HUONG TRAN QUY INC.

9559 BOLSA AVENUE, SUITE D, WESTMINSTER CA, 92683
PHONE: 714-531-5754
FAX: 714-531-5824

PATIENT INFORMATION/ THONG TIN BENH NHAN

Patient Name (Ho tén bénh nhén):

Last Name (Ho) Middle Name (Tén Pém)  First Name (Tén)
(] Male (Name) [] Female (Ni) [] Married (C6 gia dinh) [] Single (Dgc thin)

Date of Birth (Ngay thiang nim sinh):

(Month/ Thang) (Date/ Ngay) (Year/ Nam)

Preferred Language (Ngon ngi¥): Email:

Race (Sic dén): Ethnicity (Dan tc):

Address (Dja chi): City (Thanh phd):

State (Tiéu bang): Zip Code (Mi s6 viing):

Home-phone (Di¢n thoai nha) Cell-Phone (Dién thoai cim tay):
Emergency Contact (Lién lac khin cip) Name (Tén): Phone:

Relationship to patient (Lién hé véi bénh nhéin)

Employer Name (Tén s¢ lam):

Employer Address (DPia chi sé lam):

Employer Phone Number (Dién thoai ché lam):

Form of Payment: [] Insurance (Bao hiém) [] Medi-Cal []Medi-Medi [] Cash

Name of Insurance (Tén cong ty bao hiém):

Primary Insurance Subscriber (Tén nguwdi mua bao hiém):

Date of Birth (Ngay thang nam sinh):

Relationship to patient (Lién hé véi bénh nhin) __ Self (mua cho minh) __ Spouse (v¢,chdng) __ Parent(cha,me)

Patient or Guardian Signature (Chir ky cia bénh nhin hodc ngwoi dai dién):
Date (Ngay):




. -~

Authorization and Release

[ hereby authorize Doctor Huong Tran Quy and Associates to render medical services to me or my
child/dependent. I authorize the release of any information including the diagnosis and the records of any
treatment or examination rendered to me or my child during the period of such care to third party payers and or/
other health practitioners. I authorize payment to the Physician benefits account. I shall be responsible and
personally liable for the unpaid balance of the account.

T6i cho phép Bac sT Quy Trén Huong va cac Bac si cong tac véi Bac st Hrong kham bénh cho t6i hodc cho con
toi. T6i cho phep tiét 16 nhimg dir kién sirc khoe cia tdi va cach didu tri cho cac nha cung cép dich vu sirc khoe
hay céc nhan vién cham sdc suc khoe khéc. T6i cho phép cdng ty bao hiém tra tién théng cho béc si chira bénh.
Trong trudng hop s tién cong ty bao hiém tra khéng du, t6i bang long thanh toén sb tién sai biét cho bic si.

Date (Ngay): / / Signature (Ky tén)

Notice of Privacy Policies

I have read, received or have been explained to me the Notice of Privacy Policies of Dr. Huong Tran Quy D.O.
Inc and her associates and understand the measures in providing security for my medical records, privacy of

my personal health information, and maintenance of my personal health information for billing in compliance
with HIPAA and national standards.

Toi da doc va da dugc giéi thich vé Quy ché vé tinh riéng tu ctia Béac si Quy Trin Huong cung cac cong sur va
hiéu 6 vé cach giit kin hd so bénh ly, su riéng tu ctia cac dit kién sirc khoe cua tdi hop véi luat HIPAA.

Date (Ngay): / / Signature (Ky tén)

Advance Directive Status

I have been informed of my right to formulate an Advance Directive, and I have been provided with
information regarding the execution of an Advance Directive.

Téi da dugc giai thich vé quyen 1ap nén mdt ban khuyén céo truéc vé cich chdm dut su sbng va duoc cung cép
day di dir kién dé lam viée ay.

(Please check one of the following):

n I have not executed an Advance Directive and I am not interested in further information.
Toi khdng mudn lam ban khuyén céo trude va khdng quan tim dén van dé ndy nira.

[0 Iam interested in formulating an Advance Directive and will discuss my options with my physician.
Toi muon bict dén céch 1am ban khuyén céo trude va sé thao luan van dé nay véi bac si cia toi.

Date (Ngay): / / Signature (Ky tén)




