Destination Care

FAMILY MEDICINE

PATIENT INTAKE FORM

English & Vietnamese

Fields with * are required ( Nhirtng phan cé dau * can phai dién )

PATIENT DETAILS (THONG TIN BENH NHAN)

Last Name*: First Name*: M.I:

(Ho) (Tén) (Tén Iot)
If minor, name of responsible patient:
Néu la tré vi thanh nién (dwai 18 tudi), ghi tén cha/me/ nguwdi chiu trach nhiém

Date of Birth*: Gender:O Male (nam)o Female (NUP)OOther (Khac)
(Thang/Ngay/Nam sinh) (Gioi tinh)

Social Security Number*: Driver License #*:

(S6 An sinh Xa hoi) (Sé bang lai xe/ ID)

Street Address*: Apt/Suite #
(Pia chi) (Sé Can ho)
City*: State*: ZIP Code*:
(Thanh phd) (Tiéu bang) (Ma bwu dién)
Home Phone: Mobile Phone*:

(Bién thoai nha) (Bién thoai di dong)

E-Mail:

Ethnicity/Race: Occupation

(Dan toc/Chung téc) (Nghé nghiép)

Primary Language:OEnglishOSpanishOVietnameseOOther:
(Ngbn ngi¥ chinh)

Marital Status:OSingIe (Boéc than) OMarried (Pa két hén)ODivorced (Ly hén)
(Tinh trang hén nhan) OSeparated (Ly thén)OWidowed (Goa)

EMERGENCY CONTACT (LIEN HE KHAN CAP)

Emergency Contact Name*:

(Tén nguwdi lién hé khan cap)

Address*:

(Pia chi)

Relationship*: E-Mail:

(Méi quan hé)

Home Phone: Mobile Phone*:

(Pién thoai nha ) (Pién thoai di dong)



PREFERRED PHARMACY (NHA THUOC)

Pharmacy Name: Phone:

(Tén nha thubc) (Pién thoai)
Street Address:
(Pia chi)

City:

State: ZIP Code:

(Thanh phd) (Tiéu bang) (M3 bwu dién)

PRIMARY INSURANCE POLICY (BAO HIEM CHINH)

Primary Insurance Company:

(Céng ty bao hiém chinh)

Member ID #: Group #:

(S4 ID bao hiém) (Sb Group)

Primary Insurance Type: O HMOO PPOOMedicareOOther:

(Loai bao hiém chinh)

Insurance Policyholder: OSeIf (Ban than)OSpouse (Vo’/Chéng)OChild (con)

O Parent(Cha/Me)O Self Other (Khac) :

(Nguwoi ding tén hop dong)

Policyholder Name: Date of Birth:

(Tén ngwdi ding hop ddng) (Ngay sinh nguwoi dirng tén)

SECONDARY INSURANCE POLICY (IF ANY) ( BAO HIEM PHU (NEU C0))

Secondary Insurance Company:

(Cong ty bao hiém phu)

Member ID #: Group #:

(S6 1D bao hiém) (Sé Group)

Insurance Type:O HMOOPPOOMedicareOOther:

(Loai bao hiém)

Policyholder Name: Date of Birth:

(Ho va tén ngudi ding tén bao hiém phuy) (Ngay sinh ngwoi dirng tén)

PATIENT CONSENT (PONG Y CUA BENH NHAN)

By signing below, | hereby acknowledge, agree, and authorize all of the following:

a)

b)

Accurate Information. | certify that the information provided on this form is accurate, complete,
and up to date to the best of my knowledge.

Patient Rights and Responsibilities. | understand that the healthcare facility maintains a Notice
of Privacy Practices, which describes how my protected health information may be used and
disclosed, and how | may access my health records. | understand that | have the right to review
this healthcare facility’s Notice of Privacy Practices prior to signing this form.
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d)

e)

Release of Medical Information. | authorize the release of my health information to the
healthcare facility in accordance with the healthcare facility’s Notice of Privacy Practices. This
includes, but is not limited to, releasing medical information to my referring physician, primary
care physician, and any physician(s) | may be referred to. The healthcare facility shall ensure all
health information remains confidential, as required by HIPAA, and will not release any of my
health information without my consent.

Consent for Treatment. | grant the healthcare facility, including its affiliated providers,
physicians, and other medical personnel, permission to use the health information provided for
the purpose of my medical treatment as necessary.

Consent to Communication. | consent to receiving communications from the healthcare facility
regarding appointment reminders, test results, and other necessary healthcare-related
information via phone, email, or channels.

Acknowledgment. By signing below, | hereby acknowledge, agree, and authorize all of the
above, and | authorize the healthcare facility to retrieve and review my medical history and
authorize the healthcare facility to release the information required in obtaining procedure
authorization or the processing of any insurance claims.

Bang viéc ky tén dwéi day, téi xac nhan, dong y va cho phép tat ca cac diéu sau:

a)

b)

d)

e)

f)

Théng tin chinh xac: Toi cam két réng tat ca thong tin cung cap trong mau nay 1a chinh xac, day
dd va cap nhat theo kién thire tét nhét cla toi.

Quyén va Trach nhiém cda Bénh nhan: T6i hiéu réng co s& y té nay duy tri Théong bao vé
Quyén riéng tw, mo ta cach théng tin strc khde duwoc bdo vé cla toi cé thé dwoc st dung va tiét
16, cling nhw cach t6i cé thé truy cép hd so strc khde clia minh. Téi hiéu réng téi c6 quyén xem
Thong bao vé Quyén riéng tw clia co s6' y té nay truéc khi ky mau nay.

Giai ph6éng Théng tin Y té: Toi cho phep CosGy té s dung va tlet 16 thdng tin strc khde cua toi
theo Thong bao vé Quyén riéng tw cua co sd'y té. Diéu nay bao gébm, nhung khong gigi han,
viéc cung cap thong tin y té cho bac sT gidi thiéu, bac sT cham séc chinh va bat ky bac s nao ma
t6i co thé dwoc gidi thieu dén. Co sd y té sé dam bao tat ca thong tin strc khde duoc gilr bi mat,
tuan tha HIPAA, va sé khong tiét 16 bat ky thong tin strc khde nao cla téi ma khéng c6 sy déng y
clia toi.

DPong y diéu tri: T6i cho phép co s y té, bao gdbm cac nha cung cép dich vu lién két, bac siva
nhan vién y t& khac, str dung théng tin strc khde dwoc cung cap cho muc dich diéu tri y t& cla toi
khi can thiét.

DPong y lién lac: Toi ddng ¥ nhan cac thong tin lién lac tir co s& y té vé nhic nhé cudc hen, két
qué xét nghiém va cac thong tin lién quan dén cham séc strc khde khac qua dién thoai, email
hoac cac kénh khac.

Xac nhan: Bang viéc ky tén dudi day, tdi xac nhan, ddng y va cho phép tat ca cac diéu trén,
ddng thoi cho phép co sé y té truy xuét va xem xét lich stv y té cla tdi va cho phép co sd 'y té tiét
16 thong tin can thiét dé dwoc chap thuan tha tuc hodc x ly bat ky yéu cau béo hiém nao.

Disclaimer: Thank you for your interest in being a patient of Destination Care. This form is used to collect
information about new patients and used for internal purposes only. The information you supply is
confidential and will be treated accordingly.

Tuyén b mién trir trach nhiém: Ching téi tran trong cam on Quy vi da quan tdm dén viéc tré thanh bénh

nhan cta Destination Care. Mau don nay duwgc si dung nham thu thap thong tin ctia bénh nhan méi va
chi phuc vy cho muc dich quan ly ndi bo. Moi théng tin quy vi cung cap sé dwgc bao mat tuyét déi va xt
ly dung theo cac quy dinh vé quyén riéng tw.

Patient Signature: Date:
(Chir ky cia Bénh nhan) (Ngay ky)
Print Name:

(Ghi Ho va tén)
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