PATIENT INFORMATION SHEET

Referred by Date: / /
Name: Date of Birth / /
42,7 Last #tE Middle First 4 A H H Fl G
Home Address:
B bt CITY ¥ 71P HR 4
Cell / Business Phone : Home Phone:
T/ THEES FpEEEE
Email Address: WeChat:
Employer: Occupation:

Business Address:

Social Security No.

HUSBAND OR RESPONSIBLE PARTY

Marriage Status: Single Married Divorced Widowed

LIRSS

2= Last #k Middle First # HH H H o
Name: Date of Birth / /
Relationship: Social Security No.
Cell / Business Phone: Home Phone:

T/ AR K B

Employer: Occupation:
Business Address:
NOTIFY IN EMERGENCY  ZZ&uisk A
Name: Relationship:

s LR £ T £
Phone: Address:

G sk
* Insurance Company Effective Date /
* Address
* Policy No. Group No.

Please indicate blew which phone and address you would like to be contacted regarding the treatment or test

results.

Cell__ NO, DO NOT contact me.__

| certify upon my honor, that | answer the preceding questions truthfully and accurately to my best knowledge and

ability.
» Signature: Date /
¥4 Hi A H it



Miracle Orchids Medical Center
9B A E1% New Patient Questionnaire

¥4 Name: 4 B Date of Birth: H#A Date:
B2 40 % Pregnancy History
188 Z2 8 Number of pregnancies & B &R Full-term delivery B B Preterm delivery (<37 [&)
BERR R EL Abortion TR IKEL Miscarriage = ZREL Ectopic pregnancy
Z IaRE R EL Multiple Birth HBEFE Living
A H M A IR B BEELARE | 1A £ ET H A HhBL itnd
Date Baby Weeks Baby Weight Sex Type Delivery Place of Complication
Delivery

JIE/E Vaginal/C-section
JIE/E Vaginal/C-section
JIE/E Vaginal/C-section
JIE/E Vaginal/C-section
JIE/E Vaginal/C-section

A ##28% Menstrual History

R A #EE—X First Day of the Last Period 18 B #B% A & Monthly(Y/N) £ /& B#EBHASEE Frequency
B 88X Last for How Many Days % AR 55— H % When do you have your 1% period yrs old

1RF#28% Gynecologic History

ERESEHKF(E8EI A2 F) B Last PAP Smear / /
CEFEEEREK AL EK? Abnormal PAP history 2/ YN 5 yr

LR EBEE(FHEE) Last Mammogram / /
B Z A Method of Contraception
{=#CBFf When Did You Go Through Menopause / /

ExBEEZERE? Last Bone Scan(DEXA), If any
R ARBGERIZ? Last Colonoscopy? If any

5 42 &% Surgical History

F 1T B HA Date FHIER Type FHTEERRE Where

Z#2 8% Current Medication

IRE B IR A{ERIZEME? 55| HZES Are you currently taking any medication? Please list:

EEAEYBEAILEE? = /F Do you have drug allergies? Y/N

SE 5| K% 2 F1 R FE Please list medication and reaction




£t 32 BB Social History

S EHFE Do you smoke? Y/N  EREFIFEES Amount and years
= ESE Do you drink?_Y/N 2 FNFEFE Amount and type

EBIEZE Do you use recreation drug?_Y/N  $EEIFNZEES Type and years

B A& E Medical History

[ IR SR Heart Disease
) =M Hypertension

O ##ARHASE
Varicosities/Phlebitis

(1 EHRER Thyroid/Dysfunction
(1 #EFRJR Diabetes
0 BREfERMER

Autoimmune Disorder

O B RZER Kidney
disease/UTI

[ BN Leukemia
(1 BF¥& Hepatitis/Liver Disease

[ ZEI$BEL Seasonal Allergy

K LR E Family History

FRAE R SR/ E T
Neurologic/Epilepsy
B8
Depression/Postpartum
Depression

£ H1%ME Trauma/Violence
#i M #C $% History of Blood

Transfusion

#&E %R Z NG Pulmonary
(TB /Asthma)

R B3 22 5iE Anesthetic

Complications
ZLEJ&5E Breast Disorder

FERE Uterine
anomaly/DES

BZJE Infertility

L2 {#E FABERE Last time you smoke

{3 FAR%RE Last time you drank

i RS Last use

O F=EHLE Fibroid
O DI ZERE Ovarian Cyst

0 FIEEEM Abnormal
Uterine Bleeding

0 #&RESE Pelvic Pain
[] #%4& Dysmenorrhea
O Hfith other:

HERR #/K KB | MERTA = I B DR ERER FEIE Hith
Family Members | Alive/Deceased | Age Diabetes Hypertension | Heart Disease | Mental lllness | Cancer Other
X Father 7/K
Alive/Deceased
&1 Mother #/K
Alive/Deceased
E2{& Spouse "7/K
Alive/Deceased
F 2 Siblings F/K
Alive/Deceased
F2F Sons 7K
Alive/Deceased
%z 52 Daughters 7/ K
Alive/Deceased
HEREE #/K
Grandparents Alive/Deceased
E XA R Physical

55 Height:

[ZZRTBEE Pre-pregnancy weight:

W AZESR Patient Signature:

Reviewer Signature

I [EX Blood Pressure:




KRYSTAL H. PHAM, M.D., F.A.C.O.G.

DIPLOMATE, AMERICAN BOARD OF OBSTETRICS & GYNECOLOGY

We understand that medical information about you and your health is personal. As the custodians of the information in your
record, we are committed to protecting the privacy of your information as required by law, professional accreditation stands
and our internal policies and procedures.

Attached is your personal copy of our Notice of Privacy Practices. This notice explains your rights, our legal duties and
our privacy practices. It also describes how medical information about you may be used and disclosed and how you can
get access to this information. Please review it carefully.

For your convenience the following is a summary of the information discussed in the notice.

e Qur Pledge
* Your Personal Information
* Our Privacy Practices
* How We May Use or Share Your Information for:
O Treatment
O Payment
O Health Care Operations
O Notifications
O Marketing
O Research
O Special Circumstances and the Law
* Your Written permission
* Other restrictions
* Your Rights
* Changes
* Questions or Complaints

Please understand that this summary is not our Notice of Privacy Practices, nor is it a substitute for the notice. The actual
notice should have been given to you, as required by law, with this cover letter. If it was not, Please contact our office
manager at the address or phone number shown at the top of this page to receive your copy.

We ask that you sign and return this cover letter to us for our records. Your signature only acknowl- edges that we have
provided you a personal, paper copy of our Notice of Privacy Practices as required by law. The law also required us to
document the fact that we have distributed the notice by collecting and retaining these signed acknowledges.

If, after reviewing the notice, you decide that you do not want to retain your paper copy, please return it to our receptionist
and we will recycle it.

I hereby acknowledge receipt of the Notice of Privacy Practices:

Signature: Printed Name: Date I/

#H4 BtE B# A B #



DIPLOMATE, AMERICAN BOARD OF 11180 Warner Ave. #269
’ Fountain Valley, California 92708
OBSTETRICS & GYNECOLOGY

{ KRYSTAL H. PHAM, M.D., ra.co.c. FOUNTAIN VALLEY OFFICE:

TEL: (714) 486-1228 FAX: (714) 486-3108
B’l O M Email: admin@miracleorchids.com
E

PHOTO RELEASE FORM

I hereby grant Miracle Orchids Medical Center OBGYN (Office of Dr. Krystal Pham) permission to use my
likeness in a photograph, video, or other digital media (“photo”) in any and all of its publications, including
web-based publications, without payment or other consideration.

I understand and agree that all photos will become the property of Miracle Orchids Medical Center and will not
be returned.

| hereby irrevocably authorize Miracle Orchids Medical Center to edit, alter, copy, exhibit, publish, or
distribute these photos for any lawful purpose. In addition, | waive any right to inspect or approve the finished
product wherein my likeness appears. Additionally, I waive any right to royalties or other compensation arising
or related to the use of the photo.

| hereby hold harmless, release, and forever discharge Miracle Orchids Medical Center from all claims,
demands, and causes of action which I, my heirs, representatives, executors, administrators, or any other
persons acting on my behalf or on behalf of my estate have or may have by reason of this authorization.

| HAVE READ AND UNDERSTAND THE ABOVE PHIOTO RELEASE. | AFFIRM THAT I AM AT
LEAST 18 YEARS OF AGE, OR, IF I AM UNDER 18 YEARS OF AGE, | HAVE OBTAINED THE
REQUIRED CONSENT OF MY PARENTS/GUARDIANS AS EVIDENCED BY THEIR SIGNATURES
BELOW. | ACCEPT:

Print Name

Signature Date

If under 18, BOTH PARENTS MUST SIGN

Individually and as Parent and/ Date

Legal Guardian

Individually and as Parent and/ Date

Legal Guardian
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+2 DIPLOMATE, AMERICAN BOARD OF Fountain Valley, California 92708
OBSTETRICS & GYNECOLOGY TEL: (714) 486-1228 FAX: (714) 486-3108
B’l 0 M Email: admin@miracleorchids.com
E
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