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FI9¥Y  PATIENT INFORMATION
PATIENT (LAST NAME, FIRST NAME):
Name you prefer to be called (Mr. Smith, Mrs. Jones, Bob, etc):

Date of Birth: Sex: [1 Male [0 Female O Decline to answer
Patient's Address:

City, State, Zip: _ E-mail address:

Primary Phone Number: Cell Phone Number:

Social Security #: Driver's License #:

Occupation:

How did you hear about our practice/ whom may we thank for referring you?

O Google O Yelp O Doctor, O Existing Pt O Other,
SPOUSE/ PARENT/ GUARDIAN INFORMATION

Name (Last, First): Date of Birth:

Phone Number:

EMERGENCY CONTACT (If Different from Guarantor)
Name: Relationship:
Phone Number:

PHARMACY INFORMATION

Pharmacy Name: Phone #:
Address;
City, State, Zip:

I hereby authorize Dr. Charles Baik and his associates to examine, photograph, administer treatment, and to perform such
minor operative procedures as may be deemed necessary in the diagnosis and/or treatment of my foot/ankle problem.

I assign the right to payment for all medical benefits directly to Dr. Charles Baik in consideration for medical services and
supplies provided pursuant to my health insurance plan.

1give consent to Dr. Baik to release medical information to other healthcare providers for the purpose of treatment, when
necessary for my care. I give consent to Dr. Baik to send medical information, as necessary to my insurance plan. I agree
that a photocopy of this form may be used in lieu of the original.

I certify the patient information form is true and correct to the best of my knowledge. I will notify you of any changes in
my health status or the above information.

Signature: Date;
If Legal Representative, Relationship to Patient:
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Height: Weight:
Briefly describe your foot/ankle problem:

U PATIENT HEALTH HISTORY

If female, are you pregnant? O Yes O No If so, How many months? LMP:

Family Doctor: Phone #

Review of Systems (Please check if any of the following currently exist):
Constitutional: 3 Chills O Fever O Weight loss
Head: O Dizziness O Headaches  [J Fainting
Musculoskeletal: 0O Arthritis O Gout 0 Muscle cramps

Allergies: (0 None, O Penicillins, O Sulfa, O Local Anesthetics, OCodeine,

OAspirin, [1 Adhesive Tapes, O lodine, (0 Other:

Medications: Are you taking any (Prescription, Birth Control Pills, or Over-the-Counter)? If yes, what are they?

(Please include dosage and strength if known)

Do you give us permission to access your medication history electronically?

O Yes O No
Medical History: Please check if any of the following problems exist or have occurred in the past
0 Diabetes — Type | O Osteoarthritis O Stomach Ulcers
0O Diabetes — Type Il O Rheumatoid Arthritis O Foot Ulcers
O Rheumatic Fever O High Blood Pressure O Tuberculosis
O Stroke O Gout O Collagen/Vasc. Disease
[0 Kidney Disease O Heart Trouble O Epilepsy
O Liver Disease O Heart Murmur O Ankle Sprains
0O Asthma O Varicose Veins O Infections
[ Hepatitis O Sickle Cell Anemia {0 Cancer Remission?__________
[ AIDS or HIV exposure O Bleeding problems O Low Back Pain
O Lymphedema O Anemia O Leg Cramps
O Thyroid Disease O Phlebitis O Numbness to Feet/Legs
O Other:
Family History:
Father: Positive history for: O ALIVE OO DECEASED
Mother: Positive history for: O ALIVE O DECEASED
Social History:

O Current Smoker [ Former Smoker?

If YES to either, how many Cigarettes per day?
O Alcohol? If so, how many drinks per day?.
Surgical History:

For how long?

YRS/MO




Sadiotry FINANCIAL POLICY

Our goal is to maintain a good physician-patient relationship through clear communication.
Please review this policy carefully and initial each section.

Financial Responsibility Initials:

¢ You are responsible for all co-payments, deductibles, coinsurance, and non-covered
services as determined by your insurance plan.

e (Co-payments are due at the time of service.

o Self-pay patients must pay in full at the time of the visit.

e Balances are due within 10 business days after receiving your bill.

¢ Accounts unpaid after 90 days without arrangements may be sent to collections.

e We accept cash, checks, Visa, and MasterCard.

e A $25 fee applies to returned checks.

e Ifyou have trouble paying, please contact us promptly—payment arrangements may be
available.

Insurance Initials:

e We bill your insurance as a courtesy; however, payment is ultimately your
responsibility if your insurer does not pay due to inaccurate/untimely information or
claim denial.

No-Show & Late Cancellation Policy Initials:

o Ifyou cannot keep this or any other appointment, please advise us as early as possible.

e Ifyou do not call to cancel or re-schedule your appointment within 24 hours of the
appointment time, you may be charged $50.00.

e We reserve the right not to reschedule patients who have multiple cancellations.

Acknowledgment

I have read, understand, and agree to comply with this policy. I accept responsibility for any
balance due.

Patient Name: Date:

Responsible Party Signature:

**"A holder of this medical debt contract is prohibited by Section 1785.27 of the Civil
Code from furnishing any information related to this debt to a consumer credit
reporting agency. In addition to any other penalties allowed by law, if a person

knowingly violates that section by furnishing information regarding this debt to a
consumer credit reporting agency, the debt shall be void and unenforceable.”



Food and Drug Administration: We may disclose your prolected heslth Information to a person or company required by the Food end Drug
Administration to report adverse events, product dsfects or problems, bisloglc product deviations; to track products; to enable product recalls: to make repalrs or
replacements; or to conduct post marketing survalllance, s requirad.

Criminal Activity: Conslstant with apglicablo feders) and slate laws, wa may disclose your protacted heaith information, if we beliave that the use or
disclosure 13 ngcessary to prévent or leseen a serious and ivminent threat la he hoalth or safoly of a parscn or the publlc. Wae may also discloss protected heoalth
tnformation if it is necessary for law enfarcemont authoritias to identify or apprehend an individual,

Health Overs ht: Wa d health information to a health oversight a for activitles authorized law, such
may Isglose protested hoa on, ght agency by law, as al

udits,
Invastigations-and Oversight agencles see ude govarnment agsncles that overses the health care system, govemment benefit
programs, oﬁ\argovemment regulatory programs and civil rights laws.

Required wmmm‘ajysm or Mfyl?t:tat 'l,hmw heglth Information when w:s?f’:r required to gto ;:13 l:yﬂ:ian\;v. F;rh?:mp!o. wo ummst disclose your
otected health Inform: Department o Human Services u purpeses a7 wo are in compliaice Wit
gdw privacy laws. We may disclose your pmleded health Information when aumodza?gymm ' compensation of sim3ar | 'gxs.

Proceas and Procaadl We ma 050 your protacied haalth infermation in response to e coust or sdministrative erder, subpoena, discovery
request or other lawful process, um M wUthrmwdderum.mssamnmwamormMMsuhmw wo may disclose
your protactad health Information to law enforcament offictals.

m&fommm-wamaymtmmtmmmmmmmmmMmmemmmmlmumdawmmm
material wiress, crime vicim or missing porson. Wo may disclese the protecied haalth Information of an Inmata or ather parson In lawfid custody to a law

enforcemant officlal or comectional Instiution under circumstances, We may Mpmmmlwnmmnmmmmm
enﬁomthofﬁdslsheap&mmlmmelmhmadmabmmdmtbnmaa&neorhaaaswpﬁ&mnlaw&dwshdy.

Patlent Rights

Access: You have the right to lock at or get caplas of your protectad heatth Information, with limited exceptions. You must make a roquast In wiiting to
ywdodwbwuae:ubmmmma&h rdnm!bn.\'aumydumuwmwmmgmammbmecmnmwﬂlmhmmn
you want coplos ratied to you.

Aeeounﬂnadmdmo YwmmmmmmalMdmanm%mm mmwm
information {or purpeses. qlher than troatmsnt, payment, healihcare operations and cestaln other getiviges 20003. Afler the accounting
wﬁlbemmformmw(e)mw&mmvﬁamﬁhﬂwdahm%mmmdm namoafmoasmnor to whom we

your protecied hegith , a description of the protecied health information wo disclosed, the reason for the disclosuro, and oestain thar

Information,
trbmaﬁmﬂ ﬁstmﬂmmnama%mw.mmaydwumamm cost-based foa for responding to these addional
o ot 5ot o o . oo o o o S

Restriction Requasta:. You hava the o request that we place additional restrictions.on.our. use or disclosure of your protecied information.
Wo are not required to agree to mm%w!fmdo.mwﬁlabmmwemmm(mmhanWmlmmmmmmaym
to a reques! for additional restrictions must be in writing signed by a person authorized to make such an agreemant cn our behatt, Wo will not bo bound unless cur
agreement is so memorialized (n wiiting.

mmmvmmmmmWMmmmmmmmumww pratectod heath information by

altemative means or to an-altemative location. You misst make your Whmﬁn@%nﬂmo&hmmﬁnbwmm
glismative means mmmmwmmmwmmmtmm

" Questions & Complaints

If you want information about cur privacy practices or have questions of concsrts, plagse contact us al our affice by mal, telophaona or fax,
kubd!mmamhavevldatedyourpﬂvacym wwudbagmowkhadedsimmmmwmbmpmmdmnhw«mm«h

response {0 a taquast you made, complain ta us by compisting our Patient Complaint form. You also may submit a unitten com to tha U.S.
mmmmﬁmmmmwmmmmmmbmmmmmmeu.s.oepamu and Human Services
upon requost

mrdg&&bncmﬁ&wm(vawdmmmdmdmmm Wa will not retaliate In any way Uf you chocse to filo 6. complalnt with us
mmmu&mm and Human Services.

lackuwlodaeMlmcﬁMﬁhMuofPﬂv&meﬂms.andhavamad(orhadthaowoﬂunltytomdulsochomoiandmdmdmonwm

Pareni o Authorizod Represantative (f appiloable)




CHARLES BAIK, DPM
NOTICE OF PRIVACY PRACTICES

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

THE PRIVACY OF YOUR MEDICAL INFORMATION IS IMPORTANT TO US

. Our Legal Duty
We ulred WWWWMMWMM& protected haalth Information, We are also roquired thi
mmg%ﬁ%m:mm and your rights concam! mwdeygdmm mmm ccu:mm pm&ﬁ °

described tn this nofice wh hnhheﬁmmmmmm14.zmmmmdnmaﬁeaunmwemmtl

Wo resarve the the right to change our privacy practices and the tenms of this notice at any tima, provided that such changes are penmittad by applicable law.
Wa resarve tho right to make tha changes in cur privacy prectices and the new terms of our notice effactivo for all protected hisalth Information that we maintaln,
Wrgmhbtmwmmdwwmmmmmdwm

oy may requast aeepyofournoﬁee(orwwbmmmmm)mwﬂm&memﬁmﬂmmWMmm«mudmd
wpmdmbnﬁw.mm« cur office.

Uses and Disclosures of Protected Health Information
We may usa snd disclese your protectad heaith information about you for troatmient, payment, and heeith care aporetions.

Following sro examplas of tho typas of usas and disclosures of your protected health care information that moy ocour. These examples are not meant to
be exhaustive, but to desoribe the types of uses and disclosures that may be made by our office.

Troatment: We may use and disclose your protecied heslth information to provide, coondinate or manage your haalihicare and any related sarvices. This
mmmmmmmmdmwmmmawmmmmmw d disclose your protactad health infermation. As nacessary, to
a homs hedlth agency that provides care to you. We will disclose protocted health mmwmmmmmhemmmmm
mﬁmmmmmammmmmmmmmmmm tho necessary information to
diagnose or you.

(n addition, we may disclose your protacted heaith information from imo to tma to ancther physician or health care provider (e.g., a specialist or laboratsry) who, at
tho requaest of your physician, becomes involved in your care by providing assistance with your hestth care diagnoals or treatment to your physician,

mmomm%mymwdwm as naedad, your protactod health information in onder to conduct certaln businass and operational
hm but are not limited %o, quailly assessment activitias, employes review activities, tralning of studsnts, licensing, and canducting or

For exampls, wa may usa a sign-in sheet at the mmﬁondesk.mmwuwmbonﬁodsnmnamo.Wemyﬁsocaﬂmbymmamm
wammm mdmay&mmhmwmmmmmmmmrpWMMmmm canigct you by telephonoe or mail to
remind you of your

Wo will share Information with third parly “business assaciates” that varisus gctivitles {(a.g., for the
mwmmmmmwmﬁmmam nvdm&:eusewmmmw Mﬁm mmgmmm
mmmmwmmmmdmmm th Information.

Womymorasdmtgxr tbhtbumﬁm 8s necessary, (o provide you with information about treatment aitematives or
heaith-related benefils may be of intarest mmﬂ&mmmmwumﬂbmmammnwm
and other services we affer, %wmmmmm products or senvicas that we belleve may be beneficial to you, You may contact us to request
that these materials be sent fo you.

Usas and mmmmmnmmwmmammmmmumwm
your authorkzation, unlsss ctherwise parmitted or required by law as described below.

Youwghmz&mmﬂm%nbmmw mwbmﬂbﬁmwwpmwmdgmmm
reveko time. Your revecation affect any use cr disclosures panmitted authorization whis it was in effect. Witheut
m:'m%mm %mh«aﬂheammmmnm?&asdwmmm your

Othars Involved In Your Koaith Care: Unlass you objoct, we may disciose to a member of family, a relative, a dosa friand or any cther persen
tdontify, mmmmm r&s M‘shvdvau?w %m" mu:mbn%ewﬂedbmxu

disdlositre, wo such Informatisn as ammmnbmmmmm professional judgmeant. Wo use
ro. %Mﬂbnoﬁyw % mmmmammmwhww%mg
mmmm daath.

Markoting: Wo may useo your protocted heaith information to contact you with Information about altamatives that may be of interest to you. We
may disciose your mmmmxWmammnmmmmwvw@mmmmmmmwwmwam
mwslemwtnmmb&M&udeﬂumwmmdmmmmmwm&muuwm

Rosoarch; Death; Organ Donation: We may use or disdose your protested hesith information for research purposes In [imited circumstances, We
discloso the protected heatth information of a decoased person wampmmmmf.mam«mmmommw
certain purposes.

Public Health and may disclose your prolected Informaticn to the extsnt {o avert o serlous and imminent threat to
health or safety, uhm%dmmWMmmm mmfmﬂmbawvmmntmwmmto mm&
system or govemment programs or its contractors, and to public health authortiies for public health purposes.

Woe may mmrwmm:mmmamummmmmwbymummaau
m«mlnmwa disclose your protected heallh information f we beflava that havshmavbﬂmda&mnegbd domastic violenco
&mwmwmmm wmm:om mmmwulnmmmmmm made conslatent with the requirements of appumw



