BROOKHURST FOOT & ANKLE CLNIC, INC.

Chuc B. Dang, D.P.M_, FACFAS Phone: (714)775-5373

18821 Delaware St. Fax: (657) 329-0016

Huntington Beach, CA 92648 E-Mail: brookhurstfootclinic@yahoo.com
Name DateofBirth: ___ Sex: Male Female
Nombre/Tén Lost First Middle CumpleaniosyNgay Sanh Masculino/Nam  Hembrao/Nur

Home Address :
Direccion de su coso/Ojo Chi Nho

Home Phone # — Cell Phone #:
Telefono de caso/Dién Thogi Nho Teléfona celular/Bién Thogi Di Déng
Employer: — & _ City, State o
Empleodor/HGng S Ciudad/Tinh, Estado/Tiéu Bang
Office Phone #: __ — E-Mail Address:
Teléfono de o oficina/Dién Thogi Van Phong Direccion de correo electronico/Bja Chi Email
Insurance Name: | Group ID #: _
Sequro/Boo Hiém Numero de identificacién de grupo/Nhém So
Member ID & Social Security ¥
Numero de ID/S6 Thanh Vién ID Ntimero de sequro social/S6 An Sinh XG HGI
Relative’s Name: - Relationship: -
Poriente Nombre/ Tén ngudi thén Relacién/Mbi Quan HE
Emergency Contact _ Relationship:
_ Contacto de Emergencia/Ngudi Lién Lgc Khan Cap Relacién/Mé6i Quan Hé
Home Phone#:___ _ = CellPhone# = _
Teléfono celular #/ Dién thooi di dong # Teléfono #/ Gién thoqi #
Referred By: Pharmacy Name/Location:
Referido por/gi6i thiéu bdi Farmacia Nombre/Ubicacién /Duoc phdm Tén/noi
TREATMENT AGREEMENT

(Thereafter called Podiatrist)

With regard to podiatric care and services provided or to be provided, IT IS AGREED THAT THE ATTENDING PODIA-
TRIST will provide podiatric care and services to the patient to the best of his skill and knowledge, which podiatric care in
light of circumstance 1s possible and practical. The PATIENT will cooperate fully with the ATTENDING PODIATRIST, by
obtaining such medications as are prescribed by following the instructions of the ATTENDING PODIATRIST by adhering
to such treatment regimen or course of action as may be set forth and by paying all fees and charges in full as billed or
provided by prior special arrangements. IT IS AGREED that because of differences in human constitution and response. it
1S In nO way possible to warrant the outcome of such podiatric care and service. In the event of any controversy between the
PATIENT or dependent (whether or not a minor) or the heirs-at-lJaw or personal representative of a PATIENT as the case
may be and the ATTENDING PODIATRIST (including his agents and employees) mnvolving a claim in tort or contract, the
same shall be submitted to liticotion. All notices or other papers required to be served shall be served by United States mail.
Claiums for the fees and charges of the ATTENDING PODIATRIST may be sued on in any proper court. By our signatures,
we consent to this agreement and each acknowledge receipt of a true copy thereof.

SIGNATURE OF PATIENT OR RESPONSIBLE PARTY Date:

Firma del pociente /Bénh Nhan Chir Ky Fecha/Ngaoy




BROOKHURST FOOT & ANKLE CLINIC, INC
18821 Delaware St. Huntmgton Beach, CA. 92648
Tel: (714) 775-5373 | Fax: (657) 329-0016

. J Chuc B. Dang, D.P.M
PODlATRY O Steve S. Yoon, D.P.M
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Dé cham séc Qui vi chu toan hon xin tra 161 rd nhitng cau hoi sau day
(n€u co thic mic, xin hé1 nhin vién phong mach)

BENH LY HIEN HUU VA QUA KHU CUA TOAN THE CO THE

Tén Bac Si Gia Dinh (né€u cd): - _ N _

Ly do di kham 13 gi?

C6 bi thuong tich hay tai nan khong? _ ] o | o .__

S S A— ————
. “—— R S — .

C6 bi phan ting vé thubc khéng (uéng, thoa hay chich)?

C6 chich thubc té bao gity khong? ) ) . _

L ————— T — —

C6 dang ubng thubc khoéng? - - _ o _

Cé6 ding thubc tru sinh bao gid khéng?

Trong than nhén c6 ai bi Suyeén? o Kinh Phong? - TiéuDPuong? Bénh tim?
& Huyét Mach? o
BENH LY VE CHAN

Pau v€ chan thé ndo?

DPau & dan?
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Pau bit dau tir bao gid va dau nhr thé nao?

C6 1am céch ndo d8 b6t dau khoéng?

C6 Itic ndo b6t dau khong?

Co bao gi0 di chita chan trong qua khir khOng?

X

- Xin ky t€n



?f ROOKHURST FOOT & ANKLE CLINIC. INC

)Z Chuc B. Dang, D.P.M 18821 Delaware St.
= Huntington Beach, CA 92648
PODIATRY Tel: (714) 775-5373

Fax: (657) 329-0016

Provider Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY

Uses and disclosures of health information
We use health information about you for treatment (diagnostic treating, prescription, referral, 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 receive. We may contact you
to provide appointment reminders or information about treatment alternatives or other health-related benefits and services that may be
of interest to you. Z
We may us or disclose identifiable health information about you without your authorization for several other reasons. Subject to
certain requirements, we may give out health information without your authorization for public health purposes, for auditing purposes,
for research studies, and for emergencies. We proviae information when otherwise required by law, such as for law enforcement in
specific circumstances. In any other situation, we will ask for your written authorization before using or disclosing any identifiable
health information about you. If you choose to sign an authorization to disclose information, you can later revoke that authorization to
stop 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 out notice
and post the new notice in [the waiting area an din each examination room.] You can also request a copy of our notice at any time.
For more information about our privacy practices, contact the person listed below.

Individual rights

You have the right to look at, get a copy of our receive electronically protected health information about you that we use to make
decisions about you. If you request copies, we will charge you $15-25 for each medical record. You also have the right to receive a
list of instances where we have disclosed protected health information about you for reasons other than treatment, payment or related
administrative purposes. If you believe that information in your record is incorrect or if important information 1s missing, you have
the right to request in writing that we amend the existing information.

You may request in writing that we restrict and/or not use or disclose your information for treatment, payment and administrative
purposes except when specifically authorized by you, when required by law, or in emergency circumstances. We will consider your
request but are not legally required-to agree to it.

Complaints
If you are concerned that we have violated your privacy rights, or you disagree with a decision we made about access to your records,

you 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 appropriate address upon request.

Our legal duty

We are required by law to protect the privacy of your information, provide this notice about our information practices, and follow the
information practices that are described in this notice.

I acknowledge that I have received a copy of the PROVIDER NOTICE OF PRIVACY PRACTICES as required by the Health
Information Portability and Accountability Act. I understand that upon completion of reading the notice, any questions I may have
may be addressed to the PROVIDER PRIVACY OFFICER.

Signature Date

' 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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