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: . 2418 Del Paso Rd. Sacramento, Ca 95834
LT
AR, Compasiiar, ST _Office: 916) 928-0856___ ¥ax: (916) 9281584

Mrmm .. chmumcs

DATE:

[IMALE CIFEMALE

 PATTENT FULL NAME:

Date of Birth: - . Social Seouity #:

 CirdeOne: - Single = Mamied - Scpamated  Divowe ~ Widowed

PATIENT ADDRESS: .
Paﬁentfhoﬁé(-_ - ) 3 e MessagePhone( ) ‘.:-;

. o IFPAT]ENT IS ENDER 18 YEARS OF AGE***
Guaran:torlRﬂponsible Party Name: ]

Guaxmtqr/Rﬁpopsible Party Name SSN:- ‘
. Relaﬁonship_téP&ﬁmt - - Date of Birth:
Steet - City ' State Zip

Nﬁme of Primary Ilimanc;: _ 7 |

Subscn'bex’sName o | '~ Date ofﬁirﬂ]: . SSN: . '-. - |

Patient Relation to Subscriber: SELF S'POUSE 'CHID OTHER: _
) 'Ins D/ Policy #: < Group #: _ Effective Date:

Name of Secondary Insurance: | [

Subscriber’s Name:  DewofBi: OSSN ot - ]
 Pationt Relation to Sibscriber: SELF SPOUSE CHILD OTHER: o ‘ L

Tns. ID/ Policy #: _ ___Group#: . Effective Date:

Emergency Contact Name: , : Relationéhip:
. Broergency Con'éa.ct Phone ( ) -

Emergency Contact Address:




Natomas Family Practice
Patick Lau, MD Steve Hwang, DO

2410 Del Paso Rd, Sacramento, CA 95834

Phone: 916-928-0856 Fax: 916-028-1584.

Financially Resnonsible

1 authorize the release of any medical information |
necessary to proces the claim and request that payment of -
~ any benefits be made to the undersigned physician or
suppher for services described below. I undestand I am
financially responsible for authorization, should the
account be referred to an Attorney for fees and collection
- expenses. I certify that everything filled out above is to the
best of my knowledge -

It is your respon31b111ty to notify us of any changes to your
msuranee home or mailing address, and phone number(s).

Please teturn this signed form to the receptlomst Thank
you for your cooperatlon

~ Signature: Date:

(INSURED OR AUTHORIZED PERSON)




(HIPAA RELEASE FORM)
(PERSONS WE CAN SPEAK TO OTHER THAN YOURSELF)

NAME .DATE OFBIRTH
RELEASE OF INFORMATION

NAME/RELATIONSHIP

NAME/RELATIONSHIP

NAME/RELATIONSHIP

{ INFORMATION NOT TO BE RELEASED TO ANYONE

THIS RELEASE OF INFORMATION WILL REMAININ FFFECTFOR ONE YEAR OR
UNTIL TERMINATED BY ME IN WRITING

MESSAGES, PLEASE SELECTONE

PLEASE CALL CELL PHONE {} HOME PHONE {} WORK PHONE {}

IF UNABLE TOREACH ME:
SELECT ONE:

{} YOU MAY LEAVE A DETAILED MESSAGE

(} PLEASE ASK ME TO RETURN THE CALL

OTHER

BEST TIME TO REACH ME:
DAY BETWEEN (TIME)

DATE

SIGNATURE



Iga%tglglagd gamsily Practice .
Cx La LA
Pk L Dot Pase Road #ag, DO

Sacramento, CA.- 95834
(0).916-928-0856 (F) 916-928-1584

Y

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF JRIVACY PRACTICES -

FOR PROTECTED HEALTH INFORMATION

. Tacknowledge that I have received Natomas Family Practice’s Notice of Privacy
 Practices for protected health information. ' :

Date: | _ Name of Patient:

PrintName

DOB: - |
- Signature of Patient/Persnal Representative

Docurmentation of Geod Faith Effort fo Obtain Writiert Acknovledgement
Tmade a good faith effort to obtain the patient’s wiitten acknovicdgement of our Notice
of Privacy Practices for protected health information by (checkall that apply):
[} Showing the patient the Notice of Privacy Practices gosted in our office:
[] Giving the patient a copy of our Notice of Privacy Practices to read prior to
. ‘recelving any treatment of gervice. . '
[] Giving the patient all necessary information to obtanour Notice of Privacy
Practices on our website. - o
[, Asking the patient to sign this Acknowledgement fum,
[] Other (explain in defail) ' .

1 was unable to obtain the paﬁmt’s written Acknowledgementtecause (check all that

apply): : |

[] The patient refused to sign this form. ‘ :

[ The patient would not sign the form hecause the patent said he/she did not
understand the Notice. o

[ Other (explain in detail)

Name:

Date: .
Notes: This written Acknowledgement st e completed nolater than the first date
ett are provided to the patient afler December 12,2016,

health care services of treatm ¢ _ : ;
This Acknowledgement must be cetained in the patient’s permanent records




Natomas Family Practice

‘ Patient History Form
(This medical document is stncﬂy conﬁdentxai and will not be released without your written authorization)

Last Name First Name: L Middle:
Date of Birth: | ___ Birth Place(City, State, Country):

MEDICAL HISTORY
AIDS/HIV O Yes [1No  HeartDisease O Yes [ No Mi.grainés [T Yes [ No
Anemia O Yes [0 No  Heart Mummix 0O Yes .0 .No Polio £l Yes I No
Arthritis 0 Yes [ No  Hemorrhoids 0 Yes | O No Seizures 0O Yes DO No
Asthma 0O Yes DO No  Hepalitis B Yei 0O No Streke [ Yes [ MNo
Bleeding 0 Yes [0 No Hernia _ ,‘E| Yes [T No Thyroid Diseass [ Yes [ Ne
Cancer LI Yes O No  High Cholesterol -~ [1 Yes [ No Tuberculesis O Yes [ No
Depression O Yes [INe High Blood Pressure [ Yes. -~ O No Ulcer 1 Yes [ No
Diabstes Ol Yes [ No KidneyDisease .0 Yes - 2 No Venereal disease 11 Yes [ Ne
Glaucoma O Yes [ No * LaowBlood Pre_ssurev L1 Yes 0O No Other:
Heartburn -0 Yes O No LowBackPain. =~ O Yes [ No Other:
Date of Last: ‘Tetanus Shot: S1gmo1doscopy/Colon0300py

Mammogram: Pap Sroear:
Previous Surgeries: ' Date(s): Hospital,City,State:
Medications (please include prescnp‘uon over the counter, vitamins, herbal remedies, etc):
Nartne Dose Frequency
DRUG ALLERGIES:
SOCIAL HISTORY
Marital Status; 3 Single [0 Martied [0 Separated [ Divorced [1 Widowed
Alcohol Use: [0 Never 00 Rarely 0 Moderate LI Daily 1 Binge
Tobacco Use: 0 Never IZ Previously, butquitin:. . [1 Current Use {packs/day):
Drug Use: O Never [0 Previously, but quit in: :
I3 Cwrrent Use (type/frequency): . _

Education: O High School Yis O Coliege Yrs [1 Post Graduate_ Vrs
Current Occupation; , : Prior Occupation:

Have you ever experienced physical, emotional or sexual abuse in your home or relationship?
Please nams a unique ¢r interesting fact abowt yourself:

FAMILY HISTORY
Name,Age(s) Disease If deceased, age and cause
Father; ‘ '
Mother:
Siblings:

Children:

iy

L RN






Patient Name:

~ Date Of Birth:

eauIOIOMAS
EXXLLIEPILARIE Ry LORESITTIINRIY, CRRLILSTLACLZA L)

PATIENT DEMOGRAPHICS QUESTIONNAIRE

We are asking for your race and ethnicity because some people have higher risk of developing certain diseases,
such as high blood pressure, diabetes, and heart disease. It is also important that we know your preferred
spoken language so that you and your health care team can communicate clearly, We will keep this
information confidential (private) and will update it in your medical record. This information will assistus in

 continuing to provide you with the best health care. Thank You! -

Please provide the information below. We greatly apﬁreciate your participation!

1. Race. Please mark what best describes you.
. (If move then one, please rank your selection by marking your primary race with a mirnber 1, your secondary racewitha
number 2 and so on.) ' ' o '

a White/Qagcas_ian : .D Filipinb . O Native Hawaiian
[ Black/African American . - [ Japanese 0] Gaumanian or Chamorro
{1 American Indian or Alaska Native 0 Koréan. . O Samoan '
0 Asian Indian 0 Vietnamese 0O Other Pacific Islander
0O Chinese ' " O Other Asian O Other
[0 I Prefer Not TolA_nswer .
2. Are j’ou of Hispanic Origin? (Please mark the QNE statement that bestdescribes yon,)
[ No, not Hispanic/Latino If Yes: -
: O Cuban _

O Puerto Rican

[t Mexican, Mexican American, Chicano

O Other Spanish/Hispanic/Latino

For Example: Argentinean, Colombian, Dominican,
Nicaraguan, Salvadorian, Spaniard, etc.

01 I Prefer Not To Answer

3, What is your primary ancestry or ethnic origin? (Write up to FOUR ancestries)
' For example: Italian, Jamaican, dfvican Americar, Cambodian, Cape Verdean, Norvegian, Dominican,
- French Canadian, Haitian, Korean, Lebanese, Polish, Mexican, Taiwanese, Ukranian, etc.

. 21 Prefer Not To Answer

Turn Over s mapr m-p-



4.  Please mdmate your preferred spoken language.
. (Weare reqmrea’ by law (C4 Health and Safety Code AB800, Section 123147) to request this mfb”ﬂﬁfwn)

D I Prefer Not To Answer

5. Interpreter Servmes Would Ianguage mterpreter services be helpful to you during your medical
visit?

OYes [INo O 1 Prefer Not To Answer

The Impoxtance Of Collecting Patient Data

i. Why are we collecting this information?
* To improve clinical quality of care and provide the best care for all patients.
*  To better understand and address health differences among many communties,
-+ To-date, we have used this information to help identify new health risks or predispositions
among certain patient populations.

2. Where do these questions come from?
* Thequestions we are asking come directly from the U.S. Census 2000*
.+ This allows us to compare our information to national healthcare studies.

What happens to the information from the survey?
* Yourresponse will become part of your electroni¢ medical record and your doctor will have
access to this information. _
* This will help your doctor better evaluate your individual health risks.

=

=

. Is this Legal?
* The state of California requires that we collect patlent’s race, ethnicity and language for their

health records®*,
-+ The office of Statewide Healthcare Planning and Development (OSHPD) requires all healthcare

agencies to collect patient race/ethnicity/language as of 1/1/09##*,.

W

What else will my response he used for?
*  To measure and anticipate interpreter service needs,
* To better develop patient communication materials.
* To develop and implement cultural competence staff training.

http:/fworw census. gov/dmd/wwwipdf.d02p.pdf
**Senate Bill 680: Patient Health and Safity Code, 2001; Assembly Bill 800, 2006

*+twww.oshpd.state.ca. us/HID/erCallText JPOAPLSNOTICE.pdf

_Last Updated 06/2G13
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w% 2410 Del Paso Rd. Sacramento, CA 95834
ALl ING ' Office: (916) 928-0856 Fax: (916) 978- 1584

No-Show/ Lafe Cancellation Policy

, ) ~ have been made aware
(patient name, if minor then parents name) |

that as of July 1% 2014 there WI” be a No- Show/l.ate Cancellatlon Policy in
effect. | understand that| must give the office notlce of appointment
canceilation at Ieast 24 hours prior to my scheuuieu apponnment time. Ifl ia”

to give 24 hours notice, | underst_and that | will be charged a fee of $25.

Patient/Parent Signature S - Date

o,






