Sun Kim M.D.

5832 Beach Blvd Suite #213 Buena Park, CA 90621 Phone (714)752-6835 Fax (714)752-6842
Patient Demographics (2t Xt & £2)

Male('d)/ Female(®])

Legal Last Name (&) Legal First Name (0| S) Legal Middle Name Birth Date(& H & &) Gender(& &)
Permanent Address (F=2~) Apt#  City (= Al) State(=) Zip(REHSF)

Home Phone # (M3t S) Cell Phone # (R CHE) Race/Ethnicity (21 &)
Social Security # (A& HS) E-mail Address (O] 0l & Language(& )

Emergency Contact Information (H| 4 SH&t X & &)

Single / Married / Divorced / Widowed
Marital Status (Circle One) Spouse Last Name (Ui S Xt A) Spouse First Name (Bl S X} 01 8)

Emergency Contact Name (2 S At 0| &) Emergency Contact Phone # (2 S At &+ H) Relationship (2 X+ 22| 2 H])

Physician Name (Z=X| 2| 0| &) Location (X2 H& 2 Xl) Phone # (=XI2| &3}
Pharmacy Name (JtAl= 24=20[|8) Address (2= 4) Phone # (&= A3PHS)

Patient Health History (2t X} 212 0| &)

CHIEF COMPLAINT (&AL

ALLERGIES (&2 277} Lot o'l S/ 14| B o] 54 1)

IF NO allergies, check here L1 (@l 27]7} gloA| W oI 7)o A T3] T4 2)

MEDICATIONS (=-8-3}a1 A4l oF (dkeF, dgAel, 55) ol

il
o

B o] FA L)

IF NO medication, check here L] (= A]= oFo] gl oxjm of 7)o A T3] T4 L)
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Signature (M &) Date(< M)
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Genitourinary History
___Blood in Urine & =
__Bladder Cancer 22 &
___Incontinence R& 2

__ Erectile Dysfunction EP R
__ Gout &S

__Kidney Stones MEBA
__Kidney Cancer &1 & ¢t
__ Prostatitis ¥ &l & &

__ BPHEZ & HIUS

Personal History ¥ &
___Diabetes &=

__ Hepatitis 2+

__High Cholesterol D 2| AHIZ
__High Blood Pressure 10 & &
___Low Blood Pressure & &
__Stroke &3

___Asthma & 2]

__Bronchitis 712X S

___Renal Disease &/ & & &t
__Thyroid Disorders 2 &t & &t
___Chronic UTI 2t4 22t

_ Arthritis 28 &

__Anemia /'€

__HIVOIoI=

___Others:

Family History7}%¥
__Prostate Cancer A §41¢F
__Renal Cancer »17-¢t
___Bladder Cancer 3349}
__Testicular Cancer 12.3+%+
__Heart Disease g g
__Stroke HE%5/%%
__High Blood Pressure iy
__Diabetes &
__Kidney Disease 2174 3k
__ Bladder Stones 8 =74 4]
__ Others:

Patient name:
DOB:

MEDICAL HISTORY

gol e Al As) AL, AA7E qF Hojglew, Ae e Sl glld

Surgeries < °|g

__Tonsillectomy H =4 4=
___ C-Section A4 H
___Knee Surgery 5%
__D&C Y=
__Laparoscopy 577 A A

___Appendectomy "=

___Hysterectomy A}-s-4 &%=
___Hernia Repair &3<=
___Gallbladder Surgery Z 714~
__Vasectomy A #5=

__ Colonoscopy tl-gu] A1 4
___Tubal Ligation A& &<
___Shoulder Surgery 17l =
___ Other:

Social history 4&&%
Tobacco Use FA A4
__Never Smoke i %= <
___Former Smoke #} A ol 3 <
___Current Every day Smoker
AR md
___ Current Some day smoker
A 71aA 3

Alcohol Use &5 o &

__Yes mk4l A, ®ol)
__No " A] &+
___Prior History of abuse

A FLES

Caffeine Use 7}3¢1 A3 A&

___1-2 cups/day 3} 1-2 =&
___Over 3cups/day a7 37+o] 4
_ No "I A] 25

Marijuana Use v}2] 3} A&

_ Yes A}-&3t

No AH-517 8-

Sun Kim M.D.

General

__ Fatigue 3 =7¢

__Night sweats 2] %

__ Chills &3

__ Weight Gain A %<7}
Weight Loss A 5 7F4

gl

___Vision Loss A] & A 3}
___Double Vision A
Ear, Mouth, Nose and Throat
___EarRinging ©1
___Nosebleeds 73]
__Hoarseness 54 ol
__Decreased Hearing d 2 #] 3}
Respiratory
__ Chronic Cough 7Hd 713
__ Wheezing B8 AL ()
__Difficulty Breathing & &<
Heart
__ChestPain 7I5 %%
_ Murmur A 33
__Palpitations 4 Al 71 5
Gastrointestinal
__ Constipation ¥ H]
__Diarrhea A A}
__Vomiting &
__Rectal Bleeding A
__Nausea W 272
Muscular-skeletal
__BackPainoicls3&
__Joint Pain ¥4 %
___Joint Swelling ¥4 5%
Muscle Weakness < #] &}
_Muscular Pain 2 &S
Skin
__Ulcers 3] 5-#|
___Rash ¥zl
___ltching 7}& &
Lesions I -1 A
Neurologlcal
__Dizziness 1% & &
__ Seizures 7+
___Tremor 4<%
M
__Anxiety B-<¢H7¢
__Depression 3235
___Mood Changes 7] &1 3}

5832 Beach Blvd Suite #213 Buena Park, CA 90621 Phone (714)752-6835 Fax (714)752-6842



Patient Financial Responsibility (2t X} 1 &
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(Initial) | understand that my insurance contract is between my insurance company and me. It is the
responsibility of the patient to know and understand their medical insurance benefits. If my insurance has not paid my
claim within 60 days for the date insurance was billed, | will be responsible for payments. | also agree that | am
responsible for any charges that my insurance company will not cover. | understand that failure to pay my account or
make suitable financial arrangements may result in my account being placed in a state of delinquency. If this becomes
necessary, | agree to pay all collection fees, which include but are not limited to collection fees, court fees, attorney fees,
and any other fees for the collection of my account balance. If your account is sent to collections, there is a possibility
that you may be discharged from the practice.

| hereby authorize the physician to release any and all information necessary concerning my diagnosis and treatment
for the purpose of securing payment from my insurance company; and thereby authorized payment of the insurance
benefits directly to the physician for any services rendered that are not paid for directly by me.

32} o] F = B3 A} o|F (Patient Name)

X
3z} == B.52 A9 (Patient/Guardian Signature) 34 (Date)

Sun Kim M.D.

5832 Beach Blvd Suite #213 Buena Park, CA 90621 Phone (714)752-6835 Fax (714)752-6842

HIPAA Compliance Patient Consent Form
(HIPAA R &0 [E X B2 BS =9N)

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.



The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your signature
that you have reviewed our notice before signing this consent.

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or
healthcare operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement.
The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of the information for
treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially
anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a
revocation will not be retroactive.

By signing this form, | understand that:

® Protected health information may be disclosed or used for treatment, payment, or healthcare operations.

e The practice reserves the right to change the privacy policy as allowed by law.

e The practice has the right to restrict the use of the information, but the practice does not have to agree to those
restrictions.

e The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.

The practice may condition receipt of treatment upon execution of this consent.

MESSAGES
May we leave a message on your answering machine at home or on your cell phone? YES/ NO

(A 87k gkl 54 mAAE dAE HAFU7E)

RELEASE OF INFORMATION

| authorize the release of information including the diagnosis, records, examination rendered to me and claims
information. This information may be released to:

Spouse:
Children:
Other:

This consent was signed by:

Patient’s Name (2t X} 0| §): DOB (A€ ):

Signature (A} A4 4): Date (& #}):

Sun Kim M.D.

5832 Beach Blvd Suite #213 Buena Park, CA 90621 Phone (714)752-6835 Fax (714)752-6842

Medical Records Release Form
EEREESEER

e
=

Legal Last Name (4) Legal First Name (°] &) Legal Middle Name Birth Date (A'd



Address Apt # City State Zip

| hereby Authorize and request you to release my medical records to:
Sun Kim. MD
5832 Beach Blvd Suite#206
Buena Park CA 90621

Authorized Signature (~]3) Date (€%)

OFFICE USE ONLY:

Please release my complete medical history that is in your possession concerning my diagnosis

and/or treatment during the period from:

To: (Name of Facility)

Address Apt# City State



