@ Garfield Health Center

210 North Garfield Avenue, Suite 203, Monterey Park, CA91754

(626) 307-7397

Patient Information

Name ( Last, First Middle) & A4

Date of Birth H 4 B #f

Soc Sec # R AL RZ5REE

What was your sex assigned at birth?

What is your marital status? 4 4 9% 38 K 55 20 4] 2

UR S 4 B 1 R 2 B2 [] singe®& [ ] married B85
(] male Bt% [] remale %1% [[] Divored/Widowed 1%/ {%
What is your gender now? {RIRZEBIH4E I 2 HE?
[] male Bt% [] Female %% [ ] Transgender Female-to-Male &5 ( 2 )
[:] Transgender Male-to-Female Et£ 5l ( %) D Other H i [] 1 prefer not to answer $E4BEI1Z
Address (Street) Hutit (#738) Apt # (B 55 18) City, State, Zip 3, M, R
Home Phone R &% Cell Phone FH#EEE Emergency Contact RS M A Relationship BA{& Phone Number &%
Employer TEA T4 Occupation B ¥ Work Phone THEATESE
Race & & Language &S

Asian Hispanic . J . e Unknown English Cantonese Indonesian Thai Other

TNA  EHEFA CUveAmerican indianBHEERA ®40 | ®x  BWRE  ORE  RES Hft
Multi White : : Other Spanish Mandarin Vietnamese Korean Japanese
f - - -

B & 1 Black of African American & A i I O 5E s J o .

Sexual Orientation £ HX[A]
Straight/ Heterosexual Gay/ Lesbian/ Homosexual Bisexual Don't Know Refuse to Answer
B EER BRMR, xRtRKFREME gHae THE BREOZE
Vetaran/Military A Interpreter needed? BEEHZH? Ethnicity FE &
No &~ Yes = No & Yes & Hispanic/Latino Not Hispanic/Latino
Disabled B Advance Directives 4 BiI#E 7R Homeless &R Tl k5 / EEH
No & Yes 2 No & Yes 2 No &~ Yes 2

Spouse Information . . _
Spouse's Name (Last, First Middle) B2 {5 24 & Spouse's DOB Ec {8 H & B #] Spouse's Soc Sec # B {1t iR &

Spouse's Cell Phone # EC{R F# RS

Spouse's Work Phone T2 B B 5%

Spouse's Employer BB TE AT &1

|Spouse's Occupation Hc {&H 3

Income Information

Family Size KEAH

Entire Household Monthly Gross Income KEf B KA

[ JRefused to Answer $E£BEZ

TODAY'S DATE:




@ GARFIELD HEALTH CENTER

GENERAL CONSENT

I hereby request and consent to all diagnostic procedures, including CHDP examinations, X-rays, blood tests, medical treatments, including
immunizations and dental treatments deemed advisable by the professional staff of Garfield Health Center (GHC).

I acknowledge that I have read this consent form and understand its contents. I have had an opportunity to discuss it, and any questions I have
had, have been answered to by complete satisfaction.

Being the parent or legal guardian of the minor patient, , I consent to the above procedures being
performed, my signature hereunder, shall be full and sufficient authority. Should the need arise to perform services not set out above; GHC
may obtain consent by telephone or by letter granting such consent.

I consent to be contacted by mail, e-mail, telephone (including a cell phone number), and text messages regarding any matter related to my
account by the practice or any entity to which the hospital assigns my account. I also consent to the use of any updated or additional contact
information that I may provide by the practice or any entity to which the practice assigns my account, as well as to the use of technology
including auto-dialing, pre-recorded messages, and/or automated text messages in contacting me.

AUTHORIZATION FOR MEDICAL RECORDS RELEASE/REFERRAL AND ASSIGNEMNT OF BENEFITS

I authorize GHC to release my medical/social information to persons or agencies directly concerned with and engaged in carrying out a
treatment plan for the patient. Also GHC may use and release any part of my medical records necessary to the process of billing third party
payers for services rendered on my behalf. I clearly understand that all my information will be kept confidential. I understand that this
information will be used to review, investigate, or make payment of a claim, and to review records for quality improvement initiatives, audit
compliance, utilization management, and complaint resolution.

I authorize payment directly to GHC for all medical benefits otherwise payable to me under terms of my insurance. I understand that I am
financially responsible for all co-payments, co-insurance, deductibles, and non-covered services. Overpayments on any GHC account may be
applied to my patient balance. A photocopy of this authorization shall be considered as effective and as valid as the original.

[ESS

BAE UL TR FE L H Garfield Health Center (GHC) HIH 3 A\ BAHUSATARV2EMEFR - G115 CHDP 8% » X tie®E - il - 86
B HEMERE RN RIeR -

AANREHEEENSLCHBALFEES - RABEER > LHHEMEETCEEEREEER -

B BARREEENBEEEEA  RAABBEENT LIMER - MRFBERLAALR
5 YRR ; GHC n LS B & T A EREE -

R E BRI RS - TSR b - BT EG o EE (EETRIRES) DU RETT XN A N EFAE =
PRETEEH - SRR ERAVRIEE R - AALEE T EAREROEMEREE - EhEBERSE - FARR - gGBEENEFE
BARE -

BRIRESC SR P HE 54T / W2 FI R AR A

A NIZHE GHC R ERAVEE R /1 22(5 BB HI T /A FE T BRI A S0 - L5 - GHC o] DURFRA A RERBUEST B R AV B FR S0 8%
=T RCE TS - AR HOMNEROAA RS BERHGRE - RTMELEERGRANESL > #E, SRR M
FEHRESUERS - oM BRI -

BN E RS AV R E 4 GHC > SRIBREIRIBRFICIAIN AN - RIAABRAREKIEFABRE RS, BRMREREEH,
EHEEH (BA%H), EAEENRBER - £ GHC IRSTEEHRMN TS EANAANEAGREE - ZIREAEREIRAERE R —
R -

X
Patient or Legal Guardian Signature Date

Full Name (print) Date of Birth Relationship (if applicable)



@ GARFIELD HEALTH CENTER

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

AL PRBIHE S A&

Patient Name 5 A 2 44:

(Last Name %) (First Name #%°7) (Middle H[544)

Date of Birth 144 [ Hf:

By signing this form, I am acknowledging that:

I am either the patient or the patient’s legal guardian or personal representative;

I have received a copy of the “Notice of Privacy Practices” for Garfield Health Center

I have received Garfield Health Center’s Patient’s Bill of Rights in a language I can understand;

I understand that I may contact Garfield Health Center at any time in the future if I have questions about
the content of the Notice of Practice and/or the Patient’s Bill of Rights.

B FEF IR » BEEA

o  HEIWABURAREE B ASE AR,

e  FUiF| Garfield Health Center H“FEFL(GEIME RIA;

o FU4FE Garfield Health Center FYFEFAZ B IRAEFEHGE S

o FAIEIFTLIEI4E Garfield Health Center YR FE R RGIMERSAIER N AENIAN S H (E5E
.

Patient Name J5 A\ 244

Patient Representative j5 A {{F

Signature %%

Date HHfA




Past Medical History

Date ( Hi#): Name (#:45):

PEESTEE

DOB (4: H H):

Past Medical History: Have you had any of the following? it 237 52 : 545 ¥ &84 1 AF AT LA R 75 521§ 2

[JSevere headaches 3158

[JGlaucoma & ¢:R
[JEpilepsy (seizures) /i [ Stroke £ /&,
[] Asthma i
[(JCOPD or Emphysema COPD =i fifi il
[IDiabetes fE R U Anemia 11
[JUlcer 345 [] Cancer J&4iE
[JRadiation treatment to head/neck

S /SR B TS VR

[J Tuberculosis (TB) 454% %
[ Close contact with a person who has TB
B 45 %00 B9 N B D) 4 Al
(] Are you foreign born? AEE 4N 47
[] Thyroid problems FH A fig 5 &E
[ Heart disease — specify
LR — 2R

[] Rheumatic fever J& &2
[] High blood pressure = ({11 E&

[ High cholesterol & fifs [
[] Blood clots (lungs/legs) I3 (fiiak/i)

[J Losing urine (pee) when you
cough/sneeze/laugh

CEGEILL PN SR
[] Getting up frequently at night to urinate (pee)

& SR EHR R
[] Liver problems — specify

PP R — 5RER

[] Psychological problems «{» ¥ i &

[] Depression Z-#4iF

[] Anxiety/panic disorder £ &/2 i

[] Suicide attempts 1 [@&] H 7%

[] Fractures 547

[[] Sexual function problems 4 Ih ¢ [ &

[] Sexually transmitted disease (STD) or VD

(] Kidney/bladder problems & /i i & E30

Which one? W5—1[& ?
[[] Prostate problems ij 71| i [ &
[] Hysterectomy &= VIBRH#T
[] Irregular periods A # EHIEEH
[ HIV infection A\ JH & 5= 757 B
[J Pain now or in the last 3 month

BEARBATA L 3 (8 H WA

[[] Rectal bleeding 5 111

Within the last 12 months, have you experienced any uncomfortable touching? Forced sexual contacts?

fEdER 12 AR, RERE KRBT RKEEAE? SR8tk

O Yess2 [ No Az

Within the last 12 months, have you been in a relationship in which there were threats, pushing, grabbing, hitting, kicking, breaking

things, or other hurting used?

FEBER 12 A - RET SRR —EMEAIRGAERARE - #9011 B ITHERESCHEMEE ?

What is your current method of birth control?

wHERIH R T R E R

Who was your last doctor?

RGN 68 E?

Women: Date of your last Pap smear: / /

2 R ERFESHKA REHIN:
Abnormal Pap Smear ¥ FEEHA & © [ Yes &

Surgery/Serious Injury/Hospitalization (include year)

FHh/REMZHE AR (BFEFH)

O Yes2 O No A%
When were you last seen? / f
& EREBERTERE?
Date of your last mammogram: / /
FXRAE X egERE
[0 NoA#

Current Medications: (include any over-the-counter medicines, vitamins, and herbal supplements)

HATEF%EY: (BIEEMTIRET 4, A RMELERMTRD




Are you allergic to any drug/medicine? {/Rf5 H{Tfa &£ G0 2 0 yes &2 O NoAg
Are you allergic to a food/other substance? {3 ¥ &4)sk 2 H A4 E B EIE? O Yes 2 O NoAg
If yes, list medicine and/or food/substance and describe reaction(s): WIHAT, 35 Hi it i 5 = JHE -

Family History: Include parents, sister, brothers, aunts, uncles, grandparents (blood relatives only). Has any family member had?

FEREE: BIEREE, @M, S, FUgk, BURL HE (REmED . AETREAUT?

Who i Who i
[ Migraines {786 (] Diabetes % f& 57
[ strokes 1, [ Depression - #5iF
(] High blood pressure & {1 & [] Colon cancer 45554
[J Heart attack/disease /(g% [[] Substance abuse Z£47;
[ Sickle cell anemia ZE R 4T 3 1 22 1 [ High cholesterol 7 ifs [
[] Breast cancer ¥ % [] Alcoholism fiti#
[J Other cancer H:Al % E [ Fractures &4t
[ Tuberculosis fifi4&#%
Is your mother living? Ovyes 0ONo How old is she now (or when she died)? / /
THIRER B T E? WA T (SR TR AE)?
Is your father living? []Yes [] No How old is he now (or when he died)? / /
TSGR B HIS? HIRFEE (SR ERHEEAE)?
Social History: $13ZFE 52

Others living in your home, relationship EL#E[EEHI A, Ffl{%

What is your level of education? #HIE G2 E £ A EE?

What is your present job? fER{EHYTAE£ATEX?

Do you have a Durable Power of Attorney for Health Care, Living Will or POLST form? O Yes# O NoA£
CRBHA BRI, A n7EEHE POLST K& HIFARMEE?

If yes, date completed: #15A » 5EEK HHA: / /

Description: f4lt:

Health Habits {5518
Yes /&2 No A& Describe
O O Current Smoker (type, amount per day, for how long)

M EERE > BHOE - PR
O O Have you smoked in the past? LR i@ 75052
(Type, amount per day, age when started, and age quit smoking)

(S - 5 E 57 - GRS, RIS R
Alcohol (drinks per week)

ks (BT R)
Coffee/tea/cola/energy drinks (cups/cans per day)

umk/Z/ AT 46/RE B ER SR (B H T &)
Trouble sleeping? (hours you sleep per night)

AR FETRE? (RN EAR 2 A (B /N )

Weight gain/loss (unintentional) in last 6 months?

B [ 0 LT
O 0O 0O O

8% 6 i HAZE R



Appetite change? (explain)
BRRE(E? (BR99)
Special diet? (Explain)
FRIRE 2 (35RBH)

Immunizations: Last Tetanus shot (Td) Flu Shot

e TR T st T B i

Patient Health Questionnaire (PHQ-9): 52 { FE [ %5

Pneumonia Shot

i R e 61

1. Over the last 2 weeks, how often have you been bothered by any of the following problems?

TEBF 2 AW, RS HE B T E MR EYS?

Nearly every
Not at all Several days | More than half the days day
TEAE0) | AAKKRQ) | @@ —FAIRREEQ) F—K0O)

a. Little interest or pleasure in doing things.

EHEM BV A B

b. Feeling down, depressed, or hopeless.

BEEE, mp)EEE.

c. Troubling falling/ staying asleep, sleeping too much.

fm2 o A\ B AR/ PRAFHEEAR - S AR

d. Feeling tired or having little energy.

BB AR

e. Poor appetite or overeating.

f. Feeling bad about yourself or that you are a failure, or
have let yourself or your family down.

HARBREAY, REEACKRME, SEBRXAKRE.

g. Trouble concentrating on things, such as reading the
newspaper or watching TV.

TR EE B F F R RAE PE.

h. Moving or speaking so slowly that other people could
have noticed. Or the opposite; being so fidgety or restless
that you have been moving around more than usual.

SEE RENER IR E I A CEEEER T . BEM
R, ARRBRBRERA L, BRI R EM#ES).

i. Thoughts that you would be better off dead or of hurting
yourself in some way.

TRABRIETBUE H EE GRS

2. If you checked off any problem on this questionnaire so far, how difficult have these problems made it for you to do your work,

take care of things at home, or get along with other people?

WMREAE LRERSTREMHEE, BELfENEIE  RKE - 15X HERS KRAEE ?

[JNot difficult at all [J Somewhat difficult
STEAHE R E

Total Score

[Overy difficult

RN

[JExtremely difficult

FEH R




Date / H #f:

Name / 4 5 Date of Birth / 4= H #i:

TB Risk Assessment Jififi 1% 80 B @ RE (L 2%

Risk Factors
JER (K 57

Yes

No

Recent close or prolonged contact with someone with infectious TB disease

A 1A FEL G i 200 N\ B BRI ARG 2

Foreign-born person from or recent travelor to high-prevalence area

HH AE7E 35 B LA AM Bl 3 F0@ A v B R s £ A HL I R T

Chest cardiographs with fibrotic changes suggesting inactive or past TB

TEAESU BB TS ?

HIV infection &2 % %455 K RE1g ?

Organ transplant recipient & /& g8 B a3 & 1E?

Immunosupression secondary to use of prednisone (equivalent of >15 mg/day for >1

month) or other Immunosuppressive medication such as TNF -o antagonists

F {6 FH SR AY AL H B S s I B (AR E AR SR SE K] ) P pR RO S B AR RE

Injection drug user &2 40 1E?

Resident or employee of high-rsik congregate setting (e.g., prison, TLC facility, hospital,

homeless shelter)

EESTEERGRRITER, E A, B, EXWEEKER, %F%).

Medical condition associated with risk of progressing to TB disease if infected (e.g., diabetes
mellitus, silicosis, cancer of head or neck disease, intestinal bypass or gastrectomy, chronic
malabsorption syndrome, low body weight [10% or more below ideal for given population)
5 B BURE IR IR

AnFESRIR, WM, BRETECSAETRUREIESSN, WREE, Mufdl, BREIRR, /MEEREd
BUIBRFN, BHREARRGEEE, EREIRTI0%8E %),

Sign and symptoms of TB & it £Z B9 AR S 2

Hepatitis B Risk Assessment 52819 B @Al 7

Were you born outside of America? If yes, Where?

R AR TE 36 B LAS g 1 05 1S 2 SR 2 RO & FE IR A2

Are you pregnant? {R1{EZ2 T 15?

Are you on Hemodialysis? {/K i {#&:7z #7852

Are your family member(s) or sex parther HBV infected?

TEIER R RERR BB MR R QBRI R AT 2

Are you a man who has sex with men (MSM)? 1R /& 5 [RI{4#E3E 1E?

Are you HIV positive? /R 77 B H 1 2

Are you injection drug user? /KA %A AR LBUEN F M2

Are you working in a health care facility? #R7E— & B % T/ES 2

Are you the source of blood or body fluid exposed? /K& I i i A% % 157 filg 515 2




