CCACw Pan Asian Volunteer Heaith Clinic

Patient’s Demographics and Authorization

Date: (mm/dd/yy)
Patient Demographics 7 & 1 A5 &
Family Name #%: Middle Initial Name in Chinese Chartacter
First Name %&: P4 E: Sex(H 5 ): M F
Date of Birth i & A/ 8/ % : SSN #:

Marital Status &&-4m4% 5% () Single ( YMarried ( )Widowed ( )Other

Address #hk:

City #8577 State M: Zip #f 4 _
%3 HomePhone: { ) Can we leave message 8 %? ( )Yes ( )No

Work/ Mobile: | ) Can we leave message @ 5? ( )Yes ( )No
Email: Can we send you information on PAVHC 8 £7? () Yes ( )No
Pharmacy(# & %) :

Pharmacy Address( 2% & s ik):

Pharmacy Tel.( # & & %): Pharmacy Fax (% Z 1% A):

The Authorize PAVHC to share health information to your reprehensive person?  # iR & AR F
&JIT1E & ()Yes ()No

If yes, name of individual ; Relationship with patient

Email: Tel:

Emergency contact name & phone number, different from home JE B 2 ¥ & W& A

Name 4 % Phone & % Relationship Ff 1%

Signature of Patient /Authorized Representative

Print Name

Public-PAVHC-New Patient Package-Eligibility-PAVHC New Patient Forms-Name Patient Intake Form



MEDICAL HISTORY
AL DOB !

Past Medical History and Review of Systems
Please circle the problems you had before or have now:

HBE S B QNI 2 FE I

1. High blood pressure & sa /& 17. Hay fever #& 3 s 33.irradiation # 41 i&6 %
2 Diabetes i A 4% 18. Abdominal pain HiL#% 34, Headache #a4%

3. Cancer #%4 19. Indigestion # 1L 7 K 35. Kidney disease % i 5
4. Heart disease U By 20. Nausea °&~w : 36. Kidney stone K # 5

5. Chest discomfort #9387 i) 21. Vomiting vEulk 37. Urinating problem & fk fo] &8
6. Shortness of breath #.e% 22. Constipation {f 4 38. Arthritis B #f X
7. Swollen ankles B Al 23. Diarrhea M8 39. Low back pain  # #
8. Dizziness 8§ i 24, Blood in stool 1% f& 40. Skin disease & 5 /%
9. Palpitation {3 25. Peptic ulcer i#j 16 M % 55 41. Blood disorder . #
10. Frequent urination 38 /& 26. Weight loss 4% & /% 45 42. Venereal disease 4%
11. Rheumatic fever /&, ifk 2 27. Hemorrhoids 7 45 43, Anxiety & 84

12. Asthma w4 v 28. Gall bladder disease A% 4 7% 44, Depression & 4 /&

13. Bronchitis & & & 29. Colitis X 8% £ 45. Anemia % fo.

14. Pneumonia #ifi & | 30. Hepatic desease i /3 46. Gout & &,

15. Persistent cough A V% 31. Change in bowel habit A2 & 1 20 ¥

16.7.8. 4 %5 32. Thyroid disease P Jk If & 45

Others Jt 4t

Allergies to Medications, X-Ray dyes, or Other Substances ?

Py XAMBH X L8 s B8 7 Yes % No fik
Name of medicine Type of reaction
&4 4 44 B AR

a

Regular medication ( name and dosage) 8 H kM 2 8 2 & &

Operations % 1 2 F 4l

(next page please ) 354 T &



Do you smoke i 4d1¥% ? No A0
Yes 450 » packs/day # X ¢ £

Do you drink #5°%35% ? No 70O
‘ Yes £ [0 * how much/often $& & /:k $k

Immunization history and preventive medicine 7 % 448 & TAlH B S ieéf ¢

Pneumovax Al X J% & No &[] Yes [ | » When {s0% ?
Flushot #/7H& & No &[] Yes#[J » When {73 ?
Hepatitis B: B AT % No &) Yes®[] » When 41§ ?
Tetanus % 4% R, No &[] Yes A ]+ When 8% ?

The most recent date of the following exams % AT 558 T 5|4 & 7

Pap smear F % SRk R Breast exam JLERE
Mammogram i, % 4 %5 Stool for blood A {® % .
Prostate exam i A& __. Cholesterol check A& __

Family History £k & &
Has any member of your family ( parents, grandparents, siblings ) ever had the followings ?
i B LB LG EH T ARG

liness Family member Age of onset
b 2R M1 A9 -

Cancer (type ) J&/& (48%8)
High blood pressure & (o /i

Heart disease < b #%

Diabetes i fk 4%

Stroke ¥ 7,

Mental disease # 3} 5 7%

Bleeding disease # ik 5%

Others £ 4

Signature % % ] Date 8 # :




Authorization for Use and Disclosure of Medical Information
For eClinical Works

I, [INSERT NAME OF PATIENT], a patient at CCACC-Pan
Asian Volunteer Health Clinic (“My Clinic”) understand that eClinical Works is a computer-
based health information exchange comprised of member healthcare providers like My Clinic
(members of eClinicalWorks are called “eCW Members™) whose purpose is to provide improved
health care to individuals like me by allowing providers who treat me to have access to my
medical records. I understand that, unless I notify My Clinic that my medical information may
no longer be shared with eClinicalWorks, my medical information (as defined below) will be
provided to eClinicalWorks and will be available to eCW Members for purposes of providing me
with health care services as further described below, and as otherwise may be permitted by law.
However, I understand that even if I notify My Clinic requesting that my medical information no
longer be shared, my medical information will continue to be available to eCW Members
through eClinicalWorks in certain limited situations as permitted by law (for example, in order to
avert a serious threat to the health and safety of myself or others).

o Purpose of use or disclosure of my medical information. I am authorizing the sharing of
my medical information with eClinical Works, which allows eCW Members to more
easily share my medical inforation, as defined below, for the purpose of providing me
with health care services. _

o Information that is covered by this Authorization. This Authorization covers information
about me that is created or received by My Clinic, as well as other eCW Members, in the
course of providing health care services to me, including but not limited to medical,
personal and family household informnation (together called ”my medical information™).
This Authorization also covers medical information that eCW Members receive from
other providers. -

o Who may receive, use, or disclose my medical information. ] am authorizing only
eClinicalWorks to receive, use and disclose my medical information among eCW
Members, including their staff, This Authorization does not allow the disclosure of my
medical information to individuals or entities other than eClinicalWorks and eCW
Members, except as otherwise permitted or required under federal or state law.

o Term of Authorization. This Authorization will remain in effect, unless revoked by me,
for a period of ten (10) years from the date I sign this Authorization or any shorter period
that may be required by law.

I understand that I may at any time make a written request to My Clinic, or any other eCW
Member, to inspect or obtain a copy of my medical information and that the eCW Member will
either contact me for a convenient time to inspect or copy my medical information or provide me
with a copy or summary of my medical information. I further understand that I may obtain from
My Clinic or any other eCW Member a complete list of eCW Members. I understand that a copy
of this Authorization and a notation concerning the persons or agencies to whom disclosure was

made shall be included with my original health records.



I understand that the medical information disclosed under this Authorization might be
redisclosed by a recipient and may, as a result of such disclosure, no longer be protecied by law
to the same extent as such medical information was protected by law while solely in the

possession of the eCW Member,

I understand that I may refuse to sign this Authorization at any time for any reason and that my
refusal to sign this Authorization will not affect the commencement, continuation or quality of
treatment of me by My Clinic or any other eCW Members, unless otherwise permitted by law.

I understand that eCW Members will not sell or receive compensation for the use or disclosure of
medical information that is identifiable to me.

I understand that I may revoke this Authorization at any time and that such revocation will not
affect the commencement, continuation or quality of treatment of me by eCW Members. In order
to revoke this Authorization, I understand that T should submit to My Clinic or any other eCW
Member a written request to revoke this Authorization. The revocation will be effective upon
receipt by an eCW Member of my writien request to revoke, except to the extent that action
already has been taken in reliance on this Authorization.

I have read and understood the terms of this Authorization and I have had an opportunity to ask
questions about the use and disclosure of my medical information. Accordingly, I knowingly and
voluntarily authorize any eC'W Member to use or disclose my medical information in the manner
described above. I understand and agree that this Authorization applies only to the extent that an
Authorization is required by law in order for eECW Members to use or disclose my medical
information in the manner described above.

I understand that I can notify My Clinic or any other eCW Member at anytime of my wish to
revoke this Authorization and no longer share my health information electronically.

Signature of Patient Date

If the patient is a minor or otherwise unable to sign this Authorization, please complete the
following and provide a copy of documentation that authorizes you to act as the personal

representative:

Signature of Personal Representative Relationship Date



CCACC-PAVHC
SUMMARY OF NOTICE OF PRIVACY PRACTICES

This summary is provided to assist you in understanding
CCACC-PAVHC’s Notice of Privacy Practices.

The confidentiality of your protected health information is important to us. This is a summary of
CCACC-PAVHC’s Notice of Privacy Practices, which contains a more detailed description of
how our Clinic will protect your health information, your rights as a patient and our practices in
dealing with patient health information.

Uses and Disclosures of Health Information. We will use and disclose your health information in
order to treat you or to assist other health care providers in treating you, and in order to obtain
payment for our services. We may also disclose your health information for certain limited
operational activities such as quality assessment, licensing, accreditation and training.

Uses and Disclosures Not Requiring Your Authorization. In the following circumstances, we
may disclose your health information without your written authorization:

2]

D

To family members or close friends who are involved in your health care, unless you
object;

For certain limited research purposes;

For purposes of public health safety, or to avert a threat to health and safety;

To government agencies for purposes of their audits, investigations and other oversight
activities; :

To government authorities to report or prevent abuse or domestic violence;

To the FDA to report product defects or incidents;

To law enforcement authorities to protect public safety or to assist in apprehending
criminal offenders;

When required by court orders, search warrants, subpoenas and as otherwise required by
law.

For organ or tissue donations, or to the coroner or medical examiner;

For Workers Compensation;
To Business Associates who may help us with Clinic services.

Uses and Disclosures Based on Your Authorization. Except for the circumstances stated above
and as allowed under the federal Health Insurance Portability and Accountability Act, we will
not use or disclose your health information without your written authorization.

Patient Rights. As our patient, you have the following rights:

[:]

o
@
(2}

To have access to and/or copy of your health information;
To receive an accounting of certain disclosures we have made of your health information;

To request restrictions as to how your health information is used or disclosed;
To request that we communicate with you in confidence;



To request that we amend your health information;

To receive notice of our privacy practices;

To complain to the Clinic or government agencies;

To revoke any authorization in writing;

To obtain more information about our privacy practices.

® ¢ @ ©o 9

If you have a question, concern, or complaint regarding our privacy practices, please refer
questions to the Privacy Officer (Clinic Director) at 240-393-5950.



CCACC-PAVHC

PRIVACY NOTICE ACKNOWLEDGEMENT

I acknowledge that [ have received a copy of the Practice’s Privacy Notice.

Name of Individual (Printed) Date of Birth

Signature of Individual or Personal Representative Relationship if other than patient



Chinese Culture and Community Service Center, Inc.

Pan Asian Volunteer Health Clinic
9318 Gaither Road, Suite 205, Gaithersburg, MD, 20877
Tel: 301-798-6001 or 240-393-5950
Fax: 240-668-9828

FREE CLINIC FEDERAL TORT CLAIMS ACT (FTCA) PROGRAM
Patient Ndtice of Limited Liability of
FTCA Deemed Volunteer Free Clinic Health Care Professionals
Notice to Patients

To be provided
to the individual patient before health care services are provided,
except in emergency cases when notice may be provided
as soon after the emergency as is practicable
or
to a parent or legal guardian when the patient lacks legal responsibility for his/her care under
: State law.

This is to notify you that under Federal law relating to the operation of free clinics,
the Federal Tort Claims Act (FTCA), (See 28 U.S.C. §§ 1346(b), 2401(b), 2671-80)
provides the exclusive remedy for damage from personal injury, including death,
resulting from the performance of medical, surgical, dental, or related functions by
any free clinic volunteer health care practitioner who the Department of Health and
Human Services has deemed to be an employee of the Public Health Service. This
FTCA medical malpractice coverage applies to deemed free clinic volunteer health
care practitioners who have provided a required or authorized service under Title
XIX of the Social Security Act (i.e., Medicaid Program) at a free clinic site or
through offsite programs or events carried out by the free clinic (See 42 U.S.C. §

233(a), (0)).

Certain free clinic health care professionals providing health care services to
patients at this free clinic may be covered by the above Federal law.

Acknowledged: (patient signature)

(patient name, printed legibly)

Date:




E Ny %Azﬁé’] ‘:P e 12,5?-%7?% P15 3

CCACC PAN ASIAN VOLUNTEER HEALTH CLINIC

9318 Gaither Rd Suite 205 Gaithershurg, MD 20877
Phone: 240-393-5950 Fax: 240-668-9828

PATIENT CERTIFICATION AND CONSENT FORM
RARERFEE

I certify that all of the information provided to CCACC Pan Asian Volunteer Health Clinic
(CCACC-PAVHC) is true and accurate to the best of my knowledge. 1 hereby voluntarily consent to
medical treatment by the medical staff and providers of CCACC-PAVHC. 1 further consent to the use

and disclosure of my protected health information for treatment, payment, operations and such other
purposes that are permitted under the federal Health Insurance Portability and Accountability Act
without a written authorization. A copy of this agreement may be used in place of the original, This

authorization is valid until I rescind it in writing.

BFEAAERBEEREATHF LB RBGPILI (7L ) OFH » A LoHp
A B c BELEER L2 EFILBHREBRARIHYNS - KRB EZ LS TRA
Hif 47 B R AR TR 38 45 & B 4% 7k % (Health Insurance Portability and Accountability Act)#7, 5€ 64

BERN HTHR MR FHARGEY  BBRNEABREN  AEE2AEKF -
BREE - BHRABENBIARBHERE N - ERXMAEARNE BT HFHERZAT
—HAM -

Signature of Patient or Parent/Legal Guardian Date
BARL TR FEREMARS B#

Print Name ( E# )

ConsentForm CCACC-PAVHC May 2009



Printed Name of Personal Representative  Staff Signature/ Title
Strategy for urgent and emergency situations

Since PAVHC mainly takes care of chronic medical conditions, whenever patients have urgent
or emergency situations, please be advised of the following strategies:

1. In case the patient needs to be seen before the next scheduled appointment, our manager
will arrange the patient to be seen at the earliest available appointment,

2. Ifthe patient’s condition is relatively urgent, he/she should see the local practitioner or
urgent care at his/her own cost. A list of doctors can be found from the local yellow page

Or newspapers.

3. Ifthe patient’s condition is a life threatening emergency, he/she should call 911 or go to
the local emergency room at his/her own cost.

JH : Bk RiIE

BN RS REANZER  FEMBAFHARETAZ KA FHRUTEHA
32,

1 #R/FERAT —RAHZNAY MBEESRPRERTT Y.

2. EEEAETES - TR ALA K Urgent care clinic % (THEH RRAKE
M) FRABATRE-

3. ZBmBABRAAGAER  HiT Ol SBMEZALERE R ATAE -

5% B R EB K4, Signature of Patient or Relative





