT’I‘END]NG PODIATRIST may be sued on 1n any proper court. By our mgnﬂ:m

we consent to this agreement and each jacknowledge receipt of a true copy thereof. _, : 4
3!
R

SIGNATURE OF PATIENT OR RESPONsaBdE PARTY _ o | Date: ;
Firmo defl pociente /B&nh NhEn ChT Ky Fecho/Ngdy i%h
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BROOKHURST FOOT & ANKLE CLINIC, INC

18821 Delaware St.
Huntington Beach, CA 926438

| Tel: (714) 775-5373 '

PODIATRY Fax: (657) 329-0016 . |
PAST OR PRESENT HISTORY (NOT LIMITED TO THE FEET)
_ HISTORIA MEDICH
(Please allow us to aid you if need be)

JAVED 0o IR e) i - taa b1 A B 10 1o 1o ) SRR ]
INOFINDFC A SU D OCIOV <.
Last time seen: ......................
RN 2Ry 1217 o g 5 Tede MU OSSO
Any medical COnAItIom At CA: .o { |

Padece de alguna enfermedal:

- . O W O W e e O O Ol O o oy O O O  a m  a a  E  EE w  EE  a oa  E oam oamm

P AT I UTIES AN QU O . oo e e e e -
ACCIACHILES U OPCIACTONICS . e e e et e e e e e et eemeeme e e e e s e e e e emeean
TS A o0 0 o1 § = = eSS USRI
LS USTCA QULCHGICO: oot
Ever have injection of Novacaine? ..o PeniCIlling -
A sido inyectado con Novacaine? .......... oo PeniCilling eemeeeeeeeeeeeeeeceeeeeeeeaeee.
What medication are YOu tAkINEG T ... . . oo e ee e e e e e e mem e e ee e e amemmemme e e mmmme s eemmmmm e e e mmmm e | I
Alguna medication que eSt TOMATIAO .......c.ooooooeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e e e e eem e e e ene

: I" ) ) ) ) ) ) _ |
Is there any family history of Asthma? .......... Epilepsia? ........_.. Diabeties? ..._...... Circulatona? ........ |
Hay historia familiar de? ....... Asthma ......... Epilepsia? ........ Diabetes? ..... Mala Circulacion? ....... 3
I (S {Cn ATl BT et banla) F- N i |
Sintomas de su problema: ......cccooeeeooeeeaeeeeen... e ooeeeeeeeeeemmeeesesessmeeeeessescememeeeeeeeessseemmmmmmmeeeseseseseseeens ‘ |
I Yor: A To )« wNUUTNRUR TS _
VBVl 1 g =) 7 o) Lo Y O

When did it start and how did it start?

-------------------------------------------------------------------------------------------------

Cuando Empez & COMO OCUITIO? ..o eee e eeee e e e e emmmteememeemmeeemeeemmma e mme e e e e emmmene
Has anything been done to relievie 112 ..o eeeeeeeeeeeee 7 11> ST
A hecho algo para aliviar el AOLOF? ..o e QUE e -
I 1o 1 e a0 ST o L A

A notado algun cambio

[ E R TR N ET S FET N B I RN R BEENALA R T BE R EE R R ER R R R EENREREEILTREN T B R IR TR SN LR RENEE R R T FEREERY FETFE FETRE BN ERERE N BN B NN B U B NE N B TR B B B N B W FNFNERNEWN
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HHa tenido problemas anieriorMENIe COM [0S PDICS: cum e eseeneaneeeemm e eemmme e e e en mmemmmam e e mmmme e

Patient's s1gnatire ... oo me e e




Chuc B. Dang, D.P.M 18821 Delaware St.

. |._

I Huntington Beach, CA 92648 |
PODIATRY Tel: (714) 775-5373 |

Fax:(657) 329-0016

Provider Notice of Privacz Practices | :

= ;J.I.

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED ANI}.

BROOKHURST FOOT & ANKLE CLINIC. INC :

1 .
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DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW Iﬁ“

CAREXULLY

Uses and disclosures of health information
We use health information about you for treatment (diagnostic treating, prescription, refemal, etc.) to obtain payment (submit claims

and/or encounters to billing services and/or clearinghouses, and/or collection agencies, etc.) for administrative purposes (reporting, . |

utilization management, quality improvement and surveys, etc.) and to evaluate the quality of care you recerve. We may contact you-

I

10 provide appointment reminders or information about treatment altermatives or other health-related benefits and services that may t- ri

of interest to you. .

We may us or disclose identifiable health infoxmation about you wathout your authorization for several other reasons. Subjectto

§

certaln requirements, we may give out health mformation without your anthonzation for public health purposes, for anditing puIrpos f.,»..
ior research studies, and for emergencies. We provide information when otherwise required by law, such as for law enforcementm -«

specific circumnstances. Jn any other situation, we will ask for your written authorization before using or disclosing any i1dentifiable

health information about you. If you choose to sign an authorization to disclose information, you can later revoke that authorization. i

siop any future uses and disclosures.

We may apply a change to our policies at any time. Before we make a significant change in our policies, we will change outnotice '

2nd post the new notice in [the waiting area av. din each examination room.] You can also request a copy of ournofice at any tirae. !

For more mnformation about our privacy practices, contact the person listed below..
Individual rights
You have the right to look at, get a copy of ouorx recerve electronically protected health information about you that we use to make

decisions about you. Ifyou request copies, we will charge you $15-25 for each medical record. You also have the right to recexve 2

list of instances where we have disclosed protected health information about you for reasons other than treatoaent, payment or relate: i |

|
5
)
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|

|

admimistrative purposes. If you believe that information 1n your record 1s incorrect or if important information is missing, youhave !

the right to request 1n writing that we amend the existing information.
Y ou may request i writing that we restrict and/or not use or disclose your information. for treatment, payment and administrative I :
nurposes except when specifically authorized by you, when requared by law, or in emergency circurostances. We will consider your : ’

request but are not legally required to agree to it.

I

11
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Complainis

£ you are concerned that we have violated your privacy 11ghts, or you disagree with a decision we made about access to yonr recorda;

vou may contact the person listed below. You also may send a written complaint to the U.S. Department of Health and Human
Services. The person listed below can provide you with the appropnate address upon request. '

Our legal duty o]

We are required by law to protect the privacy of your information, prowde this notice about our information practices, and follow tbf

1formation practices that are described. in this notice. ' \
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I acknowledge that I have received a copy of the PROVIDER NOTICE OF PRIVACY PRACTICES as qugmed by the Heaai!‘h

lnformation Portability and Accountability Act. I understand that upon completion of reading the notice, any questions 1 may hL?
may be addressed to the PROVIDER PRIVACY OFFICER.

Signature Date - i

NOTICE OF PRIVACY PRACTICES
Refusal to Sign-Patient has the right to refuse to sign and has decided not to sign |

Signature of Privacy Officer “Date
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